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Letter of Transmittal

To the President of the United States, President of the Senate,
President pro tempore of the Senate, and Speaker of the House
of Representatives.

| am pleased to submit the Department of Veterans Affairs
Annua Performance Report FY 2001, asrequired by the
Government Performance and Results Act of 1993. Thisreport
describesin detail how well we executed our responsibilities
during fiscal year 2001, especidly in regard to our top priorities:
[0  improving the timeliness and quality of claims processing,
[0  providing accessto high-quality health care, especidly to
disabled and low income veterans, and

[0  ensuring accessto buria benefits and maintaining national
cemeteries as national shrines.

The events following the terrorist attacks on September 11, 2001, remind us of the avesome
sacrifices the men and women of America's armed forces make on our behalf. Most of the 25
million living veterans have served during times of war. The Nation owes a tremendous debt to
them, and we in the Department of Veterans Affairs are proud of the role we play in helping
discharge that debt.

Although quality of claims processing improved significantly, timeliness remains unacceptable. A
task force | commissioned to examine awide range of issues affecting speedy processing of
clamsissued itsreport in October 2001. We are now pursuing implementation of avariety of

short-term and mid-term recommendations. | am determined to solve the timeliness problem
during my tenure as Secretary.

Veterans hedlth care sets the national standard in patient safety and the measurement of qudity
outcomes. Our National Center for Patient Safety has been recognized for its achievements by the

Innovations in American Government Program, administered by Harvard University and the
Council for Excellence in Government.

To meet the burial needs of veterans, we began operations at Fort Sill National Cemetery in
Oklahoma and extended burial operations at six others. Five new state veterans cemeterieswere

opened through VA grants. We started along-term project to maintain the national cemeteries as
national shrines.

Our veterans deserve the best our country can offer, and | intend to make sure they receive the
care and service they have earned.

Anthony J. Principi
Secretary of Veterans Affairs
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VA'sPERFORMANCE SCORECARD FOR FY 2001

Wasthe God Improved
Achieved? Performance from
Strategic Goal PerformanceM easure Yes No Goal Actual FY 2000?
Restore the capability of Proportion of dischargesfrom SCI center bed sections to
disabled veterans to the non-institutional setti ngs (pp. 25, 150) v 95% 98% Same
greatest extent poss b_Ie, Compensation and pension rating-related actions —
andi mprove thequality of davst 27 142 v 202 181 N
their lives and that of their | V@3¢ daySt0 process (pp. 27,142) 0
families National accuracy ratefor core rating work
(pp. 27, 147) v 72% 78% Yes
V ocational rehabilitation and employment rehabilitation
rate (pp. 31, 151) v 65% 65% Same
Ensure a smooth transition | Montgomery Gl Bill usage rate (pp. 34, 146) v 60% 56% Yes
for veterans from active
military servicetocivilian | Average days to complete:
life Original education claims (pp. 34, 141) v 35 50 No
Supplemental education claims (pp. 34, 141) v 23 24 No
Foreclosure avoidance through servicing (FATS) ratio
(pp. 39, 145) v 33% 40% Yes
Honor and serve veterans Chronic Disease Care Index || (pp. 42, 143) v 7% 77% N/A
in life and memorialize -
e () G o (i Prevention Index I1 (pp. 42, 150) v 73% 80% N/A
sacrifices on behalf o the [ Percent of patientsrating VA health care service as very
Nation good or excellent:
Inpatient (pp. 42, 146) v 67% 64% No
Outpaient (pp. 42, 146) v 67% 65% Yes
Percent of Veterans Service Standard (V SS) problems
reported per patient:
Patient education (pp. 42, 149) v 2% 30% Same
Visit coordination (pp. 42, 149) v 14% 16% No
Pharmacy (pp. 42, 149) v 18% 16% Yes
Root cause analyses are in correct format and completed
within the appropriate time frame (pp. 42, 152) 95% 95% N/A
Quality-Access-Satisfaction/Cost VALUE Index
(pp. 42, 142) 5.8 6.3 Yes
Balanced Scorecard: Quality-A ccess- Satisfaction-Cost
(pp. 42, 142) 94% 98% Yes
Percent of non-urgent primary care appointments
scheduled within 30 days of desired date (pp. 51, 154) Basdine 87% N/A
Percent of non-urgent specialist appointments scheduled
within 30days of desired date (pp. 51, 154) Basdine 84% N/A
Percent of patients who report being seen within 20
minutesof scheduled appointment at VA headthcare v 73% 72% Yes
facilities (pp. 51, 147)
Average days to process insurance disbursements
(pp. 54, 141) v 32 28 Yes
Percent of veterans served by a burid optionwithin a
reasonable distance (75 miles) of their residence v 75.8% 72.6% Same
(pp. 57, 153)
Percent of respondents who rate the quality of service
provided by the national cemeteries as excellent v 90% 92% Yes
(pp. 57, 151)
Contribute to the public Institutional Review Board compliance with National
health, socioeconomic well | Committeefor Quality Assuranceaccreditation and v 33% 0% N/A
being and history of the mai ntenance, as gppropriate, of AAALAC or NRC
Nation accreditation or certification (pp. 64, 146)
Percent of respondents who rate nationd cemetery
appearance as excellent (pp. 69, 151) v 88% 96% Yes

N/A = Not applicable
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EXECUTIVE SUMMARY

In FY 2001, with resources of $53.5 billion in
obligationsand nearly 207,000 full-timeequivalent
(FTE) employees, the Department of Veterans
Affairs(VA) achieved significant accomplishments
that brought us closer to attaining our long-term
strategic goals. To help usgauge our progress, we
established 126 performancegoal sat thebeginning
of thefiscal year, 26 of which were identified by
VA'ssenior leadership ascritical to the success of
the Department.

VA's Performance Scorecard for FY 2001
summarizes how well we did in meeting the key
performance goals directly associated with each
of the strategic goals. This allows us to examine
performance from a Departmental, or One VA,
perspective.

In FY 2001, the Department made significant
advances, but continuedto haveproblemsincertain
areas. Although we met our goal for timeliness of
processing compensation and pension rating-
related actions, we still have along way to go to
achieve an acceptable record. Although clams
processing has become increasingly complex
because of new | egidlation and regul atory changes,
the Department remains committed to improving
the timeliness of claims processing and has
developed strategies for accomplishing future
performance goals.

Some of the most important successes attained in
FY 2001 include:

[0 VA made a significant improvement in the
quality of claimsprocessing, froma59 percent
accuracy ratein 2000 to a 78 percent rate for
rating-related actions in 2001.

Although the average number of days to
complete educational claims worsened, the
Montgomery Gl Bill usagerateincreased due
to improved benefits.

Theforeclosureavoidancerateimproved due
to VA's aggressive proactive servicing
program to assist veterans whose mortgages
arein default.

The VA insurance program continued its
excellent service as evidenced by the
improvement in the timeliness of processing
disbursements.

Health care quality continued to improve, as
measured by the Chronic Disease Care |ndex
and the Prevention Index.

VA health care continues to receive higher
satisfaction ratings than the private sector.

Althoughthe Department just missed itstarget,
thetimelinessof hedth careddivery continued
toriseasmeasured by the percentageof patients
seen within 20 minutes of their scheduled
appointment at aVA hedlth care fecility.

TheDepartment wasrecognizedfor itsefforts
toimprovethequality of health care; VA was
one of five winners of the "Innovationsin
American Government” award for reducing
medical adverse events and developing a
culture of safety.

Three of VA's programs received high
customer satisfactionratings, asdetailedinthe
American Customer Satisfaction Index. A
comparedtothe Federal Government average
of 71 (out of a possible 100), VA achieved
ratings of 93 for burial services, 90 for the
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Executive Summary

processing of insurance death claimsbenefits,
and 83 for pharmacy services.

[1 VA began operations at Fort Sill National
Cemetery and completed construction projects
toextend burial operationsat six other national
cemeteries. Fivenew stateveteranscemeteries
were opened through the State Cemetery
Grants Program.

[0 VA'snationa cemeteriescontinuedtoimprove
the quality of their service as well as their
appearance. In2001, 96 percent of respondents
to a customer satisfaction survey rated the
appearanceof national cemeteriesasexcel lent,
up from 82 percent in 2000.

Summary of Performance on Key
Performance Goals

VA's senior leadership identified 26 performance
goals considered critical to the success of the
Department. Some of these deal with program
outcomes; otherspertainto the management of our
programs. FY 2001 data for all of these key
performance goals are listed in the " performance
actua" column of the performance scorecard on

page 4.

TheDepartment achieved 14 of the 24 (58 percent)
key performancegoalsfor whichwehad FY 2001
targets. For nine of those, actual performancein
FY 2001 improved over that reportedin FY 2000.
For 3 of the 10 performance goals not met, actual
performance in FY 2001 was better than that
reported in FY 2000. We did not set performance
goal sfor two measureshbut collected baselinedata
during the year.

Goal

achieved
Goal not
achieved

Goal not achieved,
performance improved

Department of Veterans Affairs



KEYy PERFORMANCE REsULTS BY STRATEGIC GOAL

This report is structured around the key priorities
established by the Secretary. Within the narratives,

we haveincorporated the key measuresthat support
thesepriorities. (Inthisreport, yearsarefiscal years
unless stated otherwise.)

Strategic Goal 1: Restore the capability of disabled veterans to the greatest extent
possible and improve the quality of their lives and that of their families.

We use four key performance goals to gauge our
progresstoward achieving thisstrategic goa , which
focuseson benefitsand servicesfor disabled veterans.
Weachievedall of thesekey performancegoas. The
Department maintai ned theproportion of discharges
from spinal cord injury (SCI) center bed sectionsto
non-ingtitutional settings at 98 percent in FY 2001.

Althoughweexceeded our timelinessgod for rating-
related work by 21 days with an achievement level
of 181 days compared to our goal of 202 days,
performance worsened from the 173 days recorded

the previous year. We have along way to go before
we achieve an acceptable record for thisgoal.

During FY 2001, the national accuracy rate in
process ng the Department'smost important typesof
clamsfor compensation and pension benefits (i.e.,
rating-rel ated actions) improved to 78 percent from
arate of 59 percent in FY 2000.

Over 10,100 veteranswererehabilitated; 65 percent
of service-disabled veteranswho exited avocational
rehabilitation program acquired and maintained
suitable employment, the same asin FY 2000.

service to civilian life.

Strategic Goal 2: Ensure a smooth transition for veterans from active military

We did not meet three of the four key performance
goalsrelating to achievement of thisstrategicgoal in
FY 2001. Thoughwedid not meet the Montgomery
Gl Bill (MGIB) usage rate god, the rate improved
from55 percentinFY 2000to56 percentin FY 2001.

Veterans use their VA education benefit as one
important meansof readjustingtocivilianlife. The
MGIB allows them the opportunity to achieve
educational or vocational objectivesthat might not
have been attained had they not entered military
service.

The timeliness of processing education claims
deteriorated during FY 2001. Theprocessingof both

origina and supplemental education claims took
longer inFY 2001 thanit didin FY 2000. While our
plan wasto process origina education clamsin no
morethan 35days, it took anaverageof 50days. The
average number of days needed to process
supplementda education claims was 24 days, 1 day
longer than the performance target.

Wemet our god to assist veteranswho arein default
onaVA-guaranteed homemortgage, asmeasured by
theforeclosure avoidancethrough servicing (FATS)
ratio. Theforeclosureavoidancerateimproved from
30 percentin FY 2000to 40 percentin FY 2001 due
to VA's aggressive proactive servicing program to
assst these veterans.
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Executive Summary

Strategic Goal 3: Honor and serve veterans in life and memorialize them in death
for their sacrifices on behalf of the Nation.

VA achieved 8 of the 14 key performance goals
for this strategic goal. For two of the six key
performance goalswe did not meet, performance
inFY 2001 improved over that reportedin FY 2000.

During thelast 5 years, the share of inpatientsand
outpatientsrating VA health care serviceas"very
good" or "excellent" has remained stable at about
two-thirds. Theinpatient and outpatient satisfaction
levels recorded during FY 2001, although below
the performancetarget of 67 percent, still indicate
avery highleve of satisfactionwith VA hedlthcare.
This is supported by the American Customer
Satisfaction Index (ACSI), anational indicator of
customer evaluations of the quality of goods and
sarvices. TheFY 2001 ACS! scoresfor VA inpatient
care and outpatient care were 82 and 79 (out of a
possible 100), respectively. Both ranked above
privatesector hospitals, whose ACSI scorewas68.

Althoughthe Department did not meetitsFY 2001
target — that 73 percent of patients would be seen
within 20 minutesof their schedul ed appointment
at VA hedlth carefacilities—theactual performance
level of 72 percent was an improvement over the
70 percent registered during FY 2000.

For FY 2001, the Department established baselines
for two other performance measuresrelated to the
timeliness of providing health care: the percent of
non-urgent primary care appoi ntments schedul ed
within 30 days of the desired date and the percent
of non-urgent specialist appointments scheduled
within 30 days of the desired date. The baselines
for these were 87 percent and 84 percent,
respectively.

VA usestwo key performance measuresto assess
the quality of health care delivery — the Chronic

DiseaseCarelndex 11 (CDCI I1) and the Prevention
Index I1 (Pl I1). Theseindices measure the degree
to which the Department follows nationally
recognized guidelines for the treatment and care
of patients. The CDCI Il focuses on the care of
patientswithischemic heart disease, hypertension,
chronic obstructive pulmonary disease, diabetes
mellitus, major depressivedisorder, schizophrenia,
and tobacco cessation. During FY 2001, VA met
itstarget of 77 percent. ThePl |1 focuseson primary-
prevention and early-detection recommendations
for ninediseasesor health factorsthat significantly
determine health outcomes: pneumococcal
pneumonia, influenza, tobacco consumption, and
alcohol consumption and screeningsfor col orectal
cancer, breast cancer, cervical cancer, prostate
cancer, and cholesterol levels. VA surpassed its
target of 73 percent by achieving an 80 percent PI.

TheVeterans Service Standard (V SS) performance
goals are intended to measure patient satisfaction
with health care servicesin select areas. The VSS
percent of problemsreported per patient remained
thesameasin FY 2000 for patient education. For
visit coordination, thetarget of 14 percent was not
met, and the actual of 16 percent for FY 2001 was
worse than the 15 percent reported for FY 2000.
VA surpassed the pharmacy target of 18 percent
plusimproved in this areafrom 19 percent in FY
2000 to 16 percent in FY 2001.

VA is committed to continuously improving the
cultureof patient safety initshealth carefacilities.
An important aspect of thisis to develop a good
understanding of the causesof safety concerns. The
Department met its target of 95 percent for root
cause analyses being in correct format and
completed within the appropriate time frame.

Department of Veterans Affairs



Executive Summary

We met our targets for both the Quality-Access-
Satisfaction/Cost VALUE Index and theBalanced
Scorecard of Quality-A ccess-Satisfaction-Cost.
The VALUE index demonstrates a balanced
perspective of cost efficiency along with desired
outcomes. Thebalanced scorecard tracksthesame
performance measuresused inthe VALUE index.
In this case, though, the four domains (quality,
access, patient satisfaction, and cost) are given
egual weight and expressed interms of how close
actual performanceisrelativeto established target
levels of performance.

VA surpasseditstarget of 3.2 daysfor averagedays
to processinsurance disbursementsand improved
from the 2000 actual of 3.2 with a 2001 actual of
2.8 days.

The percent of veterans served by aburial option
within a reasonable distance (75 miles) of their
residence remained the same at 72.6 percent in
FY 2001. Thisactual wasobtai ned throughthenew
VetPop2000 model, the first revision of official
estimatesand proj ectionsof theveteran population
since 1993.

VA exceeded its 90 percent target for FY 2001 in
the percent of survey respondents who rate the
quality of service provided by the national
cemeteries as excellent. The actual of 92 percent
was an improvement over the 88 percent rating in
FY 2000.

and history of the Nation.

Strategic Goal 4: Contribute to the public health, socioeconomic well being

VA failed to meet one of thetwo key performance
goalsrelatingtothisstrategicgoa inFY 2001. We
did not meet the 33 percent goal for Institutional
Review Board compliance with National
Committee for Quality Assurance (NCQA)
accreditation and maintenance, as appropriate, of
AAALAC or NRC accreditation or certification.
Although all appropriate AAALAC and NRC
accreditation/certifications were maintained
nationally, theinitial implementation of theNCQA
accreditation processfor VHA research programs
was delayed. The delay in starting NCQA
accreditation surveyswas initially due to adelay
inacontract award. Inaddition, oncestandardswere
being developed with NCQA, the Institute of

M edicinebecameawareof thisinitiativeand asked
if VHA would collaborate to develop national
standards for accreditation that could be used for
all research programs across the nation (not just
within VHA). This additional component further
delayed the first accreditation surveys. Surveys
have been performed using the newly devel oped
standards, but therearenofinal reportscompleted
at thistime.

In FY 2001, satisfaction with national cemetery
appearanceimproved from 82 percentin FY 2000
to 96 percent of survey respondentsrating national
cemetery appearance as "excellent.”

FY 2001 Performance Report



Executive Summary

The Challenges Ahead

As we strive to provide the best quality benefits
and services to our Nation's veterans, we realize
we have many program and management
challengesto overcome. TheVVA Officeof Inspector
General (OIG) andthe Genera Accounting Office
(GAO) haveprovided themost succinct description
of our major challenges. The OIG challenges
include:

» Headlth quality management and patient
safety

» Resource dlocation

»  Compensation and pension timeliness,
quality, and inappropriate benefit payments

»  Government Performance and Results Act
(GPRA) —data validity

»  Security of systems and data

»  Federa Financial Management Improvement
Act and VA's Consolidated Financial
Statements

»  Debt management

» Workers' compensation costs

»  Procurement practices

» Human capital management

The GAO challengesinclude:

» Accessto quality health care

» Hedlth care resource utilization

» Compensation and pension claims
processing

» Management capacity

For athorough discussion of these challenges, see
the section on M ajor Management Challengesthat
begins on page 93.

All Performance Goals

Inadditiontothekey performancegoal sidentified
by VA'ssenior |eadership ascritical to the success
of the Department, program managers established
other performance goals at the beginning of FY
2001. Collectively, these performance goals
demonstrate the full scope of the Department's
programs and operations. A total of 126
performancegoal swereset at the start of thefiscal
year. VA met 67 percent of the performance goals
for which we had data. (We did not have datafor
six measures.) For another 7 percent, the
Department's performance improved over that
reportedin FY 2000. For moredetailedinformation
onthefull rangeof performancegoals, refer tothe
tables shown on pages 128 to 140.

Goal not
achieved

>

Goal not achieved,

Goal
achieved

performance improved

10
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ALTERNATIVE WAYS oF VIEWING PERFORMANCE

To meet the varied needs of Congress, OMB,
veterans service organizations, the general public,
and internal VA program managers, we have
examined performance in several different ways.
Most of our analysis focuses on the Secretary’s
priorities and the key performance goals and
measures considered critical to the success of the
Department.

The Performance Scorecard for FY 2001, shown
on page 4, summarizes how well we did in meeting
the limited number of key performance goals
directly associated with each of VA’s strategic goals,
a One VA perspective.

While the One VA point of view is important, this
is not the only way in which we analyze
performance. We want to know how well we did
in meeting the goals established for each of our
programs, and we are interested in information on
how well each of our major organizations
performed. The following chart demonstrates the
interrelationship between these alternative ways
of viewing performance related to our key
performance goals. During FY 2001, there was not
akey measure for the Medical Education program.

Key Performance Measures by Responsible Organization and Program

Program
; it Medical Medical Medical : ; f . Vocational f
Responsible Organization and Measure Care Resear ch Education | Compensation | Pension | Education | Housing | Rehabilitation |Insurance| Burial
Veterans Health Administration
Proportion of discharges from spinal cord injury (SCI) X
center bed sections to non-institutional settings
Percent of patients who rate VA hedlth care service as
very good or excellent
Inpatient X
QOutpatient X

Percent of primary care appointments scheduled within X
30 days of desired date
Percent of speciaist appointments scheduled within 30 X
days of desired date
Percent of patients who report being seen within 20
minutes of scheduled appointment at VA health care X
facilities
Chronic disease care index 11 X
Prevention index |1 X
Percent of Veterans Service Standard (VSS) problems
reported per patient:

Patient education X

Visit coordination X

Pharmacy X
Root cause analyses are in correct format and completed X
within the appropriate time frame
Quality-Access-Satisfaction/Cost VALUE Index X
Balanced Scorecard: Quality-Access-Satisfaction-Cost X

Institutional Review Board compliance with NCQA
accreditation and maintenance, as appropriate, of X
AAALAC or NRC accreditation certification

Veterans Benefits Administration

Average days to process rating-related actions

National accuracy rate for core rating work

Montgomery Gl Bill usage rate X
Average days to complete original education claims X
Average days to complete supplemental education claims| X

Foreclosure avoidance through servicing (FATS) ratio

Vocational rehabilitation and employment rehabilitation
rate

Average days to process insurance disbursements

National Cemetery Administration

Percent of veterans served by a burial option within a

national cemeteries as excellent

reasonable distance (75 miles) from their residence X
Percent of respondents who rate the quality of service X
provided by national cemeteries as excellent

Percent of respondents who rate the appearance of X

FY 2001 Performance Report
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FinaNciAL HIGHLIGHTS

[J  Pursuant to the requirements of 31 U.S.C.

3515 (b), VA'sfinancia statementsreport the
financial position and resultsof operationsof
the Department. The audit of the statements
was performed by Deloitte & Touche LLP,
under the direction of the Office of Inspector
General. VA received an ungualified opinion
ontheDepartment'sfinancia statementsfrom
the auditors in FY 2001 (which includes
explanatory paragraphs relating to the
adoption of Statement of Federal Financial
Accounting Standards (SFFAS) Nos. 10 and
21, achange in the fixed asset capitalization
policy, and the restatement, all discussed in
Note21 of theFY 2001 Annual Accountability
Report), continuing the successfirst achieved
in FY 1999. While the statements have been
prepared from the books and records of the
Department in accordance with the formats
prescribed by the Office of Management and
Budget (OMB), thestatementsarein addition
to the financial reports used to monitor and
control budgetary resourcesprepared fromthe
same books and records. The statements are
for a component of the U.S. Government, a
sovereignentity. Oneimplication of thisisthat
liabilities cannot be liquidated without
legislation that provides resources to do so.
For more information on VA's financial
statements, refer to the _FY 2001 Annual
Accountability Report.

As discussed in Note 21 to the Financial
Statements, subsequent to theissuance of the
FY 2000 Financial Statements, VA
management determined that the cal culation
of the Veterans Benefits actuarial liability
contained material errors. The errors relate
to FY 2000 and prior periods. 1naccordance
with VA'selection to early adopt SFFAS No.

21, which requires that reporting entities
restate prior period financial statements for
material errors discovered in the current
period, if such statements are provided for
comparative purposes, and if the effect of the
error would be material to the financial
statementsin either period, theaccompanying
FY 2000 Financial Statements have been
restated to reflect the correction of the
calculation errors. The FY 2000 Financial
Statements have a so been restated to correct
an error in the Judgment Fund liability
caculation. Thefollowingfinancia highlights
give effect to the restatement.

VA'sprogramsoperated at anet cost of $187.3
billionin FY 2001, compared with anet cost
of $108.8 hillionin FY 2000. Thecalculation
of the actuarial liability for future years
veterans compensation and burial benefits,
which increased by $139.4 billion during FY
2001 and by $64 billionin FY 2000, heavily
impactseach year'scost. Themost significant

Adjusted Net Cost by Program, FY 2001
($in millions)
$25000 20,709
$20,000 $20.129
$15,000
$10,000
$5,000 $3,234
$1,026 $778 $730 $543 258  g54
$0 — — — — —_— —_— —_—
-$232
-$5,000
Q < m < < < [oe] 5 I
c§ § 8§ F ¢ £ B
2 o S m 3 % 8
5 g g s
7 £ 0% 3
8 = m
3
S
e
3
3

Department of Veterans Affairs



Financial Highlights

sources of change associated with the
Compensation and Pension (C& P) programs
between September 30, 2000 and September
30, 2001 weretheoverall decreaseininterest
ratesbetween thesetwo datesand the number
of new compensation awards made for
diabetes. Excludingthechangeinthisactuaria
liability from the net cost would result in an
adjusted net cost for VA's programs of $47.9
billion and $44.8 hillionfor FY 2001 and FY
2000, respectively. The majority of this
increase applies to two programs —
Compensation, $1.2 billionand Medical Care,
$1.1 billion.

An examination of assets and liabilities
reported on VA's balance sheets reveal s four
lineswith changesgreater than $1 billion. The
largestistheincreaseintheFederal Employee
and VeteransBenefit Liabilities, related tothe
increase in the actuarial liability for future
Compensation and Burial benefit payments.
It should be noted that the future cash flows
toliquidatethisliability are not supported by
any identifiableassets, asthey areanticipated
to befunded fromthefuturegeneral revenues
of the U.S. Government. Loans Receivable,
Net, increased by $1 billion in FY 2001
primarily dueto two factors: First, the events
of September 11" del ayed the September 28"
sale of VA-held loans to private investors.
Second, changesinthe economic assumptions
inthe OM B credit reform subsidy model used
to calculate housing loan subsidiesgenerated
adownwardreestimate. Finally, Fund Balance
with Treasury, which represents the right of
VA to draw on the Treasury to pay alowable
expenses, includes the Compensation &
Pension payment for September. While
generally paid on the last day of the
preceding month, thisfiscal year ended on
aSunday. A corresponding Public Accounts
Payable is also reported.

[1 Collectionsfor the Medical Care Collection

Fund continuedtoimprove, withatotal of $0.8
billion collected in FY 2001 — a significant
increaseover theFY 2000total of $0.6 billion.
VA has developed a Revenue Cycle
Improvement Plan to increase collections to
$1.4 billion by FY 2005. In addition, the
amounts reported for patient and third-party
insurers medical debt continuetoincreasedue
to achange in billing methodology. VA now
billsfor medical servicesbased on'reasonable
charges" rather than "reasonable cost.”
Amounts collected under this program are
retained by VA and used for medical care
purposes.

TheDepartment continued itsaggressiveuseof
thegovernmentwidecommercid purchasecard
program. Purchase card disbursementsfor FY
2001 wereover $1.5hillion, covering2.6 million
transactionsand earning VA credit card rebates
from Citibank totaling over $15.2 million. This
isal2 percent increase over the rebates earned
in FY 2000 ($13.5 million).

Intheareaof debt management, VA exceeded
the goal established with the Department of
theTreasury for the Treasury Offset Program.
InFY 2001, VA referred atotal of $0.33hillion
representing 92 percent of eligible debt to
Treasury, up from 67 percent referred in FY
2000. Under the Treasury Cross-servicing
Program, VA referred $0.3 billionin FY 2001,
representing 94 percent of eligibledebt. This
isanincreasefrom 17 percent referredin FY
2000.

Under 38 U.S.C. 8161, et seq., VA may enter
into long-term (up to 75 years) outleases of
VA property in return for fair consideration
including goods, services, or spacebeneficial
to VA's mission. In some cases, the lessee
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provides "in-kind" consideration through a
third party, including an independent trust.
Once established, the independent trust
assumes obligations to provide in-kind
consideration to the Department. VA is not
party to the Trust Agreement and does not
"own" or control the trust, and has no
beneficial, residual or other interest inthetrust
estateother thantheassetsthat arespecifically
deposited into the enhanced-use leasing

account for the purpose of providing in-kind
consideration to VA. This arrangement has
provento bevery beneficial tothe Department
in the several enhanced-use leases now in
place. Consequently, asthe Department uses
the enhanced-useleasing program to address
its capital and resource requirements, VA
anticipatesthat most of its"in-kind" benefits
will be received through these types of third-
party providers.
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WHo WE ARE

Inspec.idi General

Chairman, Buan.‘l of Contract Appeals

Director, Office of Small &
-Disadvantag-ed Business Utilization

~ Center for Minority Veterans

Office of Employment Discrimination
Complaint Adjudication

Under Secretary for Health, 1
Veterans Health Administration

Assistant Secretary
for Information &
Technology
Principal Deputy
Assistant Secretary
for Information &
Technology

Assistant Secretary

Assistant Secretary
for Management

for Policy &
Planning
Principal Deputy

Assistant Secretary
for Management

Principal Deputy
Assistant Secretary
for Policy &
Planning

The FY 2001 Performance Report documents
VA's progress in providing high-quality, timely
benefits and servicesto the men and women who
have served our country inthe armed forces. This
report identifies the achievements VA recorded
during FY 2001 that have contributed to attaining
the goals and objectivesin the VA Strategic Plan

Secretary

Deputy Secretary

Chief of Staff

Genelia'l' Counsel

Chairman, Board of Veterans’ Appeals

Special Assistant to the Secretary for
Veterans Service Organizations Liaison

~ Center for Women Veterans

Under Secretary for Benefits,
i< A it

Under Secretary for Memorial Affairs,
Veterans B ation i ini i

Cemetery A ation

Assistant Secretary
for Public &
Intergovernmental
Affairs

Assistant Secretary
for Congressional and
Legislative Affairs

Assistant Secretary
for Human Resources
& Administration

Principal Deputy
Assistant Secretary
for HR&A

and Annual Performance Plan. In so doing, we
are providing detailed information—to Congress,
OMB, veterans service organizations, and other
stakeholders—to spell out not only what we do,
but more importantly, how well we are doing in
meeting our commitment to honor our veterans
and to compensate them for their sacrifices.
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Who We Are

Mission
"To care for himwho shall have borne the battle,
and for hiswidow and his orphan.”

Thesewords, spoken by Abraham Lincolnduring
his Second Inaugural Address, reflect the
philosophy and principles that guide VA in
everythingwedoinour effortsto serveour Nation's
veterans and their families.

In today's environment, President Lincoln's
statement reflects VA's responsibility to treat
Americasveteransandtheir familieswith profound
respect and compassion; to be their principal
advocate in promoting the health, welfare, and
dignity of all veterans; and to ensure they receive
the medical care, benefits, social support, and
lasting memorials they deserve in recognition of
their service to this country.

Thestatutory mission authority for VA definesour
responsibility to Americasveterans: "to administer
the laws providing benefits and other servicesto
veterans and the dependents and the beneficiaries
of veterans' (38 U.S.C. 301(b)). The benefitsand
servicesweprovidearedirectly shaped by veterans
needs, preferences, and expectations.

Vision
Asthe needs of veterans change, VA must change
to address those needs by:

[1 Becoming an even more veteran-focused
organization, functioning as a single,
comprehensive provider of seamlessserviceto
themenandwomenwhohaveserved our Nation;

[J  Continuously benchmarking the quality and
delivery of our service with the best in
business, and using innovativemeansand high
technology to deliver world-class service;

[J Fostering partnerships with veterans
organi zationsand other stakehol ders, making
them part of the decision-making process;

[J  Cultivating a dedicated VA workforce of
highly skilled employees who understand,
believe in, and take pride in our vitally
important mission.

Core Values

Toimplement our missionand achieveour strategic
goals, we strive to uphold a set of core values
representing the basi ¢ fabric of our organi zational
culture. These values, which transcend all
organizational boundaries, include:

Respect and Commitment

[1  Veterans have earned our respect and our
commitment to meet their needs.

[1  Webelievethat integrity, fairness, and respect
must be the hallmarks of our interactions.

Open Communication

[J  Wearecommittedto open, accurate, andtimely
communicationwithveterans, employees, and
external stakeholders.

[ Welistentotheconcernsand viewsof veterans,
employees, and external stakeholders to
improvetheprogramsand servicesweprovide.
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Excellencein Services, Programs, and
People

[1  We continuously strive to meet or exceed the
servicedelivery expectations of veteransand
their families by delivering accurate, timely,
and courteous service and benefits in an
effective and efficient manner.

[J  We are committed to improved access for
veterans and their families through facility
location and design, and through innovative
uses of information technology.

[1  Weperformat thehighestlevel of competence
and take pride in our accomplishments.

[J  We are open to change and value a culture
where everyone is involved, accountable,
respected, and appreciated.

[J We value teamwork and cooperation—
operating as One VA to deliver world-class,
seamlessservicetoveteransandtheir families.

Background

VA directly touchesthelivesof millionsof veterans
every day through its health care, benefits, and
burial programs. With facilitiesin all 50 states,
the territories, and the District of Columbia, we
provide benefits and services through our 172
hospitals, 137 nursing homes, 43 domiciliaries, 859
outpatient clinics(i.e., 684 community-based, 163
hospital-based, 4 independent, and 8 mobile), 206
Vietnam Veteran Outreach Centers (Vet Centers),
57 regional offices, and 120 national cemeteries.

The Department accomplishesitsmissionthrough
partnerships among the Veterans Health
Administration (VHA), the Veterans Benefits
Administration (VBA), the National Cemetery
Administration (NCA), the Board of Veterans
Appeals (BVA), and the Departmental staff
organizations by integrating the related activities
and functions of the following major programs:

Medical Care

VA meets the health care needs of America's
veterans by providing primary care, specialized
care, and related medical and social support
Sservices.

M edical Education

VA's health care education and training programs
helpto ensure an adequate supply of clinical care
providers for veterans and the Nation.

M edical Research

The medical research program contributes to the
Nation's knowledge about disease and disability.

Compensation

The compensation program provides monthly
payments and ancillary benefits to veterans, in
accordance with rates specified by law, in
recognition of theaverage potential |ossof earning
capacity caused by adisability, disease, or death
incurredin, or aggravated during, activemilitary
service. This program also provides monthly
payments, asspecified by law, to surviving spouses,
dependent children, and dependent parents, in
recognition of the economic loss caused by a
veteran'sdeath during active military serviceor,
subsequent to discharge from military service, as
aresult of a service-connected disability. Recent
legislation has also authorized compensation for
certain children of veteransaswell. Currently, we
authorize compensation for children of Vietnam
veteranswith SpinaBifidaand children of female
veterans with certain birth defects.

Pension

The pension program provides monthly payments,
as specified by law, to needy wartime veterans who
are permanently and totally disabled. This program
also provides monthly payments, as specified by
law, to needy surviving spouses and dependent
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children of deceased wartime veterans who die as
aresult ofa disability not related to military service.

Education

The education program assists eligible veterans,
servicemembers, reservists, survivors, and
dependents in achieving their educational or
vocational goals by providing financial assistance
in the form of monthly payments while attending
school or pursuing training.

Vocational Rehabilitation and
Employment

The vocational rehabilitation and employment
program assists veterans with service-connected
disabilitiesto achieve functional independencein
daily activities. It provides the support and
assistance necessary to enable service-disabled
veteransto become employable and to obtain and
maintain suitable employment.

Housing

Thehousing programhelpsdligibleveterans, active
duty personnel, surviving spouses, and selected
reservists to purchase and retain homes.

Insurance

The insurance program provides life insurance
benefitsto veteransand servicemembersthat may
not be available from the commercial insurance
industry due to lost or impaired insurability
resulting from military service. Benefits and
services will be provided in an accurate, timely,
and courteousmanner and at thelowest achievable
administrative cost. Insurance coverage will be
provided in reasonable amounts at competitive
premiumrates. A competitive, securerateof return
will be ensured on investments held on behalf of
the insured.

Burial

Primarily through the National Cemetery
Administration, VA honors veterans with a final
resting place and lasting memorials that
commemorate their service to the Nation.

Program Participants

VA serves a significant portion of the veteran
population. In FY 2001, more than 4.2 million
patients used VA health care, over 2.6 million
veterans and survivors received monthly VA
disability compensation payments, and morethan
2.4milliongravesof deceased veteransand dligible
family members were maintained at our national
cemeteries. The following table summarizes the
number of individual veteransor dependentswho
received benefits or servicesin each of our major
programs during FY 2001.

Program Number of Participants
Medical Care
Unique patients 4,247,200
Veterans 3,890,900
Non-veterans 356,300
Compensation
Veterans 2,325,700
Survivors/children 305,800
Pension
Veterans 348,700
Survivors 240,500
Education
Veterans and service persons 289,800
Reservists 82,300
Survivors/dependents 46,900
Vocational Rehabilitation
Veterans receiving services/subsistence 52,800
Veterans receiving services only 11,500
Housing
Loans guaranteed 252,700
Insurance
Administered policies (veterans) 2,079,200
Supervised policies (service members 2,788,500
and veterans)
Burial
Interments 84,800
Graves maintained 2,443,000
Headstones and markers 304,300

InFY 2001, VA resourcestotaled $53.5 billionin
obligationsand nearly 207,000 full-timeequivalent
(FTE) employees. Over 95 percent of total
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obligations went directly to veterans in the
form of monthly payments of benefits or for
direct services such as medical care. The
following charts show (1) how VA spent the
taxpayer fundswithwhichwewereentrusted
and (2) the distribution of FTE.

VA Obligations for FY 2001 ($ in billions)

$11.0
All Other

Medical Care
$21.7

Compensation

Total = $53.5 billion
$20.8 %5 II

Housing === $0.70

Medical Education e $0.90
Medical Research ) $0.88
Vocational Rehabilitation and Employment gy $0.54
Departmental Management [ $0.45
Burial p==x$0.28
Inspector General g $0.05
Board of Veterans’ Appeals g §0.04

$0.00

Programs

$0.50 $1.00

"All Other" VA Obligations for FY 2001

LB e——— D X R U
Insurance e 053

Education [ §1.45

$1.50

Billions

$2.00 $2.50 $3.00 $3.50

—

Total FTE= 206,950

Full-Time Equivalent Employees, FY 2001

Medical Care
90%
186,800 FTE

All Other
10% 20,150 FTE

Medical Research mm0 3,019
Departmental Management Mmoo 2,674
Housing m] 1,759
Burial 11,385
Voc. Rehab. & Employment ] 1,061
Education [ 852
Insurance [ 507
Board of Veterans' Appeals [ 455
Inspector General [ 370

" All Other" (Non-Medical Care) FTE, FY 2001

Compensation & Penson o 8,035

FY 2001 Performance Report

19



Our Continuous Focus on the Veteran

This section of the Performance Report presents
social and demographic data on the veteran
population. Dataonthenumber of veteransby age,
sex, period of service, and state of residence are
from official VA estimates and projections.

Summary

Beginningwith our Nation'sstrugglefor freedom
more than two centuries ago, approximately 42
million men and women have served our country
during wartime. Most (85 percent) served in one
or more of the four major conflicts of the 20"
century. Today, an estimated 25.3 million veterans
are living in the United States, Puerto Rico, and
overseas. Of these, 19 million veterans served
during wartime.

Number of Veterans and Periods of
Service

The veteran population decreased by 560,000 in
FY 2001. Vietnam-eraveteransaccount for thelargest
segment of the present veteran population.

Age of Veterans

Attheendof FY 2001, themedianageof all living
veteranswas 58 years. Veterans under 45 years
of age constituted 21 percent of thetotal veteran
population; veterans 45 to 64 years old, 41
percent; and veterans 65 or older, 38 percent.

The number of veterans 85 years of ageand older
totalsover 556,000. Elevenyearsago, therewere
asfew as 155,000 veteransinthisagerange. This
largeincreaseinthe ol dest segment of theveteran
popul ation hashad significant ramificationsonthe
demandfor health careservices, particularly inthe
area of long-term care.

Age Distribution of the Veteran Population by 5-Year Age Groups, 2001
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Data by period of service will add to more than total due to veterans who served in
more than one period.
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Female Veterans

In FY 2001, the female veteran population of 1.4
million constituted 6 percent of all veteransliving
intheUnited States, Puerto Rico, and oversess. The
female veteran population as a percentage of all
veteransisexpected toincrease becausethenumber
of former military service women continues to
grow. Generaly, the demographic profile of the
femal eveteran popul ation standsin contrast to that
of the male veteran population (e.g., differences
in age and period of service).

The median age of female veteransis 13 years
younger than that of male veterans, 45 versus 58.
Thegrowinginvolvement of womeninthemilitary
in recent years is reflected in period-of-service
differences between male and female veterans.
About 59 percent of all female veterans served
during the post-Vietnam era.

State of Residence

Veteransinjust threestates-California, Florida, and
Texas—comprised nearly 23 percent of theveterans
living in the United States and Puerto Rico at the
end of FY 2001. The three next largest statesin
terms of veteran population are New York,
Pennsylvania, and Ohio. These 6 states account
for more than 37 percent of the total veteran
population.

Attheother end of the scale, thetwo | east popul ous
statesintermsof veteran popul atior—\Wyoming and
North Dakota—and the District of Columbia
collectively accounted for lessthan one percent of
the total.
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WHAT WE ACCOMPLISHED

This section of the report presents detailed
information on the Department's program and
financial performance during FY 2001. The
discussionisstructured around our strategicgoals,
as published in VA's Strategic Plan in September
2000 andthe Secretary'spriorities. Thesestrategic
goals reflect the combined effort of all
organizational elements to deliver benefits and
servicesto disabled veterans, veteransintransition
from the military, the overall veteran population
and their families, and the Nation at large.

In addition to our strategic goals, we have an
enabling goal that focuses on management issues
and fosters a climate of world-class service and
benefits delivery.

VA's Key Performance Goals and
M easures

VA's senior leadership identified 26 key
performance goals as critical to the success of the
Department. Some of these deal with program
outcomes; others pertain to the manner in which
we administer our programs.

The Department is committed to continuously
improving the delivery of benefitsand servicesto
veterans and their families. Whether the focusis
onenhancingthequality of health care, expanding
accessto care, reducingthetimeit takesto complete
claims for benefits, improving the accuracy of
claimsprocessing, or providing moreveteranswith
aburia option, our aimisto better our performance
each year.

At the end of each fiscal year, we evaluate
performance for the previous year and set new
annual performance targets that demonstrate our
commitment to continuousimprovement. In many
instances, the performance improvements we
project from one year to the next, as well as the
performance advancements we actually achieve,
are dramatic. In other cases, the improvement is
morelimited. Neverthel ess, we continuoudly strive
toimproveour performanceinall programsevery
year.

While the vast majority of our performance
measuresremainthesamefromoneyear tothenext,
our list of measures does change in response to
changing circumstances. For example, we are

-

FY 2001 Resources (Obligations)
by Strategic Goal
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Total Obligations = $ 53.5 Billion
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constantly striving for better ways to measure
performance. Thisisan ongoing process - with the
introduction of new measures each year that reflect
a more sophisticated and mature performance
measurement system. There are also instances in
which our actual performance has met or exceeded
our original goals, and further performance
improvementsareunlikely or unreasonable. Inthese
cases, we either drop the performance measure or
replaceit with adifferent one.

While some of VA's key performance measures
support achievement of morethan onestrategicgod,
we have aligned them with the strategic goa and
Secretarid priority that they most closdaly support. For
each of the Secretaria priorities, we present:

[J the performance measure or measures used to
gauge progress toward achieving the godl;

0 historical data;

[J means and strategies used to achieve the actual
level of performance;

[J crosscutting activities with other federal and
private organizations;

[J descriptions of any relevant management
challenges affecting goa achievement;

[J the source of the performance information and
how it was validated.

Other god s and measures deemed important by the
program offices continue to be monitored and are
presented in the data tables beginning on page 128.
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StraTEGIC GoaL 1

Restore the capability of disabled veterans to the greatest extent possible and
improve the quality of their lives and that of their families.

Secretary'sPriorities

0 Berecognized asaleader in the provision of specialized services,
particularly spinal cord injury, geriatrics, and mental health.

O Provide accurate decisions on compensation and pension rating-related
claims within 100 days by summer of 2003.

0 Focusvocational rehabilitation resources on veteranswith serious
employment handicaps and independent living services.

Toachievethisstrategicgoal, VA needstomaximize
the ability of disabled veterans, special veteran
populations (for example, veteranswith spinal cord
injuries, ederly veterans, or thosewith seriousmental
ilIness), andtheir dependentsand survivorstobecome
full and productive members of society through a
system of health care, compensation, vocational
rehabilitation, life insurance, dependency and
indemnity compensation, and dependents and
survivors education. This system of benefits and
services is aimed toward the broad outcome of
restoring the individua capabilities of our Nation's
disabled veterans.

Four key performance measuresenableusto gauge
progress in achieving this strategic goal:

[ Proportion of discharges from spinal cord
injury (SCI) center bed sections to non-
institutional settings

[J Averagedaysto processrating-related actions
on compensation and pension claims

[J National accuracy rate for core rating work

[1 Vocational rehabilitation and employment
rehabilitation rate
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Secretary’s Priority
Berecognized asaleader in the provision of specialized services, particularly
spinal cord injury, geriatrics, and mental health.

Performance Goal
[0 Maintain at 95 percent the proportion of dischargesfrom spinal cord injury
(SCI) center bed sectionsto non-institutional settings.

The Veterans Health Administration (VHA)
remains committed to promoting the health,
independence, quality and dignity of life, and
productivity of individualswith spinal cord injury
(SCI) and other disabling conditions.

Specia attention is accorded veterans with SCI
for anumber of reasons, primarily because of the
severity of illness and disability associated with
SCI. VHA closely monitors the performance
measure described below to ensure responsiveness
to veterans with SCI and maximize the potential
for positive outcomes of care.

We exceeded the target level by achieving a
discharge rate of 98 percent in FY 2001. VHA
will continue to place high priority on assisting/
enabling veteranswith SCI to obtain discharge to
non-institutional settings.

Discharges from Spinal Cord Injury Center Bed Sections to
Non-Institutional Settings

100% 93% 98% 98% 95%

80%
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40%
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0%
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Planned

Means and Strategies

VHA is focused on promoting the health,
independence, quality of life, and productivity of
individuals with SCI. We view discharge to non-
institutional, community living asapositive health
outcome.

VHA improved the overall care of veterans with
SCI and coordination of their discharges in the
following manner:

[0 InFY 2001, staffing at SCI Centersincreased
by 275 FTE from 1,368 to 1,643;

[ Distributed Clinical Practice Guidelinesfrom
the Consortium for Spinal Cord Medicine to
al VA SCI centers,

[J Conducted annual national SCI-Primary Care
team training;

[ Improved the Spina Cord Dysfunction (SCD)
Registry to advance coordination of care;

[1 Achieved Rehabilitation Accreditation
Commission (CARF) accreditation for acute
Spinal Cord Injury and Disorders (SCI&D)
rehabilitation programsat 19 of 20 SCI Centers,

[J Continued identification and translation of
best practices in SCI&D by the Quality
Enhancement Research Initiative for Spina
Cord Injury (SCI QUERI);

FY 2001 Performance Report

25



Strategic Goal 1

[1 Expanded direct outreach to patients with
SCI& D toincreasetheproportion of influenza
and pneumococcal vaccinations,

[J Distributed Veterans Health Initiative (VHI)
SCI Continuing Medical Education Project
information to physiciansto enhance primary
care knowledge of SCI&D issues;

(] Improved access to care within patients
communities.

Crosscutting Activities

VHA works with the Paralyzed Veterans of
America and other concerned veterans service
organizationsto continually improve VA SCI care,
whichisrecognized asahealth careleader for this
Special Emphasis population. VHA will also
continue to work towards complete, full CARF
accreditationfor al 20 SCI Centers. Thiscredible

acknowledgement of an outside review body will
help ensure consistency of approach (clinical
practice) and high-quality medical care.

Data Source and Validation

Theoriginof datafor thisperformancegoal isfrom
the National Patient Care Database Patient
Treatment File (PTF) at discharge. "Non-
institutional care setting” includes community,
foster home, halfway house, boarding house,
residential hotel, and home-based health care
services. Non-institutional care setting does not
include hospitals, nursing home care units, state
homes, domiciliaries, or penal institutions.

Thenumerator for thisgoal isinpatientsthat were
discharged from SCI-center bed sections to non-
ingtitutional settings. The denominator ispatients
discharged from SCI-center bed sectionsalivewho
were discharged regularly and not transferred in
from institutional care.
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Secretary's Priority

Provide accur ate decisions on compensation and pension rating-related
claimswithin 100 days by summer 2003.

Performance Goals
[J Complete rating-related actions on compensation and pension (C& P) claimsin an

aver age of 202 days.

O Attain a 72 percent national accuracy rate for core rating work.

Quality and Timeliness of Claims Processing

Although we exceeded our timeliness goal by 21
days, with an achievement level of 181 days
compared with our goal of 202 days, performance
worsened fromthepreviousyear'slevel of 173days.
Thislevel of performanceisunacceptable. Onthe
other hand, accuracy increased significantly in FY
2001 to 78 percent from 59 percent in FY 2000.
Thisis6 percent better than thegoal of 72 percent.

FY 2001 was a transition year for VBA. Total
Pending Workload increased from 332,300 claims
and appeal sat theend of FY 2000t0 565,800 claims
and 117,800 appeals(including all appeals, not just
C&P cases) at the end of FY 2001. Thisincrease
waslargely theresult of regulatory and legislative
changesincreasing benefitsto veteransand lower-
than-expected productivity. However, because of
increasesin staffing, productivity, and streamlining
activities, we are beginning to turn the problem
around. The percentage of rating-related claims

-
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completed during thefirst quarter of FY 2002 was
68 percent higher than during the first quarter of
2001. As we reduce the number of older claims,
our timeliness will worsen, but it will allow usto
achievesignificantimprovementsby theend of FY
2002.

Appeals Processing

The appeal s resolution time is the average length
of timeit takes VA to process an appeal from the
date a claimant files a Notice of Disagreement
(NOD) until acaseisresolved, including resolution
at aregional office or final decision by the Board
of Veterans' Appeals (BVA). Appeals resolution
processing impacts compensation and pension
claimsactivities. Claimsgoing through the appeal
process require additional compensation and
pension staff resources. The additional resource
requirementsreducetheavail ableresourcestowork
initial claims processing. A primary remand rate
reduction strategy istoimproveappellate processes
throughinformation sharing between BVA andfield
adjudication staff using regularly scheduled
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information exchange sessions conducted via
interactive video-conference system. A second
strategy isto develop better bases of information
andtoimproveanaysisof trendstoidentify remand
types and reasons.

Asaresult of ongoing efforts, theremand ratewas
reduced from 36.3 percent in 1999t0 29.9 percent
in 2000. However, since enactment in November
2000 of Public Law 106-475 (Veterans Claims
AssistanceAct of 2000), theremand rate hassoared
to 48.9 percent. In order to ensure claimants due
process rights, many pending appeals have to be
remanded for thenew law to beapplied by theoffice
of original jurisdiction. Also, affected cases
pending at the U.S. Court of Appealsfor Veterans
Claims are remanded to the Board for further
remand to the appropriate regional offices.
Currently, there are about 32,300 casesin remand
status. The recent inception of the law prevents
making an educated estimate of how much time
will be required to compl ete the remands or how
many days the field development required for an
original claim will add to the overall appeals
resolution time.

Some improvements in timeliness can be achieved
through coordinated effortsundertaken by both BVA
and VBA, such as reductions in administrative
overhead and other initiatives involving internal
procedural changes. Suchangpproachacknowledges
that claims and appeal s processing must be viewed
as a continuum, rather than as a series of discrete
activities. The Department is committed to this
approach and has targeted improving appeals
resol utiontimeasoneof our mostimportanttimeliness
objectives. Because over 90 percent of VA appellate
actionsaregpped sof compensation benefitdecisions,
the appeal s resol ution time measure is aligned with
the VA strategic goal and objective for the
compensation program.

Means and Strategies

We haveimplemented avariety of system changes
to improve performance and address specific
timeliness and accuracy-related problems.
Initiatives dedicated to this effort have been both
numerous and diverse, but al with one common
goal — enhancement of the claims process. Key
initiatives include a “tiger team,” based in
Cleveland, which is fully operational. The first
priority for this team is to resolve long-pending
claimsof veteranswhoare 70 yearsof ageand ol der.
Once this has been accomplished, the team will
moveto other claims pending adecision for more
than ayear. A Claims Processing Task Force,
created by the Secretary in May 2001, proposed
measuresand actionstoincreasetheefficiency and
productivity of VBA operations, shrink thebacklog
of claims, reducethetimeit takestodecideaclaim,
and improve the validity and acceptability of
decisions. The Task Force report contains 34
recommendations comprised of 66 actionable
tasks. Appropriate implementation plans with
milestoneshave been established for each task and
implementationisbeing tracked in VBA's Project
Management System. Seven of the 66 tasks have
already been completed and another 13 are
scheduled for completionwithinthenext 6 months.

VBA has taken many additiona steps to offset the
impact of legidativeand regulatory changes, suchas
theVeteransClamsAssstanceAct (VCAA) of 2000,
the addition of diabetes mellitus type 2 as a
presumptive Agent Orange condition, and the
expansion of thelist of radiation-rel ated diseasesfor
which we currently provide presumptive service
connection. Wehaveimplemented countermeasures,
withinavailableresources, to continuoudy improve
timeliness and accuracy in rating-related claims
processing to better serve veterans. In FY 2001,
we successfully:
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Hired 932 veterans service representatives
(VSRs) and rating V SRs.

Launched a centralized training initiative to
trainthesenew hires. Thiscentralizedtraining
is now the standard for future hires.

Reached an agreement between VBA andthe
Board of Veterans Appeals(BVA) concerning
remand development. VBA will provide
training to BVA onitsfield office procedures
aswell as the computer tools used by VBA
to develop and control its evidence requests.
During 2002, BVA will begin initiating
development on cases that would otherwise
be remanded back to thefield offices. At this
time, we estimate that the time to process
appeal swill bereduced by 34 dayson average.

Established resource centers to focus on
specialized claims processing.

Expanded the St. LouisHelplineand madeit
fully operational in February 2001.

Released personal computer generated | etter
(PCGL) notification letter packagesin April
and December 2001.

Developed national production standardsfor
VBA's decision-making positions. These
proposals are being further evaluated.

Publishedinthe Federal Register on April 20,
2001, the amendment to 38 CFR 3.103
allowing VBA's decision-makers to gather
evidence by oral communication.

Tested and made available to all regional
officesthe Compensation and Pension Records
Interchange (CAPRI) application that allows
V BA'sdecision-makersto successfully obtain
medical records from the Veterans Health
Administration database.

Signed amemorandum of understandingwith
VHA toestablishaJoint Medical Examination

Improvement Officein Nashville, Tennessee.
Themission of thisofficeistoreview the C& P
examination process in order to identify the
tools and procedures needed to improve the
quality and timeliness of C& P examinations.
Itiscurrently functioningand fully staffed with
subject matter experts from both VBA and
VHA.

VBA also expectsto successfully implement the
following countermeasures in FY 2002- 2003:

O

Provide field offices relief from doing local
Statistical Technical Accuracy Reviews
(STARSs). Thenational STAR officelocatedin
Nashville, Tennessee is fully operational.
Additional national reviewswill becompleted
to account for the local reviews that were
eliminated.

Processing of pension maintenance workload
began on January 2, 2002, at three centralized
sites. Initially, thesesiteswill processdigibility
verification reports. VBA expects these sites
to process all pension maintenance workload
by the end of FY 2003.

Fully test in FY 2002, virtual imaging
technol ogy at the pension maintenance centers.

VBA has been working closely with the
Department of Defense on two major
initiatives: the exchange of their records
through imaging technology and the creation
of ajoint separation examinationand disability
evaluation protocol. It isexpected that both of
theseeffortswill beready for testing by theend
of FY 2003.

Collaborate with BVA to create a procedure
that will allow board membersto devel op cases
that would have been remanded back to the
regional office. This process was begun in
February 2002.
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External Factors

The requirements of the Veterans Claims
Assistance Act (VCAA) and diabetesregulations
continue to affect efforts to reduce the timeliness
of claims processing. Pending legislation on
radliation exposure could further increase thetotal
number of expected claims, thereby offsetting
improvements VBA has made in timeliness.

Crosscutting Activities

In collaboration with DoD, we are working on an
electronic dataexchange system aswell asajoint
VA/DoD examination process at the time of
separation fromservice. Whenimplemented, both
measures should facilitate timelier processing of
claimsby reducingthewait timerequiredtoreceive
necessary evidence.

Major Management Challenges

For the past quarter century, VBA has struggled
with timeliness of claims processing; VBA
continuesto faceahighworkload backlog and takes
an unacceptably long time to process claims.

For amoredetail ed di scussion of thismanagement
challenge, see pages 98 — 103.

Data Source and Validation

The timeliness of claims processing is measured
using data captured automatically by the Benefits
Délivery Network aspart of claimsprocessing. VA
hastaken severa stepsto ensureit hasaccurateand
reliable data in its reports. A database of all end
product transactions is maintained and analyzed
onaweekly basisto identify questionable actions
by regional offices. The Compensationand Pension
(C&P) Servicereportsquarterly onitsfindingsand
reviewsasampling of casesfrom stationswiththe
highest rates of questionable practices.

The C&P Service determines accuracy rates by
reviewing a statistically valid sample of cases.
Beginning in FY 2002, C& P Service will expand
itsreview toindependently measureregiona office
accuracy, which will require the review of
approximately 10,000 casesannually. Theregional
office sample size will ensure a confidence level
of 95 percent with amargin of error range from
+/-6 percent for best performing regional offices
to+/-9 percent for regional officeswith thelowest
performance rates. The sample size will be
increased for the six regional offices with the
poorest documented performance, reducing the
margin of error to +/-6 percent on the subsequent
review. Program experts who are independent of
field operations management conduct thereviews.

TheVeteransAppeal sControl and L ocator System
(VACOLYS) is VA's appeals tracking system. It
serves as the exclusive source of all data used to
calculate appeal s resolution time.

There are five categories of data that go into
calculating the total appeals resolution time: (1)
cases resolved in the field prior to receipt of a
Substantive Appeal (VA Form 9), (2) casesclosed
for failureto respond to the Statement of the Case,
(3) cases resolved in the field after receipt of a
Substantive Appeal but prior to certification to
BVA, (4) cases resolved through final BVA
decisions, and (5) cases resolved in the field
following BVA remands. Information for cases
disposed of in each category is computed and
totaled for each regional office, and an overall VA
average is computed.

Editshavebeenbuiltintothesystemto prevent data
entry errors. There are checks and balances
throughout the system to detect errors, and
proceduresarein placefor correctingtheseerrors.
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Focus vocational rehabilitation resources on veterans with serious employment handicaps and
on independent living services.

Performance Goal
0 At least 65 percent of all veteran participants who exit the vocational rehabilitation

program will be rehabilitated.

The rehabilitation rate is determined by comparing
thenumber of veteransrehabilitated throughthe VA
program versusthetotal number of veteransexiting
the program. The Vocational Rehabilitation and
Employment (VR& E) Program metitsnationa goal
of 65 percent for FY 2001 by continuing to place
emphasis on employment. Over 10,100 service-
disabled veteranswererehabilitated and returned to
employment.

Vs
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Means and Strategies

Thefollowing initiativesor activities contributed
totherehabilitation rate achievement in FY 2001

[J  Increased the number of staff located within
thecommunity and outsidetheregional office
to be availableto serve veterans at alocation
convenient and easily accessiblefor veterans.
Also, case managers were provided with
equipment to access systemsand dataneeded
to provide a complete range of services to
veterans at the time of counseling.

Improved communicationswith veteransand
stakeholdersto ensureafull understanding of
the program'’s focus on employment and the
services offered.

Continued to provide employee training in
employment servicesby providingtoolssuch
as Transferable Work Skills Analysis, laptop
computers, and the case management and
information system.

Increased working relationships with other
public and private rehabilitation and
employment organizationsto assist veterans
in achieving suitable employment more
quickly and efficiently.

Developed amatrix containing thekey skills
for VR&E staff and utilized this instrument
toassesscurrent skill levelsand identify skills
needing devel opment.

Deployed two mgjor initiatives, Corporate
WINRS (named for the regional offices that
tested the system) and Case Management
redesign, in support of the reengineering
processesfor the VR& E Service. Both these
initiatives enabled improvement in the
program's daily processing of cases and
increased timeliness of servicesto veterans.

Began measuring program outcomesthrough
the Quality Assurance program to validate
guality and accuracy of services provided to
veterans.
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[J Tested the employment specialist pilot
program, which proved effectivein assisting
veteransto achieve employment. Asaresult,
field officesrealignedtheir staff toincludethis
position. Employment specialists work with
veterans and the employment community to
assist veteransin preparing for and obtaining
employment.

Crosscutting Activities

The VR&E program, in partnership with DoD’s
Defense Manpower Data Center, developed a
Transferable Work Skills Analysis to assist the
VR&E staff in analyzing and converting military
skillsto civilian skills. Additionally, VA'sVR& E
Service and the Department of Labor's Veterans
Employment and Training Service work together
to provide an annual training program for staff
involved in the placement of disabled veteransin
interim and permanent employment. Thisprogram
will increasingly involve the Small Business
Administration.

Data Source and Validation

VR& E Management Reportsserveasdatasources.
Data are validated by the quality assurance (QA)
review conducted by each station and by VR& E
Service. VR&E Service implemented a QA
program to review samples of casesfor accuracy
and to provide scoring at theregional officelevel.
The program continually extracts data samplesto
evauatevalidity andreliability throughout theyear.
Modifications such as reporting mechanisms to
conduct trend analyses and multiple reviews in
certain areas to improve inter-rater reliability are
being incorporated to enhance the QA program.
In FY 2001, the Balanced Scorecard data were
reviewed monthly. VR&E provides training to
clarify policiesand procedureswhen adiscrepancy
is noted. Reviews are conducted on a sample of
casesfromtheregional officestwiceayear. Atthe
end of each review, documentation of both positive
and negative resultsis provided to each office to
ensure sustained performance or demonstrate the
need for countermeasurestoimprove performance.
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StrATEGIC GoAL 2

Ensure a smooth transition for veterans
from active military serviceto civilian life

Secretary's Priorities:
O  Provide meaningful readjustment assistance by improving the quality
and timeliness of decision-making for education claims through the use of
electronic certification.

0  Meet community standardsfor origination and servicing of home loan
guar anty benefits, and ensurethere are no financial lossesincurred on
foreclosures.

Veterans will be fully reintegrated into their [ Montgomery Gl Bill (MGIB) usage rate
communitieswithminimumdisruptiontotheir lives

through transitional health care, readjustment [ Average days to c_omple_te original and
counseling services, employment services, vocational supplemental education claims
rehabilitation, education assistance, and home loan

quaranties. [1 Foreclosure avoidance through servicing

(FATS) ratio

Threekey performance measuresenableusto gauge
progress toward achieving this strategic god:
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Secretary's Priority

Provide meaningful readjustment assistance by improving the quality and timeliness of decision-
making for education claimsthrough the use of electronic certification.

Performance Goals
O Increasethe Montgomery Gl Bill (MGIB) usagerateto 60 percent.

0 Processoriginal and supplemental education claimsin 35 and 23 days, respectively.

Over 20,000 more claimants received education
benefitsduring FY 2001 thanin FY 2000. Almost
70 percent of the 421,000 beneficiaries who used
VA education benefits during FY 2001 qualified
under the provisions of the Montgomery Gl Bill
(MGIB). Reservists accounted for nearly 20
percent, and the program for certain eligible
dependents of veterans accounted for about 11
percent. Moreover, amost 100,000 individuals
began using the benefits for the first time during
2001. They recognized the need to further their
education or enhancetheir job skillsand relied on
their Gl hill entitlement as a funding source.

The Veterans Benefits and Health Care
Improvement Act of 2000 (Public Law 106-419)
providedfor M GIB benefitsfor somelicensingand
certificationtests. Thisprovisionallowsclaimants
to take an unlimited number of tests and receive
MGIB benefits of up to $2,000 per test. The
program took effect March 1, 2001. Though not
widely recognized asatype of program for which
VA education benefits are payable, 123 veterans
received reimbursement for completing 136 tests
by theend of theyear. We predict that VA will pay
for 25,000 testsduring FY 2002. Thisnumber will
continue to increase as the program matures.

The National Defense Authorization Act of FY
2001 (Public Law 106-398) allows in-service
studentstoreceive VA benefitsto pay for any tuition
or school expensesnot paid by themilitary services
through their tuition assistance programs. Referred
toasTuition Assistance Top-Up, or just " Top-Up,"

more than 12,000 service members received this
benefit during FY 2001. Payments are generally
lessthan VA paysveteranswhileattending school
because active duty personnel use "Top-Up" to
supplement the military tuition assistance
programs. In addition, payment amounts vary by
number of coursestaken and thetypeof institution
and tuition charged. Ranging from lessthan $100
towell over $1,000, the average payment is about
$480. Wearemaking about 1,000 of these payments
each week and expect to exceed 50,000 payments
during 2002. "Top-Up" may represent about 5
percent of our workload in 2002.

Increase the MGI B Usage Rate

The MGIB usagerate increased by one percentage
point over last year. Thiswasfour percentage points
short of our FY 2001 goal . Reasonsfor thisdeviation
include:

Montgomery Gl Bill Usage Rate
100%

80%

0,
co%  53%  54%  56%  ss5%  sevw  09%

97 98 99 00

Actual Planned
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[1 Thelevel of payment did not cover enough
of the cost of education;

[0 Promotiona material for MGIB did not arrive
early enough;

[J  Thepotential MGIB benefitsdid not meet the
veteran's expectation;

[1  Timelinessof claimsprocessing deteriorated,
thusdiscouraging veteransfrom applying for
benefits.

While there is no measure in place that clearly
identifies the probable cause for not achieving our
2001 god , thepaossi blereasonscited abovearederived
from the findings of a program evauation for VA's
education benefit programscompletedin 2000. That
report recommended a significant increase to the
benefit because it had lagged behind the rising cost
of education. The rate increases enacted in the
Veterans Education and Benefits Expansion Act of
2001, Public Law 107-103, should enable us to
determine the extent to which benefit levels served
asthe primary barrier.

I mprove Education Claims Processing

Although we missed the 23-day goal for processing
supplementa claims by only 1 day, we missed the
god for original claimsby 15 days. Thereasonsfor
not achieving the goal include:

[1  Becauseof thebacklogsand recently enacted
legidlation, telephone traffic volume was 30

-

Average Days to Complete Original Education Claims
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percent higher than duringtheprior year'sfirst
quarter. Increased phoneduty resultedinless
time available to process claims. Traffic
returned to near normal level sthroughout the
rest of 2001.

[1 Hardware installation difficulties from FY
2000 affected 2001. For example, equipment
malfunctioned sporadically, requiring
replacement and resulting in operational
delays. Although corrected by the end of the
first quarter, recovery from the backlog took
time.

[0 Many Education employees were promoted
into Compensation & Pension (C&P)
positions. Opportunities for advancement in
aregional office environment are greater in
the C& Pareabecausetheaveragegradelevels
arehigher. Themovement into C& Ppositions
accelerated because additional hiring was
authorized. Asaresult, new hiringandtraining
in education wererequired. Asof June 2001,
48 percent of the decision-makers in the
Education business line were trainees.

( Average Days to Complete Supplemental Education Claims
22 24 23
15 16
] I I|
97 98 99 00 FY 01 FY 01
Actual  Planned
Improvement trends that began during the last 3
monthsof 2001 areexpectedto continuethrough 2002.
New hiresaregaining experienceand becomingmore
productive. Development of automated processing

withexpert systemswill allow achievement of long-
term strategic targets.
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Means and Strategies
Increase the MGIB Usage Rate

During FY 2001, we continued our efforts to
improveoutreach to servicemembersand veterans
regarding their access to benefits.

[J VA continued tomail thebrochure, "Focuson
Your Future with the Montgomery Gl Bill,"
to servicemembers who have completed 12
months of active duty. This brochure gives a
general description of education benefits. It
also hasinformation to help servicemembers
decidetoenter vocational or on-the-jobtraining
and use their MGIB benefits.

[J  Toll-freephoneservicewasmaintained during
the year. Seasonal employees and education
liaison representatives answered callsto help
reduce the number of callers who could not
completetheir cals. Veteranswho cannot get
guestions answered will lack the information
they need to begin their education or training
efforts.

[J  Web Automated Verification of Enrollment
(WAVE) becameavailableto claimantsinlate
FY 2001. WAVE dlowsMGIB beneficiaries to
verify their continued enrollment eachmonth over
the Internet instead of mailing the verification
form. This improves communication with
claimants and speeds release of monthly
payments. Althoughingtaledtoolateinthefisca
year to have a significant effect, it will reduce
paperwork intheregional processing officesand
gpeed the benefit payment process. This will
help encourage veteransto use their benefits.

During FY 2002, we plan to increase outreach
efforts. Findings from the program evaluation
indicated that future veterans cite the military as
themaost frequent sourceof MGIB informationand

that information is not always clear, concise, and
totally accurate. We are planning the following
outreach activities:

[0 Themailing of a brochure and letter after 2
years of service;

[J  The mailing of an outreach letter 6 months
before discharge;

[ Thetestingof outreachmateria sat military bases
to ensure the message in the materidsisclear;

[J Presentations at conferences attended by
service coordinators and military education
officers,

[0 Briefing of Army and Navy recruiters to
ensure they have correct and current
information. According to the 2000 customer
satisfaction survey, 46 percent of veteransfirst
learn about MGIB fromtheir recruiters. M ost
military brochuresdirected at potential recruits
emphasize money from MGIB to attend
college as an inducement to consider serving
inthemilitary. Themessageisintendedtogive
the potential recruit another reason to enlist,
but doesnot providesufficient informationto
begin planning for education or training after
military service.

I mprove Education Claims Processing

M eansand strategiesfor achievingtheperformance
goal included:

[J Continued improvements in Enrollment
Certification Automated Processing (ECAP),
allowing more casesto be processed without
human intervention. ECAP is a proof-of-
concept prototypethat uses"expert” or rules-
based systems to process claimsin atotally
automated environment to theextent possible.
Atthispoint, only 3-4 percent of all incoming
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work is completely processed in thisway. A
more sophisticated rules-based application
will alow many moreclaimsto becompleted
without human intervention.

(1  Electronic FundsTransfer (direct deposit) was
expanded to the MGIB-SR (chapter 1606)
program, making funds available to these
claimants3to5daysearlier thanif acheck is
mailed.

[0 100 new claims examiners were hired.

[J Seasona employees and education liaison
representatives were used to relieve case
managers from phone duty, freeing them for
claimsprocessing. Seasonal employeescanbe
most beneficial during peak workload periods
(August-October and January-February).

External Factors
I ncrease the MGIB Usage Rate

The cost of education has risen faster than the
Consumer Price Index for the past several years.
For example, according to the Department of
Education, the cost of post-secondary education
rose 3.8 percent in 2000. However, the Consumer
Price Index rose 2.7 percent.

Legidationenactedinearly FY 2001 helpedrestore
lost purchasing power with increased monthly
payments. Thissamelegislationaso providedfor:

[J  Payment for licensing and certification tests.

[0 Additional voluntary contributions to a
servicemember's MGIB account to increase
benefits.

As time passes, these changes will increase the
number of veterans who apply for and receive
MGI B benefits. With the passage of transferability

(that is, permission for an active duty
servicemember to transfer part of hisor her MGIB
benefit to family members as a reenlistment
incentive), we expect usage to increase because
almost any combination of a servicemember's
dependents could be entitled to receive part of his
or her total M GIB benefit. Therateincreasesenacted
inthe VeteransEducationand BenefitsExpanson Act
of 2001, Public Law 107-103, should enable usto
determine the extent to which benefit levels served
asthe primary barrier.

I mprove Education Claims Processing

Legidationenactedinearly FY 2001 dramatically
affects VA education benefits. Over time,
provisionssuch asthe Tuition Assistance Top-Up
for active duty MGIB claimants and payment for
licensing and certification tests will generate a
significant number of new claims. Claimsfor these
benefitswill be processed " out-of-system” for the
foreseeable future until systems can be modified
to accommaodate them. Out-of-System processing
is more labor-intensive than regular work and
adversely affects timeliness for those claims by
adding afew extradaysto the workflow process.
Theoverall impact for about 5 percent of thework
in 2002 should not be dramatic.

Crosscutting Activities
Increase the MGI B Usage Rate

Increasing the MGIB usage rate requires
coordination among VA, the Department of
Defense, and other organizations distributing
MGIB information. InFY 2001, webegan briefings
to Army and Navy recruiters to help them give
recruitsaclear andrealistic view of MGI B benfits.
We al so began supporting military basecounselors
by giving them a guide for education specialists
working with servicemembers who may need
MGIB benefits to pursue their educational or
vocational objectives.
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I mprove Education Claims Processing

Overall processing timelinessis affected to some
extent by thequality of theenrollment information
and certificationreceived fromschool officials. VA
developed an application (called VACERT) that
allowsschool sto send enrollment certificationsto
VA regional processing centers electronically.
Currently, over half of al schools use VACERT.
Anlinternet version of VACERT isbeing devel oped
and will make the application more attractive to
schools. This system will be tested and deployed
in FY 2002. In addition, we are continuing to
improve relationships with institutions. For
example, we started offering "new certifying
official" trainingin FY 2001 and will continue in
FY 2002. Certifying officials are employed by
educationa institutionsto servetheveteran/student
and to submit enrollment information to VA for
use in paying benefits. The more knowledge they
possess, the more they are able to assist VA in
serving veterans needs.

Data Source and Validation
I ncrease the MGIB Usage Rate

The MGIB usage rate is calculated by dividing the
cumulative number of individuals who began a
program of education under the MGIB (taken from
VBA'sEducation Master Record File) by theoverall
number of potentially eligible veteran beneficiaries
(taken from DoD's Defense Manpower Data Center
separaionrecords). Wedonot independently validate
the DoD information.

I mprove Education Claims Processing

We measure education claims processing
timeliness by using data captured automatically
through the Benefits Delivery Network. The
Education Service staff in VA Central Office
confirms reported data through ongoing quality
assurancereviewsconducted onadtatistically valid
sample of cases. They look at dates of claimsin
these sample cases to ensure they are reported
accurately.

Each year, Central Office staff reviews a sample
of casesfrom each of thefour regional processing
offices (RPOs). Quarterly samples are selected
randomly fromadatabase of all end productstaken
during the quarter. Since the cases are reviewed
remotely through the use of TIMS (The Imaging
Management System), the RPOs are compl etely
divorced fromthereview processuntil they receive
areport of the review. Theresultsare valid at the
95 percent confidence level. Reviewers validate
dates of claim and validity of end productsfor all
casesreviewed. They report errorstothe RPOsand
track trends. TheRPOsaregiven achanceto rebut
errors called. This helps ensure the quality and
fairness of the review.

Anagppraisd teamvistseachRPOannualy. Theteam
consists of Central Office staff and a representative
froma“sister” RPO. WhileintheRPO, theappraisa
team reviews all aspects of the operation including
qudity and consistency of datainput.
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Meet community standards for origination and servicing of home loan guar anty benefits, and
minimize financial lossesincurred on foreclosures.

Performance Goal
O Improve the Foreclosure Avoidance Through Servicing (FATS) ratio to 33 percent.

VA'shomeloan guaranty program hasasignificant
impact on the housing economy of the United
States. Over 16 millionveteransand their families
haveused aguaranty since 1944; therearecurrently
3.1 million active loans. Veterans are able to
purchase homes with little or no down payment,
withtermsnot generally avail ableto non-veterans.
Thisbenefit stimulates home buying, which spurs
economic activity for builders, construction
workers, realtors, appraisers, and the real estate
financeindustry. The benefit alsoimpactsthesae
of appliances and furniture, the market for home
improvement material sand products, and thesmall
businesses that provide these services.

-
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TheFATSratiofor FY 2001 was40 percent, which
substantially exceeded the planned level of 33
percent.

The FATS ratio measures the extent to which
foreclosures would have increased had VA not
pursued alternativestoforeclosure. Alternativesto

foreclosurecanhel p veteranseither savetheir home
or avoid damage to their credit rating, while
reducing costs to the Government.

Means and Strategies

There are four alternatives to foreclosure:

[ Successful I ntervention—VA may intervene
with the holder of the loan on behalf of the
borrower to set up a repayment plan or take
other action that results in the loan being
reinstated.

[J  Refunding—VA may purchasetheloanwhen
theholderisnolonger willing or ableto extend
forbearance in cases where VA believes the
borrower has the ability to make mortgage
payments or will have the ability in the near
future.

[J  Voluntary Conveyance — VA may accept a
deedinlieu of foreclosurefromtheborrower,
if doing so isin the best interest of the
Government.

[J  CompromiseClaim—If aborrower indefault
istryingto sell the home but it cannot be sold
for an amount that is greater than or equal to
what is owed on the loan, VA may pay a
compromiseclaimfor thedifferencein order
to complete the sale.

Much of the improvement in FY 2001 can be
attributed torestructuring field operationsover the
last several years. VA hasmoved the supplemental
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servicingfrom45regional officesto9regional loan
centers. This has allowed for concentration of
resourcesand providesmuch greater flexibility to
manage default workloads.

VA has also approved more lendersto participate
inthe Servicer LossMitigation Program (SLMP),
which authorizes compromise sales and deeds in
lieu of foreclosure. These two servicing toolsare
componentsof theFAT Sratio. Greater useof SLMP
allows VA staff to work more intensely on
intervention actions, such as establishing
repayment plansthat are also acomponent of the
ratio. VA continuesto train employeeson effective
toolsof servicing, which hascontributed to hel ping
more veterans avoid foreclosure.

External Factors

VA reliesheavily onthelendingindustry todeliver
the home loan benefit. Ultimately, the level of
veteran satisfaction is directly dependent on how
well VA can meet the expectations of lenders,
builders, real estate brokers, and appraisers. This
means adapting the delivery of our services to
industry practices and making timely changes as
technology generates involvements in the loan
origination process.

Major Management Challenges

Restructuring, ServiceL ossMitigation, andtraining
haveimproved delinquent Loan Servicing. However,
there is a recognized need to fully review VA's
supplementa servicingprocess. INFY 2002, theL oan
Guaranty Program plans athorough redesign effort
to reengineer, standardize, and document work
process and procedures involved in supplemental
servicingand activitiesrelated tothelender'sprimary
servicing efforts. This will include the specific
information technology requirements needed to
support the redesigned process.

Data Source and Validation

Data used to calculate the FATS ratio come from
the Loan Service and Claims (LS&C) system,
which is the system used to manage defaults and
foreclosures of VA-guaranteed |oans.

In November 2000, the OI G issued an audit report
regarding theaccuracy of dataused to computethe
FATSratio. The OIG attempted to verify each of
the five components of the computation. The
auditorsrandomly selected asample of recordsin
each category and reviewed corresponding loan
foldersto determinewhether recordsintheLS& C
systemwereproperly categorized. The OlIG found
that records in four of the five categories were
correctly categorized. However, recordscategorized
as successful interventions could not be verified
because supporting documentation was not
available. Evidenceof defaults, intervention efforts,
and cureswasgenerally not retainedinloanfolders.
Employees did record intervention efforts as
electronic notesintheL S& C; however, thesystem
did not retain the notes. Consequently, the OIG
could not attest to the accuracy of the FATSratio.

During the audit, VA activated a new computer
system for loan servicing activities that retains
electronic notes, which are used to document
successful interventions. Becausethisshould have
corrected the only material deficiency identified,
the OIG did not make any recommendations and
considers the matter resolved.
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Honor and serve veteransin life and memorialize them in death for their
sacrifices on behalf of the Nation

Secretary's Priorities:
O  Provide high-quality health carethat meets or exceeds community standards.

O  Provideaccessto primary care appointments and specialty care appointments within
30 days, and ensure patients ar e seen within 20 minutes of their scheduled

appointment.

0 Maintain the high level of service to insurance policy holdersand their beneficiaries.

0 Ensuretheburial needs of veterans and their eligible family members are met.

Veteranswill havedignity intheir lives, especially
intimeof need, through the provision of health care,
pension programs, and life insurance, and the
Nation will memorialize them in death for the
sacrifices they have made for their country. To
achievethisgoal, VA needsto improvetheoverall
health of enrolled veterans, provide a continuum
of health care (whichincludes special populations
of veterans), extend pension and life insurance
benefits to veterans, meet the burial needs of
veteransand eligiblefamily members, and provide
veteransandtheir familieswithtimely and accurate
symbolic expressions of remembrance.

Severa key performancemeasuresenableustogauge
progress toward achieving this strategic goal:

[0 Chronic Disease Care Index |1

o O 0o O

o o 0o o O

Prevention Index |1
Patient Safety —root cause analysescompleted
Patient satisfaction with health care service

Number of Veterans Service Standard
problems reported

Cost and efficiency for the health care system
Waiting timesfor appointmentsand treatments
Averagedaysto processinsurancedisbursements
Percent of veterans served by aburial option

Quality of service provided by national
cemeteries
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Secretary's Priority
Provide high-quality health carethat meetsor exceeds community standards.

Performance Goals

O OO

serviceas" very good" or "excellent."

Perform at 77 percent on the Chronic Disease Care Index 1.
Perform at 73 percent on the Prevention Index I1.
Increaseto 67 percent the proportion of inpatients and outpatientsrating VA health care

[0 Decrease the percent of Veterans Service Standard problemsreported per patient in the
areas of patient education, visit coordination, and phar macy.
0 Perform 95 percent of root cause analysesin the correct format within the appropriate

timeframe.

O Increase the Quality-Access-Satisfaction/Cost VAL UE Index to 5.8.
0 Increase the Balanced Scorecard: Quality-Access-Satisfaction-Cost to 94 percent.

These performance goals address VA's priority of
providing high-quality medical care that meets or
exceedscommunity standards. The VeteransHealth
Adminigtration (VHA) ensuresthat its policies are
carried out through a strategic management
framework that relies on performance goals and a
performance measurement program that monitors
progress and promotes accountability. The
management framework iscomprised of sx Domains
of Quality: quality, patient satisfaction, functional
status, access, cost efficiency, and building healthy
communities.

Chronic Disease Care Index |1 and Prevention
Index |1

VA achieved the planned target levels for these
measures by continuing to emphasize the
importance of the many clinical practices that
comprise these aggregated index measures.
Emphasison theseimportant areas of quality will
continueto beacornerstoneof clinical performance
measurement for the Department. The purpose of
emphasi zing effective chroni c disease management
istoimprovethehealth of veteranswhilereducing
theuseof servicesand enhancing efficiency. Since
alarge percentage of veterans seek carefor oneor
more chronic diseases, improved management of

Chronic Disease Care Index 11

100%

30% 77% 77%
60%
40%
20%
0%
FY 01 Actual FY 01 Planned

A new methodology was adopted for FY 2001.
Therefore, prior year comparisons are not available.

chronic disease resultsin reduced inpatient costs,
admissions, and lengths of stay.

TheChronicDiseaseCarelndex |1 (CDCI 1) follows
nationally recognized guidelines for seven high-
volume diagnoses: ischemic heart disease,
hypertension, chronicobstructivepulmonary disease,
diabetes mellitus, major depressive disorder,
schizophrenia, and tobacco use cessation. It uses 23
medical interventions as assessments. Thisis a
significant increase from the FY 2000 basdline that
used 13 interventions. The revised index provides
amore comprehensive representation of chronic
care management.
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Prevention Index 11
100% 0%
80% 73%
60%
40%
20%
0%

FY 01 Actual

FY 01 Planned

A new methodology was adopted for FY 2001.
Therefore, prior year comparisons are not available.

VA hasdesignedthePreventionIndex 11 (PI 11) that
includesseveral indicatorsall owing acomparison
of VA and private health care outcomes. This
measure replaces the Prevention Index, which
tracked outcomesassociated withasmaller number
of medical interventionsand diseases. Thechange

adds new challenges in the area of disease
prevention. In 16 of the 18 indicators that have
datacomparableto managed careorgani zationsand
popul ation-based surveys,* VA isthe benchmark
exceeding the best competitor's performance. In

many cases, VA has moved from the comparative
measuretorequiremorestringentindicatorsof care.
For example, evidence shows patients who have
had heart attacks havelessrisk of additional heart
attacks and death if they take beta-blockers. The
Health Plan Employer Data Information Set
(HEDIS) comparativeindicator measureswhether
patients who have had a heart attack have a
prescriptionfor abeta-blocker upondischargefrom
thehospital. VA'sperformanceonthismeasurehas
been in the 90 percent range for several years.
Results of the 18 comparable indicators for FY
2001 are asfollows:

1 VA data are compared with National Committee for Quality Assurance (NCQA) (The State of Managed Care Quality, Industry Trends and Analysis, 2001: patients are all agesin

private managed care programs); Medicare Managed Care Plans (MM CP), CDC sponsored surveys (CDC, Behavioral Risk Factor Surveillance System (BRFSS) survey from

National Center for Chronic Disease Prevention & Health Promotion: telephone survey of states, sample intended to be representative of the population of each state with varying

numbers of states involved in each of the measures); HHS, National Center Health Statistics (NCHS) reports and Healthy People 2010 goals. When non-VA data are not available,

VA compares its current performance to its past trend data.
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MEASURE VA AVERAGE BEST COMPETITOR
Advise smokers to quit at least once in past year 93% 66% NCA
Beta-blocker on discharge after heart attack 94% 929 MMCP
Breast cancer screening 80% 75% MMCP
Cervical cancer screening 89% 78% Neea
Cholesterol screening in all patients 88% 69% BRFSS2
Cholesterol measured after heart attack’ 89% 76% NeQA
Cholesterol less than 130 after heart attack* 71% 57% Neea
Colorectal cancer screening 60% 4494 BRFSSS
Diabetes: HgbAlc done past year 93% 849 MMCP
Diabetes: Poor control® (lower number is better) 20% 439, NCQA
Diabetes: Cholesterol (LDLC) measured 91% 849 MMCP
Diabetes: Cholesterol (LDLC) Controlled (<130) 68% 46% NCQA
Diabetes: Eye Exam 66% 68% MMCP
Diabetes: Renal Exam 72% 469 Neea
Hypertension: BP < 140/90 most recent visit’ 57% 52% Neea
Immunizations: influenza, patients 65 and older® 73% 75% MMCP
Immunizations: pneumococcal, patients 65 and older’ 79% 46% NS
Mental Health follow-up within 30 days of inpatient discharge ~ 84% 73% Neea

2 BRFSS scores are median; VHA scores are average

3 VA ongoing annually; NCQA 1st year after attack

4 VA ongoing annually; NCQA 1st year after attack

5 BRFSS scores are median; VHA scores are average

6 DM poor control defined by VHA = 9.5; NCQA > 9.5 values for most recent HgbA 1c

7 VA includes all ages; NCQA includes ages 46-85 years

8 This VHA number matches NCQA methodology to exclude high-risk patients less than 65. VHA Network Directors performance measure includes high risk patients and patients
65 or older (68%).

9 VHA includes high-risk patients less than 65 in this number; comparative data indicate even though at high risk, patients under 65 have a lower rate of having the immunization.
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e
Percent of Patients Who Rate VA Health Care Service as
Very Good or Excellent
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Percent of patientsrating VA health careservice
asvery good or excellent (I npatient/Outpatient)

Whiletheresults of the FY 2001 survey reflect that
9 out of 22 Veterans Integrated Service Networks
(VISNs) met the performance goa for theinpatient
setting, themgjority of V1SNsdid not meet thetarget
of 67 percent. Intheoutpati ent setting, therehasbeen
progressin this past year on Overal Satisfaction at
the VISN level. A little over half of the VISNs
improved their performance on overall quality.

The overall quality measure from the Inpatient
Veterans Satisfaction Survey is a single-item
guestionthat askspatientstoratethequality of care
they received during their most recent hospital
discharge from one of six bed sections (i.e.,
Medicine, Surgery, Psychiatry, Neurology, Spinal
Cord Injury, or Rehabilitation Medicine). For the
Outpatient survey, patients are asked to rate the
quality of carethey receivedintheoutpatient setting
over the past 2 months. Both use afive-point scale
rangingfrom"poor"” to"excellent." When evaluated
using the traditional methodology of including
"good" aswell as"very good" and"excellent,” the
overall satisfactionrateincreasesto 86 percent for
inpatient and 91 percent for outpatient. Analysis
was conducted regarding which Veterans Service
Standard(s) and which questions have the highest
correlations with overall quality. The VSSs that

have strong correlations with the overall quality
rating include patient education/information,
family involvement, preferences, and transitionfor
inpatient and patient education/information for
outpatient. Challengeswithinany oneof theseareas
can adversely impact agiven VISN's performance
in the Overall Satisfaction measure itself.

Percent of Veterans Service Standard (VSS)
problems reported per patient: patient
education, visit coordination, and pharmacy

Percent of Veterans Service Standard (VSS)
Problems Reported Per Patient
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VHA achieved and surpassed the planned
performancelevel for the pharmacy component of
this overarching measure of patient satisfaction
whilenearly meeting the patient educationandvisit
coordination components of this measure. It is
important to note that "positive achievement™ is
defined as having alower problem score than the
targetedlevel. Dramatically improved " pharmacy”
satisfaction (compared to FY 1999 score) is
attributed to full implementation of VHA's
Consolidated Mail-Out Pharmacies, which can
minimize the number of trips by patients to the
nearest VAMC or community-based outpatient
clinic (CBOC) for prescription refills through
utilization of VHA'smail-out system. Becausewe
achieved our performance goal for this element,
wewill not maintain it asameasurefor FY 2002.
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The VSS representing patient education/
informationisacomplex enterpriserequiring that
health care entities have the optimal mix of
information technol ogy support, teaching media,
and effective communicatorsthat can best meet the
learning needsof their local patients. Despitethese
challenges, improvement was realized in three of
the seven questions from the 2000 survey results.
The issues needing focused attention within this
V SSinclude ensuring the patient understands 1)
side effects of medications and 2) what to do if
problemsor symptomsre-occur or get worse. Itis
noteworthy that 17 out of 22 VISNs improved
performance on this standard, illustrating the
commitment by VHA to address and improve
patient education/information.

TheV SSrepresenting visit coordinationrelatesto
the communication of test results, follow-up and
referral appointments, and whether or not the
patient was given information on who to contact
for information after the patient's visit. VHA has
achieved a high level of success in coordinating
follow-up and referral appointments, as problem
rates in these areas are remarkably low at only 4
percent. Thisprogressreflectsactiveand effective
interventions within all levels of VHA. Also, the
PUL SE (Patient User Local Survey Evaluator), a
hand-held, touch-screen device that can be used
to gather satisfaction dataat the point of care, was
introduced. As the use of PUL SE increases, VA
medical centerswill havetheability to administer
recurring surveys as often as they choose (for
example, daily). By emphasizing the importance
of overall satisfaction and implementing the
PULSE, VHA expects improvement in overall
patient satisfaction.

Theissuesneeding focused attention within this
V'SS, however, include 1) explaining to patients
when and how test results can be obtained and
2) who to contact with additional questionsafter
the visit.

Root causeanalyses(RCAS) arein correct format
and completed within appropriate time frame

Root cause analysis (RCA) is a process for
identifying thebasic or contributing causal factors
related to harm caused by adverseeventsor "close
calls" involving VA patients. The National Center
for Patient Safety (NCPS) evaluated thetimeliness
of RCAsinFY 2001 tounderstandtheoriginsand
circumstances of safety problemsand to improve
outcomesof patient safety in health carefacilities.

We achieved our planned performancelevel of 95
percent implementation for this measure and
decided toreplaceitin FY 2002 with onethat will
measure the success of implementing Bar Code
Medication Administration (BCMA) to continue
to emphasize new methods in assuring patient
safety.

It is important to note that in FY 2001, NCPS
provided all VA medical centers individualized
feedback about the quality of investigations
considering the specificity of the identified root
causesand contributing factors, the strength of the
proposed mitigating actions, and the value of the
devel oped outcome measures. NCPS encourages
this kind of broad focus about analyzing factors
affecting patient safety.

Quality-Access-Satisfaction/Cost VALUE | ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

For FY 2001, we exceeded our target of 5.8 with
an index score of 6.3. This was an improvement
over theprior year index of 5.4. Thisindex includes
both cost and other domainsof valuesuchasquality,
access, and satisfaction that express meaningful
outcomesfor VA'sresourceinvestments. Unlikea
simple cost measure that can lead to false
impressions of efficiency, the VALUE measure
demonstrates a balanced perspective of cost
efficiency along with desired outcomes. The
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measuresimply portraysthedesired outcomes (as
percentage of goals) that VA achieves with its
budgeted resources by establishing a value
relationship of Quality-Access-Satisfaction to
dollars (QAS/cost).

Vs

Balanced Scorecard: Quality-Access-Satisfaction-Cost

98% g4y

1

FY 01 FY 01
Actual  Planned

100% 86% 88% 90%
98 99 00

TheBalanced Scorecard providesaframework for
translating our strategic objectives into
performance measurements driven by key
performancemeasures. Thismeasureusesthesame
componentsused inthe QAS/Cost VALUE Index
but establishes a percent of goal relationship for
cost in the same manner as done for desired
outcomesof Quality, Access, and Satisfaction. All
four components in the scorecard are of equal
weight (each component is25 percent of thetotal).
Progress toward the goal is identified as well as
areas where the goal is exceeded.

Means and Strategies

Chronic Disease Care Index |1 and Prevention
Index |1

Weincluded thecomponentsof thismeasureamong
the set of Network director annual performance
measuresfor FY 2001. These measuresarerolled
up nationally onaquarterly basis, but many VISNs
separately track their own performance on a
monthly basis.

Percent of patientsrating VA health careservice
asvery good or excellent (I npatient/Outpatient)

VHA isincreasing thefrequency of administration
of theinpati ent satisfaction survey from an annual
cycle to a semi-annual cycle and the outpatient
satisfaction survey from semi-annual to quarterly.
This will provide VA medical centers (VAMCs)
with more frequent monitoring capabilities. The
use of PUL SE will empower direct careproviders
and managers to support improvement more
directly by affording VAMCs the ability to
administer recurring surveys as often as they
choose.

Percent of Veterans Service Standard (VSS)
problemsreported per patient: patient education,
visit coordination, and pharmacy

With the increased frequency of outpatient
satisfaction surveys, VAM Cswill havethe ability
to better support local improvement efforts. The
use of PULSE will also assist in this effort.

Root cause analyses are in correct format and
completed within appropriate time frame

The National Center for Patient Safety (NCPS)
provides ongoing training and assistance to front
line staff, managers, facility directors, and VHA
|eadershipto support efficient compl etion of RCAS.
The NCPS strategy is to actively solicit success
storiesand then devel op theseintoinformation that
can be acted upon, disseminating this advice
through a variety of means such as NCPS'
news etter, Web site, monthly conferencecalls, and
stand-al one PowerPoint presentations. Such efforts
have included:

[1  Project management tool swith specific RCA
tasks and proposed timelines;
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[0 Shared stories on how various teams have
succeeded in completing timely RCAS;

[0 A review and analysis of the 15 top reasons
for requested extensions and NCPS
suggestionsfor addressing these roadbl ocks;

[J Ongoing training through national and
regional locations;

[J  Open forum on monthly national calls to
discuss timeliness issues;

[J Regular briefings to VHA and Network
leadership on patient safety.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

Because the value index and balanced scorecard
measuresare computationsthat usedatafrom other
measures, the specific meansand strategiesarethe
sameasthoseidentified for the specific components
comprising the Chronic Disease Care Index Il
Prevention Index II; inpatient and outpatient
satisfaction; and waiting times for primary and
specialty care.

Crosscutting Activities

Chronic Disease Care Index |1 and Prevention
Index |1

Although the actual areas measured may be
different, clinical practice guideline development
and indicators and identification of at-risk
popul ations are coordinated with the Department
of Defense (DaD).

Root cause analyses are in correct format and
completed within appropriate time frame

NCPSis considered aleader in patient safety, with
other health caresystemsand countriesemulating our
program and adopting our tools. To reduce the need
for re-work, NCPSactively collaborateswithentities
such asthe Joint Commission for the Accreditation
of Healthcare Organizations (JCAHO), thereby
ensuring that NCPS' programmatic structure and
processes aso meet JCAHO requirements. NCPS
provides leadership in Quality Interagency
Coordination Taskforce(Qul C) activities(suchasthe
recent National Summit on Patient Safety) and has
actively shared activities and information with the
Indtitutefor SafeM edi cation Practices(ISMP), aswell
aswiththeFDA'sCenter for Devicesand Radiologica
Hedth (CDRH).

These collaborations produce secondary
efficiencies through sharing of information, but
probably have not substantively impacted the
timeliness of RCASs. They do, however, providea
powerful method for leveraging individual
activities of NCPS.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

While VA does not rely exclusively on any other
organization for support of these performance
goals, there are nevertheless a number of
crosscutting activitiesthat impact upon our ability
tofunctioninacost-effectivemanner. For instance,
VA collaborateswiththe Department of Healthand
Human Services (HHS) to develop non-VA
benchmarks for bed days of care, which are
obtained from the Centers for Medicare and
Medicaid Services (CMS) database. In addition,
VA isableto obtain dataon ambul atory procedures
fromtheNational Center for Health Statistics. Since
thisis acomputation of data obtained from other
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performance measures, the crosscutting activities
rel ated to those performance measuresapply tothe
balanced scorecard and value index measures.

Data Source and Validation

Chronic Disease Care Index |1 and Prevention
Index |1

Data is collected using an external contractor
through VHA's External Peer Review Program
(EPRP). Datacollection isaccomplished through
chart abstraction by professionalssuch asregistered
nursesor registered recordsadministratorswho use
specific chart abstraction logic and standardized
definitions.

Datavdidity isensuredthroughanumber of processes
thatinclude: specificorientationand ongoingtraining
for dl abstractors, an inter-rater reliability process,
software aerts that identify out-of-range data (for
example, weight = 550 kg instead of 55 kg), and
satistical andysis of al questions and responsesto
identify potentia 'problem’ questions; thatis, questions
that havelargevariationinresponses. New statistical
methodstoidentify non-random variation have been
developed and presented at national conferences as
state-of -the-art techniques for data validation.

Percent of patientsrating VA health care service
asvery good or excellent (I npatient/Outpatient)
and Percent of Veterans Service Standard (VSS)
problemsreported per patient: patient education,
visit coordination, and pharmacy (usesoutpatient

survey)

Thesemi-annua inpatient VVeteran Satisfaction Survey
isasurvey distributed and analyzed by the Office of
Quality and Performance, Performance Analysis
Center for Excellence(OQP/PACE). Veteransdigible
for survey are those discharged from an acute care
VA medica center to home within a specified time
period. During randomization, duplicateinformation

onanindividual patientisomitted. The semi-annual
(soon-to-be quarterly) outpatient Veterans
Satisfaction Survey isdistributed and analyzed by
OQP/PACE. Currently, veterans are eligible for
survey if they havehad at | east one outpatient visit
to agenera medicine, primary care, or women's
clinic within a specified time period.

OQP/PACE employsaprocessto obtainthelargest
responserate possiblefor inpatient surveysor that
is financially feasible for outpatient surveys.
Veterans selected for survey are sent apre-survey
notification letter explaining the nature and goals
of the upcoming survey. One week later, the first
questionnaireis mailed to everyonein the sample
population. One week after that, a thank you/
reminder postcard is sent to the entire sample
popul ation. Two weeks|ater, asecond copy of the
questionnaire is sent to those veterans who have
not yet responded. Comparisonsof respondentsand
non-respondents on gender, age, race, period of
service, and service connection are evaluated to
determineif thereareany meaningful differences.
If any arefound, cautions are given to the VISNs
when generalizing to any of thegroupsidentified.

Root cause analyses are in correct format and
completed within appropriate time frame

NCPS maintains Access databases that store
information related to RCAs including facility
name, number, RCA number, date of initiating
RCA, date of completion of RCA, extension
requests, extension date, and thetext of the actual
RCA. NCPS staff developed queries of this
database to identify all RCAs meeting the
previoudy stated date parameters. Wheretherewas
any question about thedata, wereviewed theactual
paper copy of the RCAsfor dates, aswell as our
record of electronic mail requests for extensions.
Finally, al data were submitted to the Networks
for confirmation of validity.
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Thisinformation reflects RCAs that were started
onor after January 1, 2001, and completed by July
31, 2001. It alsoreflectsRCAsthat received ahigh
score based upon their severity and probability
rating, and were individual as opposed to
aggregated RCAs. This period for evaluation was
chosen because the process for requesting and
receiving extensions was established and fully
operational by January 1, 2001. July 31, 2001 was
chosen as the cutoff date so that NCPS could
provide performancedatafor FY 2001 inatimely
manner and accomplish the following tasks:
perform analysis, develop reports, disseminate
informationtotheNetworksto confirmtheaccuracy
of the data, and submit final reports.

All datausedinthisperformancemeasurehavebeen
carefully audited. NCPS employed a multi-step
process including a secondary verification of all
information by staff, apaper audit of selected data
elements to confirm information, a face-validity
check by additional staff, and afinal audit by all
Networksof their data. Thesedataserveavaluable
purposeintermsof focusing theteamson atimely
completion of the RCA. It is, however, but one
measure and must be balanced against other
componentsof asuccessful patient safety program.
NCPS emphasizes a broader focus to ensure the
quality of investigations related to the specificity

of the identified root causes and contributing
factors, the strength of the proposed mitigating
actions, and the value of the developed outcome
measures.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

The sources of datafor the VALUE Index are the
sameasthoseidentified for the specific components
comprising the measures-Chronic Disease Care
Index II; Prevention Index Il; inpatient and
outpatient satisfaction; waiting timesfor primary
care, specialty clinics; and wait times to see a
provider. Thecost element isobligationsper unique
patient in constant dollars.

The VHA balanced scorecard identifies the same
components used in the QAS/cost VALUE but
establishes apercent of goal relationship for cost
in the same manner as done for desired outcomes
of Quality, Access, and Satisfaction. All four
components in the scorecard are of equal weight
(each component is25 percent of thetotal ). Progress
towardthegoal isidentified aswell asareaswhere
the goal is exceeded.
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Secretary's Priority

Provide accessto primary care appointments and specialty care appointments within 30 days
of desired date, and ensure patients are seen within 20 minutes of their scheduled appointment.

Performance Goals
0 Establish a basdline for the percent of primary care appointments scheduled within 30

days of the desired date.

0 Establish a basdline for the percent of specialist appointments scheduled within 30 days

of the desired date.

O Increasethe percent of patientswho report being seen within 20 minutes of their
scheduled appointments at VA health carefacilitiesto 73 percent.

Accessand waiting timesare key to enabling VA
toimproveits patients perceptions of the quality
of careandtheir overall satisfaction. In FY 2000,
we established aset of performancegoals, which
werefer to as"30-30-20," concerning the ability
of patientsto scheduleanon-urgent primary care
visit (within 30 days) or a specialty care visit
(within 30 days) and how long they must wait once
they arrive to be seen by a practitioner (20
minutes). Timely serviceensurescareisreceived
when it is needed. Providing care in the manner
most convenient to the veteran enables us to
provide care where it is needed and wanted.

Percent of appointments with primary care
provider within 30 days

Eighty-seven percent of primary careappoi ntments
were scheduled within 30 days of the desired date
in the baseline year of FY 2001. We did this by
continuing to modify our scheduling practices,
hiring and retraining/reassigning clinical staff to
outpatient primary care, opening additional new
community-based outpatient clinics(CBOCs), and
renovating existing facility-based clinic spaceto
provide clinicians with two examination rooms
each, thusimproving patient flow. In addition to
the overall measures outlined above, internally
VHA has additional measures that evaluate

subgroups within these clinic wait times. "next
available" appointment and "new" patient "next
available" appointment. This allows for further
analysis to determine areas where action can be
taken to improve the overall waiting times.

Percent of appointmentswith a specialist within
30 days

Eighty-four percent of specialty careappointments
were scheduled within 30 days of the desired date
in the baseline year of FY 2001. We did this by
continuing toimplement and reap the benefitsfrom
modified appointment scheduling and pre-
appointment patient reminders as ascribed by the
Institute for Healthcare Improvement. Other
process-related improvements included dual
credentialingfor specidistsinprimary carepractice
(especially useful for cardiac, diabetic, high blood
pressure, cancer, and other patients with an
overriding condition that needed to be monitored
by a specialist) and retraining primary care
cliniciansto treat lower level, specific conditions.
This combined approach, along with augmented
and redirected specialty care and other resources,
improved spatia configurationsviarenovation, and
updated equipment will continueto help usachieve
greater efficiencieswithout compromising access
to, or quality of, specialty care.
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Using a weighted averaging methodology, the
average number of daysto obtain an appointment
in the specialty clinics listed below was 39 days
inFY 2001. Thewaitingtimesfor individual clinics
in the fourth quarter, FY 2001, were:

Audiology 30 days
Cardiology 31 days
Optometry/Ophthalmology 58 days
Orthopedics 34 days
Urology 41 days

Percent of patientswho report being seen within
20 minutes of scheduled appointment

s
Percent of Patients Seen within 20 Minutes of Scheduled Appointme
at VA Health Care Facilities
100%
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A VISN-specificanalysisof all 22V I1SNsindicates
that 10 VISNsmet aninternal target level between
75and 81 percentwhile1 VISN attained 82 percent
or greater. The overall national average was 72
percent ascompared to atarget of 73 percent. This
minor target shortfall does not affect corporate
outcome since the variance from target is well
within one standard deviation of the VISN mean
performance. VISNs continue to explore and
implement ways to provide scheduled
appointmentsin atimely fashion.

Starting in FY 2002, a new methodology for
calculating this percentage will be adopted.

Although the new methodology will at first lower
our overall percentage, it will provideamodel that
IS more sensitive to change than the one used
previously. Thisincreased sensitivity, along with
an increase in the frequency of the survey (to
quarterly), will providemedical centerswithamore
accurate reflection of the impact of actions taken
to improve patient satisfaction. The new
methodol ogy appliedtothe FY 2001 survey results
lowers the compliance to 63 percent. This new
baseline number will be used to project
improvementin FY 2002 and beyond. Thismeasure
will remaininthe Network directors performance
contracts in FY 2002.

Means and Strategies

Thefollowing strategieswereimplemented during
FY 2001 to improve access to, and timeliness of,
health care:

[1  Trainedor retrained existing transferabl e staff
from inpatient to outpatient care.

[J  Implemented the Institute for Health Care
Improvement initiatives.

[0 Evaluated, and where appropriate, added
mental health care to existing CBOC:s.
Planning for mental healthisnow addedto all
new CBOC proposals.

[0 Increased the number of contracts for
specialists to provide services to veterans.

[0 Continued infrastructure renovation in
existing facilities to ensure that at least two
exam/treatment rooms are available per
clinician providing care on a given day.

[J  Continued to develop transplant-sharing
agreements.

[ Continued to provide outpatient medication-
dispensingtechnology in CBOCsand hospital -
based clinics.
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Major Management Challenges

In response to concerns about waiting times, VA
established strategic targets for the time it takes
veteransto get an appointment withaVA provider
(either primary careor speciaty care) andthetime
they spend waiting in a provider's office. As part
of its strategy to reduce waiting times and meet
servicedelivery targets, VA hasenteredinto short-
term contractswith consultantsto help reducethe
backlog of specialty appointments. By improving
waiting times, through process improvements,
physical plant renovations, pharmacy refills by
mail, and other means, VHA will effectively
improve patient sati sfaction and patient perceptions
of the quality of their health care.

Data Source and Validation

In early 2000, software was implemented to
measure the average next-available clinic
appointment time experienced by patientsneeding
an appointment. The software computed theclinic
appointment waiting time by calculating the
number of days between the date a next-available
appointment is requested and the date the
appointmentismade. Thismethod of measurement
is believed to be superior to previous methods
because it measures the actual experience of
patientsrather than projecting what the experience
might be, based on appointment availability. A

revised version of this software was released
January 31, 2001. This version alows a further
measuring of appointment waiting times for new
patientsto primary care. In 2002, VA will explore
mechani smsto quantify thewaiting timesof newly
enrolled patients.

VA is developing new clinic wait time measures
to quantify the wait times of new enrollees. VA is
also developing a new survey to assess the
experiences of new enrollees in requesting
appointments. The data from the new measures,
other VHA wait timemeasures, and thesurvey will
providemoretimely and rel evant datafor decision-
making asit relates to the increase in numbers of
new enrollees. VA is also recommending the
devel opment of standardized entry processfor new
enrollees. Thisprocesswill assistintheautomated
collection of relevant wait timeinformation at the
time that the veteran enrollsin the system.

The source of datafor the 20-minute waiting time
measureisthe semi-annual (soon to be quarterly)
outpatient satisfaction survey. The survey is
distributed and analyzed by the Office of Quality
and Performance, Performance AnalysisCenter for
Excellence(OQP/PACE). Patientsareasked, "How
long after the time when your appointment was
scheduled to begin did you wait to be seen?"
Responsesaretabul ated to establish the percent of
patientswho reported waits of 20 minutesor less.

FY 2001 Performance Report

53



Secretary's Priority
Maintain the high level of serviceto insurance policy holdersand their beneficiaries.

Performance Goal
0 Maintain average processing time for insurance disbursements at 3.2 days.

VA met its goal by processing insurance
disbursements in an average of 2.8 days, a
significant improvement over the 3.2 daysin FY
2000. The Philadelphia VA Regional Office and
Insurance Center was sel ected asthewinner of the
Department'sprestigiousRobert W. Carey Quality
Award in the "Benefits Category" for the second
year in a row. Foremost among the many
accomplishmentsnoted by the judgeswasthat the
Center has developed a special relationship with
their policyholders and is dedicated to constantly
improving service and products.

-
Average Days to Process Insurance Disbursements

4.4
I i‘ i i‘ 2'8 ﬂ
97 98 99 00 D FY 01
Actual  Planned
A program eval uation was conducted to assessthe
effectiveness and efficiency of VA programs that
assist survivors of veterans and servicemembers
whodieof, or have, service-connected disabilities.
The study determined the extent to which
Servicemembers Group Life Insurance (SGL1),
Veterans Group Life Insurance (VGLI), Service-
Disabled Veterans Insurance (S-DV1), Veterans
MortgageL ifelnsurance(VMLI), and Dependency

and Indemnity Compensation (DIC) meet their
statutory intent and expectations of stakeholders.

Thefinal report wasdeliveredto VA inMay 2001.
Thestudy identified key factorsinmeeting program
intent and stakehol der expectations. Study findings
indicatethat several of the expected outcomesare
largely fulfilled but thereareimportant exceptions.
Seventeenrecommendationsweremadeto enhance
these programs. The contractor also provided
suggested outcomes and generic suggestions on
outcome measures.

Means and Strategies

Disbursementsare considered the most important
services provided by the insurance program to
veterans and beneficiaries. The indicator for this
measureisthewei ghted composite processing days
for all threetypes of disbursements: death claims,
loans, and cash surrenders.

We realized a better-than-expected improvement
in average processing days in 2001, due to the
installation of the first phase of the paperless
processing system. When fully implemented, the
paperlessprocessinginitiativewill provideon-line
electronic storage of insurancerecordsand on-line
access to those records by technicians. Over the
last 3 years, we processed over 1.5 million
beneficiary designationsof policyholderswho had
not updated their beneficiariesfor many years. This
large database of imaged beneficiary designations
isallowing usto retire approximately 2.2 million
insurance folders. Because of the need for space
in the Philadel phia Regional Office for a new
pension processi ng center, wehaveaccel erated the
schedule of the mass retirement of insurance
folders. The folder retirement was completed in
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January 2002, almost 2 yearsahead of theoriginal
schedule.

Becauseweareretiring our insurancefoldersahead
of schedule and do not yet have the full imaging
capabilities completed, we are using a hybrid
system for disbursements consisting of imaged
documents associated with temporary insurance
folders. Thistemporary system actually provided
faster disbursement processing than what we
expected. When we move away from the hybrid
systemtothe paperlessprocessing system, wewill
experience clerical and payroll savings.

The insurance program has undertaken various
actionstoimprovethetimelinessof disbursements
including special post officeboxes, improvements
in how we process returned mail, and the
elimination of data processing delays. We will
install thefull paperlessprocessing systemin 2003
throughout the insurance program. The imaging
capabilitiesfromthat initiativewill reducethetime
required for processing disbursements and other
services.

Following are accomplishments and initiatives
achieved in FY 2001:

[0 American Customer Satisfaction Index
(ACSI): ACSI isauniform and independent
measure of consumption experience. The
index trackstrendsin customer satisfactionand
providesinsightsinto benchmarking activities.
Theindex is produced through a partnership
of the University of Michigan Business
School, the American Society for Quality, and
theinternational consultingfirm, CFl Group.
This partnership surveyed recipients of
insurance death claims using a methodol ogy
that allowsfor direct comparisonswith other
organizations and types of businesses. The
result was an ACSI rating for VA insurance
of 90 on a scale of 100, one of the highest
scores ever recorded. By comparison, the

governmentwide average is 71, and the life
insurance industry averageis 75.

VGLI Premium Rate Reduction: Aspart of a
continuing efforttomakeVGL I premiumsmore
competitive, VA reduced VGLI premiums for
approximately 70 percent of its policyholders
effective July 9, 2001. This is the second
reductionof VGLI premiumratesover thelast
2 years. These rate reductions save veterans
about $35 million per year in premium costs.

SGLI Family Coverage: The Veterans
Survivor BenefitsImprovementsAct of 2001,
Public Law 107-14, extends SGL| coverage
to spouses and children of membersinsured
under the SGL | program. Thisincludes both
active service and ready reserves. The
maximum amount of coverage available for
spouses is $100,000 or the amount of the
servicemember's SGLI, whichever isless. A
member may elect toinsure hisor her spouse
for amountslessthan $100,000inincrements
of $10,000. Premiums are age-based. All
childrenwill receive coverage of $10,000 for
free.

SGLI Coverage Increased to $250,000: The
VeteransBenefitsand Hedlth Carel mprovement
Actof 2000, PublicLaw 106-419, increasedthe
maximum amount of SGL 1 coverage available
to $250,000, effective April 1, 2001. All SGLI
policies were automatically increased to
$250,000 on thisdate. Individuals may elect to
reduce coverage in multiples of $10,000 on or
after April 1, 2001. There is no cost to the
Government for this increased coverage. The
coverageincrease, for thosewhohadtheprevious
maximum of $200,000, wasmaderetroactiveto
October 1, 2000, for servicememberswho died
while on duty.

Capping of S-DVI Term Premiums: The
VeteransBenefitsand Hedlth Carel mprovement
Act of 2000 also dlowed for the capping of S-
DVI term premiums effective November 1,
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2000. Term insurance premiumsincrease
each timeapolicy isrenewed; however, with
the passage of thislaw, premiums are frozen
at thefirst renewal after theinsuredreaches
age 70 and remain frozen thereafter. The
additional annual subsidiesrequiredtocap S-
DVI term premiumsat the age 70 rate will be
approximately $500,000 in thefirst full year,
with a 5-year total of $2.8 million.

Beneficiary & Option (B&O) Mailing: In FY
2001, thelnsuranceservicecompleted a3-year
massmailing, sending virtually every insured
anew beneficiary designation. In total, our
B& O unit has imaged over 1.6 million
designations, laying the foundation for our
paperless office and preparing the way for
retirement of all insurancefoldersby imaging
applications and various other documents.

Outreach Efforts: Insurance is targeting
additional outreach efforts to all separating
servicemembers, especially severely disabled
veterans. These efforts are designed to assist
veterans in making an educated choice
regarding their life insurance needs. Our
outreach to severely disabled veterans began
due to findings that this group underutilized

insurance benefits. For these veterans, our
efforts include personal letters, phone calls,

and an expedited application process. VA
hopes that these efforts will ensure the
retention of avaluable benefit for those most
inneed and alsoraiseall veterans awareness
of their earned insurance benefits.

Data Source and Validation

Processing time begins when the veteran's or
beneficiary'sapplication or request isreceived and
endswhenthelnternal Controls Staff approvesthe
disbursement. Average processing days are a
weighted composite for all three types of
disbursements, based on the number of end
productsand timelinessfor each category. Dataon
processing timeiscollected and stored through the
statistical quality control (SQC) program and the
Distribution of Operational Resources (DOOR)
system. The Insurance Service is charged with
periodically evaluating the SQC program to
determineif itisbeing properly implemented. The
composite weighted average processing days
measureiscal culated by thelnsurance Serviceand
Is subject to periodic reviews.
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Ensurethe burial needs of veterans and their eligible family members are met.

Performance Goals
O Increase the percent of veterans served by a burial option in a national or state veterans
cemetery within areasonable distance (75 miles) of their residenceto 75.8 percent by 2001.
O Increase the percent of respondents who rate the quality of service provided by the national

cemeteries as excellent to 90 percent by 2001.

VA did not meet the FY 2001 performancegoal to
serve 75.8 percent of veteranswith aburial option
withinareasonabledistanceof their residence. This
performance goal was established prior to the
availability of the new VetPop2000 datareleased
inApril 2001. If thedatamodel usedto project the
veteran popul ation had not changed duringtheyear,
VA would have met its goal .

Percent of Veterans Served by a Burial Option within a Reasonab
Distance (75 miles) of their Residence

100%
72.6%  72.6%  158%

1

FY 01 FY 01
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80%  65.7%  65.5%  67.0%

97 98 99 00

Satisfaction with the quality of service provided
by national cemeteriesremained at ahighlevel in
FY 2001. Cemetery servicegoasaresetinkeeping
with the high expectations of all who visit.

VA provides interment of veterans and eligible
family members upon demand. From FY 1997 to
FY 2001, annual intermentsincreased 16 percent,
from 73,007 to 84,822. With the aging of World
War |1 and Korean Conflict-era veterans, veteran

deathsareincreasing each year. Based onthe 1990
census, the annual number of veteran deathsis
expected to peak at 687,000intheyear 2006 before
beginning a gradual decline. This progressive
increaseinveteran deathsresultsinacorresponding
increase in the number of interments in national
cemeteries.

According to National Cemetery Administration
(NCA) data from recent years, about 80 percent
of personsinterredin national cemeteriesresided
within 75 milesof thecemetery at thetimeof death.
As the annual number of interments and total
gravesitesused increases, cemeteriesdepl etetheir
inventory of spaceand arenolonger ableto accept
full-casketed or cremated remains of first family
members. Asaresult, veteransmay |osereasonable
accessto a VA burial option.

Percent of Respondents Who Rate the Quality of Service Provided b
National Cemeteries as Excellent

5 88%
86% 85% 84%
97 98 99 00

92% 90%

FY 01 Actual ~ FY 01 Planned
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Attheend of FY 2001, of the 119 existing national
cemeteries, only 60 contai ned available, unassigned
gravesites for the burial of both casketed and
cremated remains; 26 accepted only cremated
remains and remains of family members for
interment in the same gravesite as a previously
deceased family member; and 33 performed only
intermentsof family membersinthesamegravesite
as apreviously deceased family member.

Annual Interments

1997 1998 1999 2000 2001
73,007 76,718 77,680 82,717 84,822

Means and Strategies

In FY 2001, to meet the burial needs of veterans,
VA continued planning for the devel opment of new
national cemeteries, completed construction
projects to make additional gravesites or
columbariaavailablefor burials, and acquired land
to continue burial options at existing national
cemeteries.

VA continued to make progressinthedevel opment
of new national cemeteriesto serveveteransinthe
areas of Atlanta, Georgia; Detroit, Michigan;
Miami, Florida; Oklahoma City, Oklahoma;
Pittsburgh, Pennsylvania; and Sacramento,
Cdlifornia. TheselocationswereidentifiedinaMay
2000 report to Congress asthe areas most in need
of anew national cemetery, based on demographic
studies. When open, these 6 cemeterieswill provide
aburial option to over 2 million veteranswho are
not currently served within areasonable distance
of their residence.

During FY 2001, VA accepted a land donation to
develop a national cemetery near Atlanta, Georgia,
alocation identified in the above-referenced May
2000 report to Congress. When completed, the

national cemetery will provide a burial option
within 75 miles of the residence of over 400,000
veterans in the Atlanta metropolitan area. By
receiving the donated land, America's taxpayers
have been saved the costs of land purchase. In
addition, Georgia's veterans have benefited from
a reduced timetable for development of a new
national cemetery.

Infall 2001, operationsbegan at Fort Sill National
Cemetery, near Oklahoma City, when the initial
"fast track” development was completed. A "fast
track" isasmall-scale devel opment that provides
veterans with burial space nearly 2 years before
cemetery construction is completed. This allows
familiestointer loved onesinthenational cemetery
without waiting for final completion of
construction. This first burial area will provide
1,100 gravesites. A temporary committal shelter,
accessroads, and aflagpole arein place. Fort Sill
National Cemetery will provide a burial option
within 75milesof theresidenceof 166,000 veterans
in the Oklahoma City area.

TheVeteransMillennium Health Careand Benefits
Act, Public Law 106-117, directs VA to contract
for anindependent demographic study toidentify:
(1) those areas of the country where veteranswill
not have reasonable accessto aburial optionina
national or state veterans cemetery; and (2) the
number of additional cemeteriesrequired to meet
veterans burial needsthrough 2020. The study is
now in process and the contractor's report will be
provided in the spring of 2002.

VA monitorsgravesite usageand projectsgravesite
depletion dates at open national cemeteries that
have land for future development. As those
cemeteriesapproachther gravesitedepl etion dates,
VA ensures that construction to make additional
gravesites or columbaria available for burialsis
completed. InFY 2001, VA completed construction
projectsto extend burial operationsat six national
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cemeteries. For example, at theNational Memorid
Cemetery of Arizona, we completed aproject that
developed 14,000 full casket gravesitesand 18,000
cremation burial sites. A 2,500-unit columbarium
wascompleted at Calverton National Cemetery in
New York. A construction project at Fort Logan
National Cemetery in Denver, Colorado, included
site preparation and placement of 2,500 double
depth precast concrete buria vaults.

Appropriate land acquisition is a key component
to providing continued accessibility to burial
options. InFY 2001, VA acquired land to continue
operations at Culpeper and Roseburg National
Cemeteries. Wewill continueto identify national
cemeteries that are expected to close due to
depletion of grave space and determine the
feasibility of extending the service life of those
cemeteriesby acquiring adjacent or contiguousland
or by constructing columbaria. These actions,
which depend on such factors as the availability
of suitable land and the cost of construction, are
not possible in every case. Efforts to acquire
additional land are currently underway at eight
national cemeteries.

TheDepartment'sgoal isto makesuretheNation's
veterans and their families are satisfied with the
quality of service provided by national cemeteries.
VA strivesto provide high-quality, courteous, and
responsiveservice. Veteransandtheir familieshave
described national cemetery staff as "helpful,
patient and understanding.” In oneof many letters
of appreciation VA received in FY 2001, afamily
member observed that "amilitary funeral should
beafirst-classoperation, conducted with dignity"
and that the "cemetery staff provided such an
atmosphere." Another family member commented
that the service provided by one of VA's national
cemeteries "made us proud that our country
extended this kind of consideration."

To further enhance access to information and
improveservicetoveteransandtheir families, NCA
installs kiosk information centers at national and
stateveteranscemeteriestoassist visitorsinfinding
exact gravesitelocations. In addition to providing
the visitor with a map for use in locating the
gravesite, the kiosk information center provides
general information such asthe cemetery'sburial
schedule, cemetery history, buria eligibility, and
factsabout NCA. By theend of FY 2001, VA had
installed 33 kiosks at national and state veterans
cemeteries.

In order to accommodate and better serve our
customers, wehavedevel oped threehub cemeteries
to provide weekend scheduling of the interment
in a national cemetery for a specific time in the
ensuing week. Each hub cemetery provides this
weekend serviceto familiesand funeral directors
within its geographic area.

Veterans and their families have indicated that they
need to know the interment schedule as soon as
possibleinorder tofinalizenecessary arrangements.
The amount of time it takes to mark the grave after
an interment is also extremely important to the
decedent's family members. To meet these
expectations, VA strives to schedule committal
servicesat national cemeterieswithin 2 hoursof the
request and set headstones and markers at national
cemeteries within 60 days of the interment.

During FY 2001, VA national cemeteriesbecame
the final resting places for victims of terrorist
attacks. Three U.S.S. Cole creavmembers, killed
during aterrorist attack in Yemen, were buried in
VA national cemeteries, with military funeral
honors provided by the Department of Defense.
Four victimsof the September 11" terrorist attack
on the World Trade Center were interred in VA
national cemeteries.
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Sergeant William T. Carroll, Jr., was interred at
Dallas-Fort Worth National Cemetery during FY
2001. Sergeant Carroll was killed in action in
December 1944, while serving as a crewmember
aboard a B-24 Liberator bomber. He and eight
crewmembers were missing until 1997, when a
French farmer found the airplane wreckage in a
densely wooded area. After apositiveidentification
of Carroll's remains by the Army's Central
| dentification Laboratory inHonolulu, Hawaii, the
family decided on burial at the Dallas-Fort Worth
National Cemetery.

Ohio Western Reserve National Cemetery interred
theremainsof U.S. Marine CorpsCorporal Thomas
A. Gopp, who had been missing in action in
Vietnam since August 3, 1967. The U.S. Marine
Corpsconducted military funeral honorsat aservice
attended by family members, friends, and members
of various veterans organizations.

Gulf War Veteran Marlon F. Morales, a Metro
Transit Police Officer, was interred at Quantico
National Cemetery. Officer Moraleswaskilled June
13when hetried to stop aMetro fare evader at the
U Street-Cardozo Metrorail StationinWashington,
D.C. The Metro Transit Police provided military
funeral honors at the service, which was attended
by several hundred peopl eincluding policeofficers;
Metro transit employees; the Honorable Anthony
Williams, Mayor of Washington, D.C.; the
Honorable Louis Freeh, Director of the FBI; and
other government representatives.

To ascertain how customers and stakeholders
perceivethequality of serviceprovided by national
cemeteries, VA annually seeks feedback through
surveysandfocusgroups. Thisinformationisused
to determine expectations for service delivery as
well as specific improvement opportunities and
training needs. For FY 2001, VA developed a
nationwidemail-out customer satisfaction survey.
The new survey is an improvement over the

previous data collection instrument in that it
provides statistically valid performance
information at thenational and regional (Memorial
ServiceNetwork) levels, and at the cemetery level
for cemeteries having at least 400 interments per
year. The information gathered will be used in
NCA'’s strategic planning process to develop
additional strategies for improvement. VA will
continue to conduct focus groups to collect data
on stakeholder expectations and their level of
satisfactionwiththequality of serviceprovided by
the national cemeteries.

External Factors

Through the State Cemetery Grants Program, VA
hasestablished partnershipswith statesto provide
veterans and their eligible family members with
buria options. Itisdifficultto project futureactivity
for this program because requests for grants are
generated fromindividual states. A statemust enact
legislationto commit funding to aproject that will
serveaclearly defined population and require state
fundsfor operationsand maintenancein perpetuity.

Crosscutting Activities

NCA administers the State Cemetery Grants
Program (SCGP), which provides grantsto states
of up to 100 percent of the cost of establishing,
expanding, or improving veterans' cemeteries,
including the acquisition of initial operating
equipment. To date, 47 state veterans cemeteries
have been established, expanded, or improved
through the SCGP. In FY 2001, state veterans
cemeteriesperformed over 15,000 interments, and
new grants were obligated to establish or expand
state veterans cemeteriesin 4 states.

Fivenew stateveteranscemeterieswere opened at
Agawam, Massachusetts, Augusta, Maine; Little
Rock, Arkansas; Miles City, Montana; and
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NorthernWisconsinin FY 2001. Thesecemeteries
provideserviceto over 250,000 veteransand their
familiesnot previously served within areasonable
distanceof their residence. Thenew stateveterans
cemetery in LittleRock offsetstheclosureof Little
Rock National Cemetery. Opening thisnew state
veterans cemetery will enable over 110,000
veteransto continueto haveaccesstoaburial option
within areasonable distance of their residence.

Inthefall of 2001, NCA and the State of Missouri
co-sponsored the first national conference for
directors of state veterans cemeteries. The
conference provided the directors with the latest
information on best practicesin operating federal
veterans cemeteries and afforded directors the
opportunity to share information and build
networksthat will resultinbetter serviceto veterans
and their families.

VA continued to work closely with components of
DoD and veterans service organizations (V SOs)
to provide military funeral honors at national
cemeteries. While VA does not provide military
funeral honors, national cemeteries facilitate the
provision of these honors and provide logistical
support to military funeral honorsteams. Veterans
and their families have indicated that providing
thesehonorsfor the deceased veteranisimportant
to them.

VA continued to work with funeral homes and
V SOs to find new ways to increase awareness of
benefits and services. Funeral directorsand VSO
members participated in focus groups to identify
not only what information they need but also the
best way to ensure they receive it.

Data Source and Validation
NCA determinesthe percent of veteransserved by

existing national and state veterans cemeteries
within areasonabl e distance of their residence by

analyzing census data on the veteran population.
Arlington National Cemetery, operated by the
Department of the Army, and Andrew Johnson
National Cemetery and Andersonville National
Cemetery, operated by the Department of the
Interior, are included in this analysis. Since FY
2000, actual performance and the target levels of
performance have been based on the new
VetPop2000 model devel oped by the VA Office of
the Actuary. VetPop2000 is the authoritative VA
estimate and projection of the number and
characteristicsof veterans. Itisthefirst revision of
official estimatesand projectionssince 1993. The
new VetPop2000 methodology resulted in
significant changesin the nationwide estimateand
projection of thedemographic characteristicsof the
veteran population. These changes affected the
separate county veteran populations from which
NCA determinesthepercentage of veteransserved.
Projected openingsof new national or stateveterans
cemeteriesand changesintheserviceddivery status
of existing cemeteriesarea so considered. Multiple
counts of the same veteran popul ation are avoided
in cases of service-area overlap.

In 1999, VA's Office of Inspector General
performed an audit assessing the accuracy of data
used to measure the percent of veterans served by
theexistenceof aburial optionwithinareasonable
distanceof placeof residence. Audit resultsshowed
that NCA personnel generally made sound
decisionsand accuratecal culationsin determining
the percent of veterans served by a buria option.
Althoughinconsistenciesin NCA'sestimateof the
percent of theveteran population served by aburial
optionwereidentified, they did not haveamaterial
impact, and no formal recommendations were
made. VA hasaddressed theseinconsistencies, and
the adjustmentsareincluded in the data contained
in this report.

FromFY 1996 through FY 2000, thesourceof data
used to measurethe quality of service provided by
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national cemeterieswastheNCA Visitor Comment
Card. For FY 2001 and subsequent years, NCA has
developed a new customer satisfaction survey
process. The annual survey is done via mail; the
dataarecollected fromfamily membersandfunera
directors who recently received services from a
national cemetery. To ensure sensitivity to the
grieving process, NCA allows a minimum of 3
months after an interment before including a
respondent inthe samplepopulation. Themeasure
for quality of serviceisthe percent of respondents
who agreethat thequality of servicereceived from
cemetery staff is excellent.

VA Central Officestaff overseesthedatacollection
processand providesan annual report at thenational

level. Regional and cemetery level reports are
provided for NCA management's use. The
nationwide mail-out survey provides statistically
valid performanceinformation at the national and
regional levels and at the cemetery level (for
cemeterieshaving at least 400 intermentsper year).

A data collection instrument, using modern
information technology, has been developed to
measure the timeliness of marking graves at
national cemeteries. NCA is currently collecting
baseline data and validating the accuracy and
integrity of thedatacollected. Whenthisreviewis
complete, a new performance measure will be
established and included in the Department's
performance plan.
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Contribute to the public health, emergency preparedness,
socioeconomic well being and history of the Nation

Secretary's Priorities:
00 Focus medical research on military associated issues, particularly
rehabilitation, spinal cord injury/paralysis, and biomedical concerns.

O Improvethe Nation'sresponsein the event of a National emergency or
natural disaster by providing timely and effective contingency medical

support.

0 Ensurethat national cemeteriesare maintained as national shrines
dedicated to preserving our Nation's history, nurturing patriotism, and
honoring the service and sacrifice veter ans have made.

VA supports the public health of the Nation as a
whole by conducting medical research, offering
medical education and training, and serving as a
resource in the event of a national emergency or
natural disaster. VA supports the socioeconomic
well being of the Nation through the provision of
education, vocational rehabilitation, and homeloan
programs. VA preservesthe memory and sense of
patriotism of theNation by maintaining our national
cemeteriesasnational shrines, and hosting patriotic
and commemorative events.

Twokey performancemeasuresenableusto gauge
progress toward achieving this strategic goal:

[ Indtitutional Review Board (IRB) compliance
with National Committee for Quality
Assuranceaccreditation and maintenance, as
appropriate, of Association for the
Assessment and A ccreditation of Laboratory
Animal Care (AAALAC) or Nuclear
Regulatory Commission (NRC) accreditation
or certification

[1 Appearance of national cemeteries
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Focus medical research on military associated issues, particularly rehabilitation, spinal cord
injury/paralysis, and biomedical concerns.

Performance Goal
0 Perform at 33 percent compliance of the I nstitutional Review Board (I RB) with National
Committee for Quality Assurance (NCQA) accreditation and maintenance, as appropriate,
of Assaciation for the Assessment and Accreditation of Laboratory Animal Care
(AAALAC) or Nuclear Regulatory Commission (NRC) accreditation or certification.

Under the direction of the Office of Research and
Development (ORD), VA's research portfolio of
morethan 2,400 projectshasresulted in numerous
discoveriesthat haveimproved thequality of health
carefor veteransandthe Americanpublic. Virtualy
all VA research projectsaredirected toward health
conditionsrelevant totheveteran popul ation. While
all VA research is relevant to veterans, the
Designated Research Areas are of particular
importance to VHA's veteran patient population.
The Designated Research Areas include aging,
chronic disease, mental illness, substance abuse,
sensory loss, trauma-rel atedilIness, health systems,
specia populations, and military occupations/
environmental exposures.

Two new Centers of Excellence were established
to develop new therapiesfor veteranswith spinal
cord injury. The Center at the Bronx VAMC will
explore the use of pharmaceuticals to treat the
secondary disabilitiesof spina cordinjury, andthe
Center at the Miami VAMC will study pain
management, recovery of motor and sensory
function, and other i ssuesimportant to spinal cord
injury patients.

TheFY 2001 goal for NCQA accreditation of VA
Human Subjects Protection Programs was not
achieved. Two test site visits were made in the
second quarter, four full-scalepilot sitevisitswere
completedinthethird quarter, and oneaccreditation
sitevisit was conducted in the fourth quarter. The
final accreditation decision from that visit is
pending.

The implementation of the NCQA accreditation
process for VHA research programs was delayed
due to adelay in a contract award. In addition, once
standards were being developed with NCQA, the
Institute of Medicine became aware of this initiative
and asked if VHA would collaborate to develop
national standards for accreditation that could be
used for all research programs across the nation
(notjust within VHA). This additional component
further delayed the first accreditation surveys.

Number of Projects
Designated Research Area Conducted in 2001
Aging 470
Chronic Disease 1,538
Mental 1lIness 169
Substance Abuse 146
Sensory Loss 74
Trauma-Related 1lIness 199
Health Systems 218
Special Populations 104
Military Occupations and
Environmental Exposures 137
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All 80 Veterinary Medical Units within the VA
Research Program areaccredited by the AAALAC
(100 percent of goal).

NRC licensure is required for all facilities that
utilize radioactive materials and/or radiation-
producing devicesfor research or clinical purposes.
Oversight of these licensing activities is the
responsibility of VA's National Health Physics
Program (NHPP), a component of the Office of
Patient Care Services. All VA facilities requiring
licensure are appropriately licensed by the NRC
(100 percent of goal).

Since all standards are now developed and
accreditation surveys are underway, we expect to
meet the performance goal in 2002.

Means and Strategies

VA complies with federal regulations that have
established a system in which responsibility for
protecting human subjectsisass gnedtothreeseparate
groups. First, investigators are responsible for
conducting researchin accordance with regul ations.
Second, ingtitutionsmai ntain oversight mechanisms,
including local committees known as Institutional
Review Boards (IRBS). IRBs are responsible for
reviewing both research proposals and ongoing
research. Third, agencieslike VA areresponsiblefor
ensuring that their IRBs comply with applicable
regul ationsand that they providesufficient spaceand
staff to accomplish their obligations.

The Department requires that each VA medical
center (VAMC) engaged in research with human
subjectsestablishitsown | RB or securetheservices
of another IRB at an affiliated university. ORD
establishes the policies that promote the ethical
conduct of research and manages the NCQA
contract. The Office of Research Compliance and
Assurance (ORCA) managesmattersrelatingtothe
effectivenessof research protections, promotion of

theethical conduct of research, andtheinvestigation
of allegations of research impropriety.

WithinVHA, Veteransintegrated Service Networks
(VISNs) must demonstrate full compliance with
appropriate regulations in the following ways:

[0  Quarterly report re-accreditationreviews. Each
VISN director isrequired to submit aquarterly
report listing appropriate accreditation
agenciesfor theNetwork'sresearch programs,
including datesof suchreview and conclusions
of those reviews.

[0 NCQA reviews. VISN directors are also
required to report whether the Network is
scheduled for an NCQA review and supply the
dates of such review aswell.

[0 Network director performance measures. Part
of each Network director'sannua performance
evaluation is based on the completion or
outcome of various research compliance
measures. This includes information about
attainment of all necessary full accreditation
and clearly defined plans for any new
accreditation.

External Factors

Severd externd factorscreated difficultiesthat resulted
in nonachievement of this performance measure.
Three factors impeded full implementation of the
Human SubjectsProtection PrograminFY 2001. An
unsuccessful bidder protested theinitial award of the
accreditation contract to NCQA. The protest was
resolved in VA's favor but delayed implementation
of thecontract for morethan 3months. Secondly, VA
was asked by the Office of Human Research
Protections (OHRP) of the Department of Health
and Human Services (HHS) to assist the Institute
of Medicine(IOM) indevel oping recommendations
for a single set of national standards for
accreditation of human subjects' protections. This
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required a modification of VA's contract with
NCQA and aso diverted some NCQA services
(HHS) to complete this task. IOM ultimately
endorsed the standards developed by NCQA for
VA as the best available for developing national
standards for both Federal and private sector
ingtitutions. Availability of asingleset of national
standardswill greatly facilitate accreditation of VA
human subjectsprotection programsinthesizeable
minority of cases(approximately 40 percent) where
the program is shared between a VA facility and
an affiliated academic institution, thereby saving
time and expense for VA. Finally, a very large
number of comments and suggestions for
enhancement of the standards were received in
response to public posting of NCQA's draft
standardsinthesecond quarter. The VA committee
overseeing the development of the standards
(composed of representatives from the Office of
Research and Development, Office of Research
Compliance and Assurances (ORCA), and the
Ethics Office) decided that a careful and detailed
revisionof thestandardsat thefront end would save
time in the long run by reducing the need for
revisions during the course of the accreditation
program. Thisrevision was completed during the
third quarter and early fourth quarter, permitting
initiation of accreditation visitslate in the fourth
quarter.

Crosscutting Activities

VA researchisconducted subject totheregulations
of many other Federal agenciesaswell asVA'sown
internal regulations. For example, human studies
funded by pharmaceutical companies and
conducted at VA facilitiesin support of anew drug
or deviceapplication are subject to Food and Drug
Administration (FDA) regulations and oversight;
studiesfunded by the National Institutesof Health
(NIH) and conducted in VA facilities are subject
to Department of Health and Human Services
regulations and oversight.

VHA hasissued acontract for external accreditation
of human subjects programs to the NCQA, an
independent, not-for-profit accrediting organi zation
thatisnationally renownedforitsobjectiveeva uaions
of health care organizations.

Within VHA, ORD isresponsiblefor devel oping
human studies policy in coordination with other
federal research regulatory agencies. ORCA is
responsible for enforcement activities with other
federal research regul atory agencies, includingthe
Food and Drug Administration and the HHS Office
of Human Research Protections. As an example,
the FDA has recognized the need to revise its
reporting proceduresfor seriousadverseeventsand
hasinvolved ORCA inthedevelopment of aclearer
set of procedures and guidelines. Also, ORCA
officials have met with their counterpartsin these
agenciesand areworking collaboratively todevel op
educationd initiativesfor investigatorsandresearch
administratorsin the field.

Data Source and Validation

Each VISN director is required to submit a
quarterly report listing appropriate accreditation
agencies for the Network's research programs,
including dates of such review and conclusions
of those reviews. Also, network director
performance evaluations include measures
related to attaining appropriate accreditations.
These accreditations are subject to verification
of their validities with the accrediting agency.
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O Improvethe Nation'sresponsein the event of a National emergency or natural disaster by
providing timely and effective contingency medical support.

After theterrorist attackson September 11, 2001,
VA responded on two levels — in support of the
Federal Response Plan (FRP) and at VA Central
Office, in support of National Continuity of
Government and Continuity of Operations
requirements.

Immediately following the second aircraft crash
into the World Trade Center, VA's Continuity of
OperationsPlan (COOP) wasactivated. Alternate
sites, serving as command centers, were
operational and key personnel were deployed
within afew hours.

VA Central Office ensured continuity of
operationsnationwide, while Veterans| ntegrated
ServiceNetworks(VISNSs), headquarteredinthe
Bronx and Baltimore, activated command centers.
Personnel from VISN 4, in Pennsylvania,
supported the response following the downed
aircraftinthat state. Under the FRP, VA deployed
critical careburnnursesto Cornell Medical Center
Burn Unit and the Washington Hospital Center
Burn Unit.

In New York, VA deployed staff and shared
inventory with other emergency health care
facilities. VA facilitiesinNew York provided much
needed supplies to emergency workers and the
National Guard to help them carry out their jobs
in the immediate aftermath. VA aso provided
support to make certain that emergency
pharmaceuticals and medical supplies were
deliveredtoNew York City insupport of therescue
operations. VA continues to provide medical
support to the approximately 3,000 members of
the National Guard still providing security tothe

city and its infrastructure. Since the tragedy, VA
outreach teams have staffed family and victim
assistance centers around the city and in New
Jersey. TheNetwork mental healthteamisprepared
to support the continued emotional needstheevent
will generate in the months ahead.

On the Saturday following the attacks, staff from
VA's National Center for PTSD assisted DoD in
its relief efforts at the Pentagon. They provided
education for counselors and debriefing and
psychoeducational support for relief staff that
included Red Cross personnel and DoD Casualty
Assistance Officers. They created a Debriefing
Facilitators Manual, a computerized self-
assessment for the Army Community Support
Center staff, and an evaluation questionnaire.

TheDepartment'sresponsewasnot limitedtoVHA
resources. The Veterans Benefits Administration
(VBA) andtheNational Cemetery Administration
(NCA) actively assisted victimsand their families
intheaftermath. The VA regional offices(VAROS)
in New York and Washington provided support at
the New York City Family Assistance Center and
DoD's Family Assistance Center.

In order to expedite claims related to the attack,
processing for these claimswas centralized in the
Compensation and Pension Serviceat VA Central
Office. We processed 39 claims for Dependency
and Indemnity Compensation benefits for active
duty deaths. VA hasstreamlined the claimsprocess
as much as possible in an effort to support the
families. Working with DoD, we obtained direct
on-line access to the Defense Eligibility and
Entitlement Records System (DEERS) to obtain
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dataon dependents, all owing usto conduct on-site
claims processing. Claims for Servicemembers
Group Life Insurance (SGLI1) were processed
within 24 hours. Wepaid 88insurancedeath claims.
We implemented similar procedures for burial
claims and headstone or marker applications.

Within NCA, all VA burials resulting from the
tragedy weretreated as high priority and requests
for weekend burials and extended hours were
honored when necessary. NCA immediately
provided Presidential Memorial Certificatestothe
families of over 75 active-duty personnel or
veterans killed on September 11.

The Department is closely coordinating with the
Homeland Security Council, DoD, the Department
of Health and Human Services, the Centers for
Disease Control and Prevention, the Federal
Emergency Management Agency, and state and
local authoritiesto beinasound positionto respond
to future threats.

Because of the nature of theterrorist attacks, wedid
not have a key performance measure in place
beforehand, but wewill haveonein placeduring 2002.
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Ensurethat national cemeteries are maintained as national shrines dedicated to preserving our
Nation's history, nurturing patriotism, and honoring the service and sacrifice veter ans have
made.

Performance Goal
0 Increasethe percent of respondents who rate national cemetery appear ance as excellent to

88 percent by 2001.

Each national cemetery existsasanational shrine,
a place of honor and memory that provides an
enduring memorial toour Nation'sveterans, aswell
asadignified and respectful setting for their final
resting place. Cemetery appearance goals are set
consistent with the high expectations of veterans
and the general public. The percentage of
respondentswhoratenationa cemetery appearance
asexcellentincreased significantly in FY 2001, and
waswell above our planned performancegoal . For
FY 2001 and subsequent years, NCA developed a
new customer satisfaction survey process. The
measurefor cemetery appearanceisthe percent of
respondentswho agreethat theoverall appearance
of the national cemetery is excellent.

Percent of Respondents Who Rate the Appearance of Nationa
Cemeteries as Excellent

1009 96%
00% s . oy 8% 88%

97 98 99

00 FY 01 FY 01
Actual  Planned

Our Nation'sveteranshave earned theappreciation
and respect not only of their friends and families
but also of theentire country. National cemeteries
areenduring testimonialsto that appreciation and
should be places to which veterans and their
familiesaredrawnfor dignified burialsandlasting
memorials. Veterans and their families expect
national cemeteries to have well-maintained
gravesites, buildings, facilities, and headstonesand
monuments. In describing one of VA's national
cemeteries, a World War |1 veteran wrote: "The
markersare straight and well-aligned, the grassis
neatly trimmed around all markers, flags are now
at all timesflapping in the wind with appropriate
flowerstoenhancethegreengrass. .. asaveteran,
thiscareand management isgreatly appreciated."

Means and Strategies

To ensure the appearance of national cemeteries
meets the standards our Nation expects of its
national shrines, VA performs a wide variety of
grounds management functions. In FY 2001,
headstones were set, aligned, or realigned to
maintai n uniform height and spacing. Headstones
that became soiled were cleaned. In-ground
gravesites (casket and cremain) required
mai ntenanceto prevent and correct ground sinkage.
To preserve columbaria, VA cleaned stains from
stone surfaces, maintained the caulking and
grouting between the units, and repaired the
surrounding walkways. While attending to these
highly visible aspects of our national shrines, VA

FY 2001 Performance Report

69



Strategic Goal 4

also maintained roads, drives, parking lots, and
walks; painted buildings, fences, and gates; and
repaired roofs, walls, and irrigation and electrical
systems.

Cemetery acresthat have been developedinto burial
areasand other areasthat arenolonger in anatural
state required regular maintenance. In FY 2001,
VA maintained over 6,800 devel oped acresand over
2.4 million graves.

To ascertain how our customers and stakeholders
perceive the appearance of national cemeteries, VA
annually seeks feedback from them through surveys
and focus groups. This information is used to
determine expectations for cemetery appearance
as well as specific improvement opportunities and
training needs. For FY 2001, VA developed a
nationwide mail-out customer satisfaction survey,
an improvement over the previous data collection
instrument. The information gathered will be used
in the NCA strategic planning process to develop
additional strategies for improvement. VA will
continue to conduct focus groups to collect data
on stakeholder expectations and their level of
satisfaction with the appearance of national
cemeteries.

TheVeteransMillennium Health Careand Benefits
Act, Public Law 106-117, directed VA to contract
for an independent study to look at variousissues
related to theNational Shrine Commitment andits
focuson cemetery appearance. A study isunderway
to identify the onetime repairs needed to ensure a
dignified and respectful setting appropriatefor each
national cemetery. Recommendations to address
deferred maintenanceissuesor preventive stepsto
minimize future maintenance costs will be
identified. The study will also include areport on
the feasibility of establishing standards of
appearance for national cemeteries equal to the
finest cemeteries of the world. Varying
characteristics of cemeteries, such as cemetery

status (open, cremation only, and closed), aswell
asgeographicand climatic conditions, will betaken
into consideration. The contractor'sreport will be
provided in the spring of 2002.

In advance of the completed report, contracts for
National Shrine Commitment projects have been
awarded and are underway at four national
cemeteries: Fort Sam Houston National Cemetery
in Texas; Golden Gate National Cemetery in
California; Long Island National Cemetery in New
York; and Willamette National Cemetery in
Oregon. Over 170,000 headstonesand markerswill
be raised and realigned as well as cleaned where
needed. In addition, at Willamette National
Cemetery, gravesin 24 acres will be completely
renovated.

Numerousceremoniesand memorial serviceswere
heldduring FY 2001 at national cemeteriestohonor
those who made the supreme sacrifice. For
example, approximately 150 people gathered at
Fort Snelling National Cemetery for thededication
of amemorial monumentinmemory of our Nation's
heroeswho served during World War 1. Veterans,
family members, and members of local veterans
service organizations gathered at national
cemeterieson Pearl Harbor Day to honor themore
than 2,400 Americans who gave their lives in
serviceto their country 59 years ago. Thousands
honored America's veterans at ceremonies at
national cemeteriesacrosstheNationfor Memorial
Day 2001. VA, veterans service organi zations, and
other patriotic groups sponsored ceremonies,
supported by volunteersincluding groups of Boy
and Girl Scouts, students, families, community
associations, veterans groups, and individuals. A
monument honoring women veterans was
dedicated at Rock Island National Cemetery. The
Medal of Honor Memoria at Riverside National
Cemetery wasrededi cated to honor 26 servicemen
whose Distinguished Service Crosses were
upgraded to Medals of Honor.
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"A Promise Made — A Commitment Kept,"
NCA's new book on Civil War-era national
cemeteries, was published. The new book
highlights VA's59 Civil War-eracemeteriesthat
were accepted in the National Register of
Historic Places. The book describes each of the
cemeteries and highlights features such as
notabl e burials, monumentsand memorials, and
the Civil War history of each cemetery.

External Factors

Maintaining thegrounds, graves, and grave markers
of national cemeteriesasnationa shrinesisinfluenced
by many different factors. Astimegoeshy, cemeteries
experience avariety of environmental changes that
may require extensive maintenance. Extremes in
weather, suchasexcessiverainor drought, canresult
inor exacerbatesunkengraves, sunkenmarkers, soiled
markers, inferior turf cover, and weathering of
columbaria. For example, the 230-pound upright
headstones and the 130-pound flat markers tend to
settle over time and must be raised and realigned
periodically. The frequency of this need varies
depending on soil conditions and climate.

Crosscutting Activities

VA continued its partnerships with various VA and
other federa and civic organizations that provide
volunteers and other participants to assist in
maintaining the appearance of national cemeteries.
For example, an Interagency Agreement with the
Bureau of Prisons provided for the use of selected
prisonersto performwork a national cemeteries. This
agreement provided asupplemental source of labor
to assist in maintaining the national cemeteries.

Under ajoint venturewithVHA, nationa cemeteries
provide therapeutic work opportunities to veterans
receiving treatment in the Compensated Work
Therapy/Veterans Industries (CWT/V1) program.
This program provides veterans the opportunity to

work for pay, regainlost work habits, and learn new
work skillswhileproviding asupplementa work force
forthenational cemeteries. InFY 2001, theCdifornia
Employment Development Department selected
RiversdeNationa Cemetery asoneof ninerecipients
for Employer of the Year honors. RiversideNational
Cemetery received the award for the staff's
accomplishmentsinsupport of veterans employment
andtheCompensated Work Therapy Program. While
in the program at Riverside National Cemetery,
veteransreceiveon-the-jobtrainingand somebecome
permanent employeesat thecemetery. Todate, 15 of
the 125 veterans who have gone through the CWT
program at the cemetery were hired as temporary
employees. Riversde National Cemetery currently
employs nine permanent and two temporary
employees who successfully transitioned from the
CWT program. The staff is proud to have the
opportunity to helpmenandwomenwhohaveserved
our Nationdevel optheskillsneededtoreturntogainful
employment.

Data Source and Validation

From FY 1996 through FY 2000, the source of data
usedtomeasurethegppearanceof national cemeteries
wasthe NCA Vistor Comment Card. For FY 2001
and subsequent years, NCA developed a new
customer sati sfaction survey process. Thenew survey
Isanimprovement over the previousdatacollection
instrument in that it provides statistically valid
performanceinformation at thenational and regional
(Memorial Service Network) levels and at the
cemetery level (for cemeteries having at least 400
interments per year). The annua survey isdonevia
mail; thedataarecollected fromfamily membersand
funerd directorswhorecently received servicesfrom
anational cemetery. To ensure sensitivity to the
grievingprocess, NCA dlowsaminimumof 3months
after an interment before including arespondent in
the sample population. The survey information
provides a gauge to assess maintenance conditions
atindividua cemeteriesaswell astheoverall system.
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NCA analyzes the information to ensure that we
addressthoseissuesmostimportant toour customers.
This approach provides data from the customer's
perspective. Thesedataarecritical to devel oping our
objectivesand associ ated measures. VA will continue
to conduct focusgroupsto collect dataon stakehol der
expectations and their level of satisfaction with the
gppearanceof nationa cemeteries. VA Centra Office
staff overseesthedatacollection processand provides
an annual report at the national level. Regiona and
cemetery level reports are provided for NCA
management's use.
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The Enabling Goal
Create an environment that fostersthe delivery of One VA world-class service to veterans
and their familiesthrough effective communication and management of people,
technology, and gover nance.

Secretary's Priority:
O  Apply sound business principles and ensure accountability for performance standards.

VA's enabling goal is different from our four
strategic goals. This goal and its corresponding
objectives represent crosscutting activities that
enableall organizational elementsto carry out the
Department'smission. VA'sfunctionsand activities
focus on improving communication, enhancing
workforce assets and internal processes, and
furthering an integrated Department approach to
providing serviceto veteransandtheir families. As
such, many of thesefunctionsand activitiesarenot
apparent to veterans and their families. However,
these activities are critical to our stakeholders as
well as the managers and employees who
implement VA programs.

Although no key performance measures are
associated withtheenabling goal, thereareawide
variety of activitiesunder thisgoal that will enable
usto provide high-quality serviceto our veterans:
[0 Enhancing accountability for performance

[J Enterprise Architecture

[J Information security program

[0 Program evaluation

[J Budget account restructuring

[J Capital asset management

[J  Making greater use of performance-based
contracts

Enhancing Accountability for
Perfor mance

At the Departmental level, thefocushasbeen onthe
development of a planned, systematic approach to
addressVVA'smanagement and performanceagenda,
cons stent withthe President'sM anagement Agenda
to ensuregreater accountability for performance. To
achieve this objective, Department executives
approved the implementation of a new strategic
management process, which established the VA
ExecutiveBoard (VAEB), the Strategic M anagement
Council (SMC), andsx strategic management process
groups that oversee the planning and operations of
VA'smagjor crosscutting management processes. The
VAEB is chaired by the Secretary and includes the
top leadership. The SMC is chaired by the Deputy
Secretary andincludessenior leadership at thedeputy
level. TheVAEB meetsapproximately onceamonth,
andthe SM C meetstwicemonthly. Mgjor policy and
management issues will be vetted in an integrated
Departmental forum through the VAEB and SMC .
These changes will result in a fully integrated
strategic management process, binding strategic
and performance planning, budget formulation,
legislative program development, and program/
budget execution.
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VA continuously strivestoimprovethequality and
delivery of accurate, timely, and courteousservice
to veterans and their families. By fostering an
environment that attracts, retains, and cultivatesa
dedicated workforceof highly skilled employees,
the Department can achievethisgoal. In an effort
to meet this challenge, a departmentwide survey
was conducted to alow employees to voice their
perceptions about their work environment. The
2001 VA Employee Survey resulted in the
completion of 83,393 surveys. Nearly 38 percent
of the employees invested substantial time and
effortinto providing their viewsabout rewardsand
recognition, training and career development,
customer orientation, fairness and treatment of
employees, and quality of worklife. Results are
expected in the spring of 2002.

Through the review of the survey data, VA will
addresstop-priority issuesandidentify creativeand
innovative ways to enhance the workplace and
improve the delivery of high-quality benefits and
services to veterans and their families.

Enterprise Architecture

In FY 2001, the Office of the Chief Information
Officer accomplished the following in its
responsibility for Enterprise Architecture:

[  Establishedthe Officeof the Chief Architect,
whose mission is to develop and implement
an evolutionary high-performance One VA
information technology architecture that (1)
isaligned with VA's program/business goal's
and (2) enables data integration across the
enterprise;

[0 Developed and issued the One VA Enterprise
Architecture(EA) Strategy and |mplementation
Pan;

[1  DevelopedanEA Communications/Marketing
Man;

[J  Organized and developed the Information
Technology Board,;

[J  Organizedthe EA Working GroupfromVA's
National Information Technology Board
participants;

[J  Participated in the OI&T Continuity of
Operations/Continuity of Government
Planning, Command and Control Planning,
and Network Redesign;

[1  Began development of auser's guide for EA
field implementation.

I nfor mation Security Program

The Office of Cyber Security accomplished the
following during FY 2001.:

[1 Developedandissuedarevised VA Information
Security Management Plan. ThePlanidentified
anumber of security enhancement actionsthat
arebeing acce eratedtoimproveenterprise-wide
information security.

[1 Established a central security fund to
consistently pursue departmentwide security
efforts, with emphasison security control sthat
correspond to significant shared risks across
the Department.

[1  Implemented an enterprise-wide, integrated
anti-virus solution that will remove most of
themanual interventionsthat presently plague
rapid distribution of new anti-virus updates
tomorethan 150,000 VA desktopsand servers
at over 800 locations.

[J Launched a major contract to develop a
certification and accreditation program to
bring discipline, formality, and technical
excellence to the security planning activities
of VA officesduring thedesign of systemsand
applications.
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[0 Provided al VA facilities access to asingle
security incident response service to which
they may report security incidentsand receive
advicerelated to scope, effect, and suggested
remedies.

[J Established national programs in security
training and education of computer
professional staff employing commercial
sources of Web-based study curriculumsand
the satellite bandwidth avail able through the
VA Learning University.

[J  Beganrevamping security policiesintousable
frameworks.

[1 Developed and submitted to the Office of
Management and Budget the Government
Information Security Reform Act (GISRA)
Report and corrective action plans.

Program Evaluation

During FY 2001, SystemsFlow, assisted by ORC
Macro International, Economic Systems, and Hay
Group, completed acomprehensive eval uation of
the Benefitsfor Survivorsof Vieteranswith Service-
Connected Disabilities. The evaluation, which
involved surveying 5,500 servicemembers,
veterans, and dependents, focused on the outcomes
of the Dependency and Indemnity Compensation
(DIC) program and four insurance programs: the
Servicemembers Group Lifeprogram (SGL1), the
Veterans Group Life Insurance program (VGL1),
ServiceDisabled Lifelnsurance (S-DV1), and the
Veterans' Mortgage Life Insurance program
(VMLI). The2-year, $1.4million study addressed
issues raised in the Veterans Programs
Enhancement Act of 1998, Public Law 105-368,
Section 303, and responded to 24 specificresearch
tasks such as comparing VA and non-VA benefit
programs, analyzing family householdincomeand
expensesbeforeand after aveteran'sdeath, andthe
effect onthesurviving spouseof providing careto

the disabled veteran. The evaluation generally
concluded that the DIC and insurance programs
are meeting the statutory intent of Congress and
the income needs of survivors. Nevertheless, the
evaluation's findings and recommendations
identified the need for several program
enhancements already being planned, as well as
the implementation of the following initiatives:

[1 Raising the SGLI coverage amount to
$250,000;

[1  Providing an optional family coverage plan
for SGLI;

[J  Reducing VGLI premium amounts,

(1 Improving outreach to people eligible for
VMLI coverage, including aspecial outreach
to disabled persons leaving military service.

Budget Account Restructuring

VA and OMB established a joint working group
to identify options for restructuring the
Department's budget accounts. The VA/OMB
working group developed four account
restructuring options. Using the best features of
each of these options, they proposed anew account
structure based onidentifying the costsassociated
with nine VA programs. medical care, research,
compensation, pension, education, housing,
vocational rehabilitation and employment,
insurance, and burial. Medical education, which
previously was identified as a separate program,
will be included as a subset of the medical care
program. We have drafted sample appropriations
language based on the proposed account structure.
OMB isreviewingthelanguagefor appropriateness.
Among the benefits of budget account restructuring
areto:
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[0  morereadily determine program costs;

[  shiftresourcedebatesfrominputsto outcomes
and results;

[ eventually makeresourcedecisionsbased on
programsandtheir resultsrather than on other
factors,

[0 improveplanning, simplify systems, enhance
tracking, and focus on accountability;

[J  prioritizecapital investmentsagainst recurring
expenditures.

InJanuary 2001, we met with staff from the Senate
and House Appropriations Committeesto inform
them of our proposal and to get their feedback on
its utility. They expressed support for the concept
of restructuring and simplifying VA's budget
accounts. So as to be able to use the new budget
account structure in formulating our FY 2004
budget, we will continue to work with our
stakehol dersin addressing specificimplementation
issues associated with this proposal.

ThecoreFinancia and L ogisticsSystem (coreFLS)
will support budget account restructuring. CoreFL S
will replace VA'scoreaccounting system (Financid
Management System) and up to 33 interfacing
applications. CoreFL Swill allow the Department
to better alignitsresourceswith programactivities
and improve automated analytical and
reconciliation tools. As with the new budget
account structure, full implementation of coreFL S
is scheduled for FY 2004.

Capital Asset M anagement

In July 2001, Secretary Principi established a
Department-level capital asset management
function, the Office of Asset Enterprise
Management (OAEM). Capital asset management
is a business strategy that seeks to maximize the

functional and financial value of capital assets
throughwell thought out acquisitions, all ocations,
operations, and dispositions. The OAEM develops
and promul gates capital asset policies; establishes
and analyzes VA's capital asset portfolio;
establishesand coordinatesthe Department’ sfuture
investment strategy; and establishesaperformance
management system to oversee portfolio
performance. Thiscomprehensive, corporate-level
approachto capital asset management helpsensure
VA linksitsasset decisionsclosely toitsstrategic
goals, elevatesawarenessof itsassets, and employs
performance management techniques to monitor
asset performance on aregular basis.

Oneof OAEM'sresponsibilitiesisoverseeing VA's
Enhanced-UseL ease Program. TheEnhanced-Use
Lease Authority authorizes VA to find cost-
effective alternatives to traditional means of
acquiring and managing its facility and capital
holdings. It permits the long-term out-lease of
underutilized VA property to non-VA usersfor uses
compatible with VA programs in return for
obtaining facilities, servicesand/or money for VA
requirementsthat would otherwise beunavailable
or unaffordable.

Thisprogram hassignificantly reduced coststothe
Department and provided corresponding benefits
to veterans, employees and the local community.
To date, 20 Enhanced-Use |eases have been
awarded and over 150 potential projectshavebeen
studied, with 60 currently in development. These
projects address a broad array of initiatives
including mixed-use development projects,
residential care and temporary lodging facilities,
energy plants, elder care facilities, child
development centers, and parking facilities.

Effective capital asset portfolio and performance
management requires that VA establish a
comprehensive and integrated capital asset
management system (CAMS). Currently, VA has
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several non-integrated separate systems, processes,
and procedures that serve discrete internal
organizational componentstotrack capital assets.
In April 2001, the Strategic Management Council
initiated the Capital Asset Management Working
Group, led by the Office of Information and
Technology and the Office of Management, to
recommend a single, unified approach to asset
control throughout the Department. Findingswere
reported to the Information Technology Board on
theanalysisof existing VA systemsand themarket
research of existing and emerging technologies.
This research culminated in live product
demonstrationsof four potential solutionsmeeting
VA requirements. A recommendation and decision
for aCAMS solution is expected in FY 2002.

Making Greater Use of Performance-
based Contracts

Theintent of thismanagement reformisto convert
servicecontractsthat areawarded and administered
using traditional specificationsinto an acquisition
process that utilizes performance-based
contracting. The use of performance-based
contracts permits the Government to receive an
enhanced level of serviceat areductioninoveral
costs. This enhancement occurs as the result of
increasing the flexibility of the contractor to
perform the work, while reducing the
administrative costs of operating such contracts.

VA has made progress in terms of converting
existing and new service contractsat boththefield
station and national contract levels into
performance-based contracts. In addition, the
Department demonstrates continued support for
performance-based contracting by providing
ongoing continuing education onthissubjecttoits
contracting officers and allied acquisition
professionals.

To more fully monitor the Department's level of
success in converting to this performance-based
contract approach, acyclical reporting mechanism
has been established through the Federal
Procurement Data System. Through this system,
the Department will be able to analyze the types
of conversions, thedollarsobligated, and thelevel
of conversion to performance-based contracts.

In FY 2001, VA prepared and administered
contractsfor pharmaceutical s, medical equipment
and supplies, and subsistencefor federal agencies.
These contracts are managed as Federal Supply
Schedules, national contracts, and competitive
contractsfor special purchases; all reflect savings
from commercial prices. Thesavingsallow VA to
best utilizeitsannual appropriations. Other federal
agencies are also able to take advantage of these
contracts. In addition to the savings from
commercia prices, discounts are negotiated and
competed onitemsVA purchasesin highvolumes.
These contracts reflect the best value available to
VA. The general public receives benefits through
sound management practicesof purchasingthebest
possible product at the lowest price. VA also
providessupport to the Centersfor Disease Control
and Prevention and other agencies in the
Department of Healthand Human Servicesintimes
of emergency. On September 11, 2001, VA
provided support to make certain that emergency
pharmaceuticals and medical supplies were
deliveredto New York City insupport of therescue
operations.

Procurement Reform

VA spends more than $5 billion annually for
pharmaceuticals, medical and surgical supplies,
prosthetics, information technol ogy, construction,
and services. VA'sacquisition systemisvital, not
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only because of its magnitude, but because of its
critical role in ensuring VA can deliver timely
servicestoour Nation'sveteransinan efficient and
cost-effective manner.

To optimize the performance of VA's acquisition
system, the Secretary of Veterans Affairs
established a Procurement Reform Task Forcein
June 2001. Task Forcememberswere charged with
reviewing VA's entire acquisition system and
processes, and recommending specificimprovements
to strengthen the system's performance and
effectiveness.

To meet this challenge, the Task Force decided to
focusitseffortson areasthat offer substantial near-
term savingsand have high potential for sustainable
improvements. In addition, the Task Force sought
to address key VA-wide issues that affect the
effectivenessof theacquisition system. Two areas
were excluded from the scope of the Task Force's
work: information technol ogy acquisition because
this issue is being addressed separately; and
pharmaceutical purchases because this area has
received considerable management attention and
improved so significantly. All other acquisitions
fall withinthescopeof the Task Force'sreview. To

optimize VA's acquisition system, the Task Force
established the following five major goals:

[0 Leverage purchasing power;
[1  Standardize commodities;

[1 Obtain comprehensive VA procurement
information;

[J  Improve VA procurement organizational
effectiveness; and

[0 Ensureasufficient andtalented VA acquisition
workforce.

Task Force members consulted extensively with
other government agencies and private-sector
organizations, aswell aswith VA staff, to identify
best practicesand innovation opportunities. When
finalized and approved by the Secretary in FY 2002,
the Task Force'srecommendationswill provide a
solid foundation to improve the efficiency, cost-
effectiveness, and accountability of VA's
acquisitionsystem. TheTask Forcehashriefed VA's
Strategic Management Council, chaired by the
Deputy Secretary. Following the Secretary's
approval, the Task Force's recommendations will
be implemented.
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Strategic Management of Human Capital
Competitive Sourcing
| mproved Financial Performance
Expanded Electronic Government
Budget and Performance I ntegration
I mproved Coordination of VA and DoD Programs and Systems

At VA, we conduct our operations using sound
business principles. The Department has taken a
number of steps to support management reforms
in the areas delineated in the President's
Management Agenda, which will allow us to
achieve our goal swhilemanaging publicresources
with prudence.

Strategic Management of Human
Capital

The Department has developed a comprehensive
workforce planning initiative that will enable VA to
remainacompetitiveemployer and provider of qudity
sarvicestoAmericasveterans. Aspart of thisinitiative,
VA developed a Departmenta Workforce Analysis
and 5-Year Restructuring Plan that details
demographics, skill assessments, human capital
challengesand accomplishments, and strategiesthat
demonstrate VA's commitment to becoming more
citizen-centered.

In order to address VA's human capita challenges,
wehavedevel opedtheDepartment of VeteransAffairs
Workforceand SuccessonPlan. Thisplanarticulates
VA's corporate vision for workforce and succession
planning and identifies specific strategiesto address
recruitment, retention, and development issues.
Further, VA launched the Departmental Workforce

and Succession Planning Intranet Homepage,
which is an employee-focused, information-rich
communication tool that provides workforce and
succession planning data, tool s, best practices, and
accomplishments.

These efforts supplement the already extensive
workforceplanningeffortseach of VA'sbusinesslines
have undertaken this year, including an enhanced
focusontherecruitment of new employees, leadership
development programs at al organizational levels,
and the integration of workforce planning into the
strategic planning process.

In June 2001, VA established a national veterans
employment program to promote the hiring of
veterans in both the public and private sector. The
programfocusesonensuring that veteransandfedera
hiring officials are aware of statutory preferences
extendedtoveteransand how specid hiringauthorities
can be used to employ veterans. Information
(including bilingual brochures and pamphl ets)
concerning the veterans employment program and
veterans preference guiddinesis being distributed
to veteransserviceorgani zations, community-based
groups, and military transition centers around the
country. Informationconcerningtheprogramwill dso
be included on VA Web sites.
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Inaneffort to effectively manageitshuman capital,
VA embarked on developing a comprehensive
childcaretuition assistanceprogramfor al eligible
employeeseffective January 1, 2001. Thepurpose
of theprogramisto assist lower incomeemployees
inoffsetting thehigh cost of childcare. Tobedligible
for thisprogram, aVA employeemust befull-time
or part-time with an income of less than $60,000.
Children must be age 13 or younger; however,
childrenwith disabilitiesare accepted throughthe
age of 18. The care provider must be licensed by
the state and/or regulated by the local regulating
authorities. Provider coverage includes center-
based care, homecare, and before/after school care.

The following chart shows the percentage of the
total childcare costs VA will pay based on total
family income.

If Total Family Incomeis:. Then VA Will Pay This
Per centage of Child Care Codts:
$60,000 and Over 0
$50,000 - $59,999 25
$35,000 - $49,999 30
$25,000 - $34,999 40
$24,999 and Under 45

Example: Based ontheincomethreshol dsinthemodel above,

if afamily'stotal family incomeis$39,000 andtotal childcare
costs are $6,500, VA will pay 30 percent ($1,950) and the

family paysthe rest ($4,550).

Asof October 1, 2001, over 1,081 employees(with
over 1,700 children) have enrolled. The VA
program has been showcased by the Office of
Personnel Management initsmonthly publication
of "FOCUS on Federal Work/Life and Wellness
Programs" and was noted as having the most
comprehensive program across Government. VA
leads the Federal Government with the highest
number of program participants.

Anlntranet survey of agency employeesontheVA
Web site revealed that 89 percent of the eligible
employeesindicated that theavailability of tuition
assistancefor childcareisafactor intheir "decision”

to stay employed with VA. Thisprogram makesit
possiblefor VA toattract, recruit, andretainaskilled
and competent workforce.

Competitive Sourcing

Over each of the past 5 years, VA asawhole has
steadily increased itscontractual servicesspending
while decreasing the number of full-time
employeeswithinthe Department. Inaddition, VA's
2001 FAIR Actinventory identifiesapproximately
85 percent of VA'sworkforceasbeing engagedin
commercial activities. Thisis by far the highest
percentage of atotal agency workforce deemedto
be commercia within the President's Cabinet.

VA utilizescompetitivesourcingandthe FAIR Act
aspart of itsbasi ¢ business management approach,
whichispredicated on VA'seffortstodedliver timely
and high-quality service to our Nation's veterans
and their families. As part of its normal business
operations, VA continuously assessesthe demand
for benefitsand servicesfrom veteransand ensures
that it hasthe capabilitiesto meet theseneeds. This
market-based analysisoftenresultsin contractsfor
medical care and other services in specific
geographical areaswhenitisdeterminedtobemore
cost effectiveto obtaintheservicesfromtheprivate
sector than to hire doctors, nurses, cemetery
maintenanceworkers, and other skill sets. It should
be noted that this approach does not focus on
moving acertain established number of jobsfrom
the public sector to the private sector - but rather,
on providing veteransand taxpayersthebest value
possible.

TheVeteransHealth Administration (VHA), which
represents about 97 percent of VA's total
commercia activities, has increased the amount
of contract services to $2.6 billion - a 32 percent
increaseover thelast 5years. VHA'stotal contract
service expenditures equate to approximately
43,000full-timeemployees. Oneof thekey factors
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contributingto VHA achievementsin competitive
sourcing is the transformation of the health care
delivery approach, moving increasingly from
inpatient to outpatient care and toward the use of
community-based outpatient clinics (CBOCs) to
improve access for veterans. For each CBOC
opened, VA determines whether it is more cost
effectiveto operatethefacility with VA employees.
Out of 609 operating CBOCs, 146 arestaffed with
contract personnel.

A similar strategy hasbeen applied when VA opens
a new cemetery. The National Cemetery
Administration (NCA) currently contracts 26 of
120 national cemeteries for full maintenance.

The Veterans Benefits Administration (VBA) is
currently conducting acomprehensive A-76 study
that is examining the property management
function. This study involves a competitive
sourcing of closeto 9 percent of VBA'sidentified
commercial activities. VBA will complete this
study in 2002.

We are committed to continuing this approach of
strategically identifying opportunities for
competitive sourcing. The Deputy Secretary
charged the Office of Policy and Planning with
establishing and coordinating aworking group to
develop amore streamlined competitive sourcing
processfor VA. Theworking groupidentified areas
of opportunity for future competitive sourcingand
devel oped atracking systemto assessprogressand
outcomes. The working group also developed a
proposed three-tier streamlined process, withmore
focus on cost-benefit analysis and less focus on
solicitation to makethe management decision about
whether to contract out or retainthework in-house.
The proposed tracking system will enable VA to
document competitive sourcing decisions in
support of providing timely and high-quality
servicetoour Nation'sveteransandtheir families.

I mproved Financial Performance

VA received an unqualified opinion on the
Department'sfinancia statementsfromtheauditors
in FY 2001, continuing the successfirst achieved
iInFY 1999. Below are somewaysthe Department
improved its financial performance in FY 2001.

Electronic Business Solution

E-Travel — VA began implementing a new
electronic travel system, known as e-travel. This
system will allow travelers or travel arrangersto
electronically prepare and submit travel
information using aWeb-based system. They will
begin by logging ontothee-travel systemthrough
thelntranet fromaPC, laptop, or hand-held device
to create an online travel request. Through the e-
travel system, all VA travelersor travel managers
will access an on-line booking engine for trip
planning purposes, including accesstoinformation
on available transportation and lodging options.

Oncepreliminary travel plansare made, thetravel
request is electronically routed to the supervisor
for authorizationandto approving officialsfor fina
approval. The electronic routing processincludes
electronic signature approval and e-mail
notification of therequest throughout the process.
When thetravel isapproved, travel authority data
will besent fromthee-travel systemtothe Financia
Management System. Uponimplementation, data
will be sent from the e-travel system to the core
Financial and Logistics System (coreFLS) to be
obligated and to the booking engine for
confirmation and ticketing of held reservations.
Upon completion of the trip, travelers can easily
and immediately submit their travel vouchers.

E-travel will provideadepartmentwidesystemthat
will reduce cycletimefor the travel management
process, centralize travel and budget information
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online, reduce delinquency rates, increase dollar
savings from prompt payment of travel card bills,
and reduce paper with an end-to-end process.

Debt Management Center (DM C)

Cross-servicing Program — During FY 2001, the
DMC began referring debts over 180 days
delinquent to the Department of the Treasury
(Treasury) incompliancewiththe Debt Collection
Improvement Act of 1996. Throughout the year,
the DM C referred 83,663 accountsval ued at $303
millionfor collection by Treasury andtheir private
collection agencies. Collections from cross-
servicing effortstotaled $7,874,164 for FY 2001.
Treasury recognized the DMC with a Certificate
of Appreciation for their effortsin developing an
automated process for referring and updating
accounts for cross servicing.

TheDM Cincreased collections/off setsby 3 percent
over last fiscal year. Collections/offsetsincreased
from $302 millionin FY 2000 to $312 millionin
FY 2001, despite adecrease of 19 percent in new
debt established (from $506 millionin FY 2000to
$426 millioninFY 2001). Operating expenseswere
reduced from $6,143,452in FY 2000t0$6,031,945
in FY 2001.

Successful initiativesachievedin FY 2001 include:

Treasury Offset Program — The Debt Collection
Improvement Act of 1996 requiresagenciestorefer
delinquent debts to Treasury for offset under the
Treasury Offset Program. Under thisprogram, most
federal paymentscan be offset to satisfy delinquent
federal debts. VA's Debt Management Center
referred 445,017 accounts valued at $229 million
to Treasury for offset during FY 2001. Collections
fromtheeffort totaled $39 million through October
2001 as compared to $16 million through a
comparable period in FY 2000.

Enhanced Imaging/Retrieval System—TheDMC
has moved from film/fiche media to magnetic
mediafor storage of archived material. With film/
fiche, retrieval of imageswaslargely amanual task,
sometimestaking hoursor daysfor aclerk tofind
aparticularimageand print it. Throughinvestments
in hardware and software, the bulk of theimaging
and retrieval system has evolved into a largely
automated system with desktop retrieval for most
employees. Hours of time ssmply walking to the
former retrieval devices have been saved.
Thousandsof dollarsaresaved eachyear infilming
costs and more will be saved when the DMC
completes a project to convert audit trail records
from the Benefits Delivery Network.

Remittance Processing — Until June 2000, the St.
Paul Regional Office with older, generally
unserviceable equipment, was in the business of
processing collections. Regional office costs for
rent and FTE made the DM C's process more cost
beneficial. The DM C assumed responsibility for
remittance processing in June 2000. The DMC
estimates that it saves fifteen to twenty thousand
dollarseach month inwhat it would have paid for
similar services provided by the regional office.

Expanded Electronic Government

VA'sgod isto develop an agency-wide architecture
withauniform approach addressing e ectronicforms
deve opment, Web-based user interface, identification
and authenti cati on, authori zation and accesscontrol,
electronic signature, security, and data interchange
withinternal businessprocessesand systems. Within
thenext 2years, VA'sEnterprise Architectureshould
be compl ete with secure computer and information
infrastructure, and VA's currently fragmented
telecommunication network will be integrated and
modernized. VA expects to use the Internet as a
primary means for conducting business with VA
customersaswell asother eectronicmedia, including
telephones, kiosks, and various information call
response centers.
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In December 2000 and October 2001, VA submitted
status reports to OMB on implementation of the
Government Paperwork Elimination Act (GPEA).
In the December report, VA provided alist of over
216 OM B-approved formswithindicatorsof which
forms were feasible or practicable for electronic
conversion including those that were: 1) at high-
risk, 2) inter-agency related, and 3) formsrequiring
electronic signatures. The October 2001 report
reflected VA's progress, as follows:

[0 VA conducted a departmentwide assessment
of business practices and drafted a GPEA
implementation plan. The plan outlined
preliminary findingsand recommendationsto
increasethe probability of asuccessful GPEA
implementation. It also provided strategic
direction on how VA should: 1) establish
information collection priorities, 2) develop
dataand form standards, 3) select technol ogies
for electronic signatures and authentication,
4) use Public Key Infrastructures, and 5)
develop policies for electronic records
management, electronic data interchange
standards, and electronic rule-making.

[0 In September 2001, VHA initiated a study to
find a Web-enabled commercial product that
could support the delivery and management
of on-lineelectronicformsviatheInternet and
VA's Intranet. Staff from VA's Office of
Information and Technology, VeteransBenefits
Administration, and Office of Acquisitionand
Materiel Management reviewed theresultsand
recommended drafting a concept paper for
departmentwide concurrence and approval.
Implementation of this enterprise-wide
softwaresolutionfor el ectronic submissionand
receipt of information (on VA's 4,294 internal
and publicuseforms) will betheprimary means
for conducting business with VA customers
over the Internet.

[1 VA hastaken stepsto expand theuseof Public

Key Infrastructure (PK1) as an identification
and authentication, digital signature, and
encryptionsolutionfor the VA enterprise. VA's
current PKI uses a commercial Certificate
Authority. Inthe near term, VA will integrate
PK1 intoevolving enterprise-wideapplications
upon deployment. Additionally, PKI
functionality will be incorporated into VA
applications accessed by veteransto provide
digital certificates for veterans. These
initiativeswill focuson eliminating fraud and
improving privacy of veteran data.

A technical report was completed in August
2001, whichwill assist VA administrationsand
staff officesinformulating aset of evaluation
criteria and a method to rank and prioritize
information collections. A business process
mapping schema and techniques for
identifying migration and risk analyses were
alsodeveloped. Themodel will be prototyped
within VHA using aninitial set of transaction
forms.

The CIO's office participated in the OMB
Quicksilver Task Force Project, whichresulted
in the selection of over 23 electronic
government initiatives. VA ispartnering with
several lead agencies to plan, develop, and
implement the following electronic
government initiatives: 1) USA Services,
2) E-Loans, 3) Eligibility Online, 4) Federal
Asset Sales, 5) HR Integration, 6) e-Records
Management, 7) Health Informatics, 8)
Integration Acquisition, and 9) e-Vital. These
initiatives are closely aligned with VA
management and agency performance. Asa
result, VA offices are developing e-
government and system modernization
strategiescategorized under OMB'scustomer
groupings: Government to Citizen (G2C),
Government to Business(G2B), Government
to Government (G2G), and Internal
Effectiveness and Efficiency (IEE).
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Budget and Performance I ntegration

During FY 2001, VA made three significant
advances toward integrating budget and
performance information. First, we achieved
agreement with our stakehol derson arevised budget
account structurethat will allow usto morereadily
determine full program costs. Second, the
Department progressed in design of the core
Financial and L ogistics System (coreFL S), which
will allow usto better align resourceswith program
activities and improve automated analytical and
reconciliation tools. Third, weworked with OMB
to identify three performance-based budget pilots
totest the conceptsof integrating performanceand
budget information.

Improved Coordination of VA and
DoD Programs and Systems

The President has directed VA and DoD to better
coordinate benefits, services, information, and
infrastructureto ensurethehighest quality of health
careand efficient useof resources. VA iscommitted
to strengthening the cooperative relationship we
have with DoD.

Executiveleadership of thetwo Departmentshave
been meeting for several years to improve and
expand sharing. Resultsof thisnational cooperation
includeprogressinthejoint development of clinical
practiceguidelines, promotion of patient safety; and
combining the military's discharge physical with
VA's disability compensation examination for
servicemembers applying for VA compensation
benefits. Weareal so pursuing severa joint medical
technology assessment initiatives.

VA isplanningto conduct an analysisof alternatives
to determine the best way to use the Defense
Eligibility and Enrollment System (DEERS) to
createacentral enrollment and eligibility database
for VA. The Deputy Secretary met with the Under

Secretary of Defensein February 2002 to discuss
how to improve coordination and maximize
resources for the two departments.

The VA/DoD Executive Council, co-chaired by
VA's Under Secretary for Health and DoD's
Assistant Secretary for Health Affairs, wasrecently
reinvigorated. In additionto ongoing collaboration
in the areas mentioned above, VA and DoD have
initiated new working groupsto ook at improving
cooperationintheareasof financial management,
benefits policy, geriatrics, and facility utilization
and resource sharing. We will have some of our
topclinical and policy expertsreviewingour current
interactions and recommending changes.

The two Departments have made substantial
progressinincreasing joint procurement activities.
The foundation for this progress was established
in December 1999 when VA and DoD signed a
Memorandum of Agreement (MOA) to combine
their purchasing power to eliminateredundancies.
Asof November 1, 2001, therewere 55 joint VA/
DoD contractsand 3 blanket purchase agreements
(BPAS) for pharmaceuticals. VA's cost avoidance
resulting from these contracts and BPAs was
approximately $85 million in 2001. DoD cost
avoidanceresulting for al national contractswas
over $100 million in 2001. An additional eight
contracts were awarded with discounts off the
lowest VA Federal Supply Schedule (FSS) price,
ranging from 0.19 percent to 53.75 percent during
FY 2001.

Thenext major phase of theM OA implementation
is underway. VA and DoD will convert DoD's
Distribution and Purchasing Agreements to FSS
for medical/surgical products. The VeteransHealth
Administration's Office of Logistics is working
withthe VA National Acquisition Center and DoD
counterparts to facilitate shared acquisition
strategies through product standardization
committees.
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InMay 2001, the President established atask force
to improve health care delivery to our Nation's
veteransthrough better coordination between VA
and DoD. The mission of the task forceisto:

[0 identify waystoimprovebenefitsand services
for DoD military retirees who are also
beneficiaries of VA;

[

review barriersand challengesthat impede VA
and DoD coordination, including budgeting
processes, timely billing, cost accounting,
information technol ogy, and reimbursement;

identify opportunitiesfor improved resource
utilization through partnership to maximize
the use of resources and infrastructure.

FY 2001 Performance Report

85



AsSESSMENT OF DATA QUALITY

Dueto diligent efforts over the past several years,
the quality of VA performance datais good — not
perfect, but very usable. Our efforts have taken
many forms: each program officeinitiated specific
improvement actions; the Office of the Inspector
General (OIG) conducted a series of audits to
determinetheaccuracy of our data; and our budget
officeworked with program officialsto preparean
assessment of each key measure.

After identifying corporate data issues, a
coordinated effort wasmadetoimprovethequality
of the data we collect. For example, VHA
established a data quality council to lead its
improvement efforts. The council'sfocushasbeen
centered on:

[0  Creating standard processesthat support on-
going maintenance of data quality;

[0  Definingandimplementinglocal accountability
for data quality;

[0 Edablishingadataquality education, training,
and communication structure;

[0 Focusing efforts on data that support patient
aCCeSS ProCesses.

OIG auditsare an integral part of our dataquality
assessment efforts. We consider OIG reviews to
be independent and objective. For each VA
program, we collect a great deal of information
from veterans and other users through customer
satisfaction surveys. Weare continually improving
our survey processesand standards— along-term
project. The following discussion describes in
specific detail the actionseach VA administration
has taken to improve its data quality.

Veterans Health Administration

Data reliability, accuracy, and consistency have
been a targeted focus of the Veterans Health
Administration (VHA) for the past several years.
The principles of dataquality areintegral to VHA's
effortstoprovideexcdlenceinhedthcare. InFY 2001,
theUnder Secretary for Health commissioned anew
high-level cross-cuttingtask forceon dataqudity and
Sandardizationwhosemembershipincludesthe Chief
OfficersfromtheOfficeof Quality and Performance,
Officeof Policy and Planning, Chief Network Office,
and the Office of Information. In its early stage of
devel opment, thistask forcewill focusonstrategic
planning to provideconsi stent definitionsof clinical
and business data for more effective clinical and
organizational decisionsupport. Thememberswill
seek collaborationwith other partiesincludingthe
Department of Defense, Indian Health Service,
private sector health careproviders, and standards
organizations.

VHA has long been recognized as a leader in
documenting credentials and privileges of VA
health care professionals. In FY 2001, VHA
implemented anew el ectronic data bank, VetPro,
on health care professionals' credentialing in
partnership with the Department of Health and
Human Services. VetPro promotesand demonstrates
to other federal and private agenciesthe potential
of a secure, easily accessible, valid data bank of
health professionals credentials.

VetProimprovestheprocessof ensuring that health
careprofessional shavetheappropriate credentials
fortheir clinical roles. Itwill alsohelp VHA verify
that practitioners have agood and desirabl e track
record, consi stent with high-quality and safe patient
care. Whenadoctor or dentistiscredentialedusing
VetPro, apermanent electronic fileis created that
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will be accessible acrossthe VA system and other
federal hedlth care programs. As VetPro is used,
the process of updating credentials will be
streamlined becausefileswill not be redonefrom
scratch. As providers add information it will be
verified by the credentialers who create the
permanent record. The Joint Commission on
Accreditation of Health Care Organizations
reviewed VetPro and stated, " The program appears,
if used as designed, to be consistent within
considerable detail with the current Joint
Commission Standards..."

TheVHA DataConsortium addressesorgani zational
issues and basic data quality assumptions. The
Consortium works collaboratively to improve
information reliability and customer access for the
purposes of quaity measurement, planning, policy
analyses, and financia management. The ongoing
initiatives and strategies address data quality
infrastructure, training and education, personnel,
policy guidance, and data systems.

TheVHA dataquality coordinator, alongwith data
quality workgroups, provides guidance on data
quality policies and practices. Severa initiatives
underway that support theintegrity and dataquality
of coding include:

[0 Development of strategies and standard
approachesto help field staff understand the
data content and meaning of specific data
elementsin VHA databases;

[0 Development of coding resources for field
facilities, toinclude negotiating the purchase
of knowledge-based files/editsfrom I ngenix™
for usewithinthe VeteransHealth Information
Systemsand Technology Architecture(VistA).
This supports the use of national code sets,
Current Procedural Terminology, 4" Edition
(CPT-4), and Health Care Financing
Procedural Coding System (HCPCS) Level 11.
Theavailability of these code setswill enable

VHA to accurately describe outpatient and
other professional services provided to
patients,

[0 Complete revision of VistA software to
accommodate the use of national code set
modifiers, giving providers the ability to
document care more completely and
accurately.

Tosupport theneed for guidancein medical coding,
VHA established the Health Information
Management (HIM) Coding Council. Thecouncil,
comprised of apanel of credentialed expert coders
with support fromVHA HIM Central Officestaff,
researchesand respondswithin 24 hoursto coding
questions, citing official references. The council
also updatesthenational coding handbook, which
provides expert guidance to field facilities. This
handbook standardizesguidelinesfor completeand
accurate coding.

VHA'sOffice of Information sponsorsthe" Close
Encounters" newsletter, which provides expert
guidance to field facilities on encounter forms,
insurancebilling, coding, and M edicarecompliance.
It also sponsors a data quality newsdletter, "Data
Quality Highlights," which provides data quality
facts and tips.

Training and education opportunitiesthat support
dataquality initiativesand compliance (such asthe
airing of nationa satellitebroadcastson dataquality
issues) are provided to staff. Futuretopicsinclude
external impactson datareliability, guidancefrom
the Centersfor Medicare and Medicaid Services,
national standards bodies issuance, and internal
data requirements of the Veterans Equitable
Resource Allocation (VERA) funding model.

In an effort to improve the reliability of Decision
Support System (DSS) data, a directive on
standardization was released to all VA medical
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facilities. The directive provides guidance for the
standardization of managerial accounting and
serves as aclinical information tool to assess the
delivery of medical care across facilities.

In addition to guidance, training, and education,
the Officeof Informationisinvolvedin several key
projects that are targeted to improve data quality
and systemreliance. Theseincludethe MetaData
Repository (MDR) and the Master Patient |ndex
(MPI). The MDR houses data from 49 VHA
databases. This registry contains definitions,
business rules, names of database stewards, and
descriptive information about the data elements
contained in VistA databases. The MDR was
released to a limited audience of data users in
January 2001. General release will be completed
in the fall of 2002. The MDR provides a single
source of data element description to users and
technical staff. Use of the MDR will also help
eliminate data redundancies and improve
standardization.

VHA also completed the implementation of a
national MPI inFY 2001. MPI providestheability
to view clinical data from various VA medical
facilities via the remote data view functionality
within the Computerized Patient Record System
(CPRS). MPI providesthe accesspoint mechanism
for linking patient information from multiple
clinical, administrative, andfinancial recordsacross
VHA health carefacilities, enabling an enterprise-
wide view of individual and aggregate patient
information. Responsibility for MPI dataintegrity
exists on both corporate and facility levels. This
effort will be accomplished through the use of
software reporting toolsand interaction with both
sites of care and external authoritative sources.

Future Efforts

VHA isin the process of examining its current
healthinformation processing environmentinorder
to plan how to best implement improvementsover
the next 5 years. As part of this process, VHA is
assessing:

[0  What a high-performance automated health
system needs to provide;

[0 Whattheideal healthandinformation system
would look like;

[0 What the advantages and disadvantages are
of our current system;

[0 How besttouseaphased approach for moving
from the current to the ideal environment.

VHA intendsto pursueeffortstomovetowardanided
health and information system. This system would
promote the sharing of information any time, any
place, by any authorized provider, and in real-time,
while ensuring that stringent privacy and security
regimes are maintained. It would maximize use of
the best available technology to allow users to
effectively manage across programs, time, and
distance, and within budget constraints, while
balancing the resource needs of health and
information. Theidedl healthandinformationsystem
would provide a high-performance platform that
maximizes patient heglth.

In the near term, VHA will enhance the current
VigtA platform by completing the Decision Support
System and implementing VistA Imaging. Based
ontheavailability of funds, mid/long-term efforts
will include the devel opment of a health database
accessibleacrossall levelsof care, times, locations,
and providers; the enhancement of Eligibility/
Enrollment processing to meet One VA goals; the
reengineering of the VistA Scheduling package;
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and enhancement or replacement of theBilling and
Fee Basis Systems. The following narrative
provides a description of these projects:

Replacement of VistA Integrated Billing and
Accounts Receivable System

Thebilling and accountsreceivablemodernization
project will continue the trend towards industry
standardization. It will include required
functionality of theexisting application, aswell as
additional necessary functionality identified
through previously conducted requirements
analysis. Theinformation systemwill interact with
al current and future systems that support the
registration, billing, and accounts receivable
processes.

The transformed billing and accounts receivable
system will also move VHA health care in the
direction of industry standards, inthat it will utilize
account-based management. VA currently useshill-
based management, inwhich non-billabletreatment
and services are not entered into the billing
application. In an account-based management
system, a patient's account is started when he/she
arrives for care, and flows to the billing system
regardless of billability. If not billable, abill will
not begenerated. Thisallowsfor accuratepotential
revenue calculation and projection.

Fee Basis

The Fee Basis portion of the above initiative
supports VHA's efforts to improve operations,
comply with impending health care regulations
within the Health Insurance Portability and
Accountability Act that require the acceptance of
el ectronic claim submissions, control itscosts, and
prevent fraud and abuse. Fee Basisoperationshave
been the subject of severa internal and externa
studies in which reengineering, process, and
organi zational redesign have been recommended

and piloted, but not implemented acrossthe country.
The transformation of the Fee Basis process,
together with the replacement of Central Fee by
thecoreFinancial and LogisticsSystem (coreFLS),
will facilitatearedesigned andimproved FeeBasis
process. A new system will allow the Fee Basis
process greater flexibility in terms of location,
volume, and type (manual vs. automated) of
processesbeing performed. Replacing Central Fee
and IFCAP, themaininterfacesof Fee Basis, with
one commercial product will ease the
implementation and the resulting processes.

Inadditionto processimprovement, anew system
will accommodate increased clinical datacapture
and have the flexibility to capture workload data
currently being missed and/or not reported
correctly. Thiswill have severa effectsontheFee
Basisprogram. First, the programwill function to
accurately account for theservicesfor whichVHA
is paying. Next, it will allow Veterans Integrated
ServiceNetworks(V1SNs) and medical centersto
appropriately capturetheir actual workload. Also,
VISNsand medical centerswill beableto provide
Fee patients a full continuum of care, regardless
of the location of care, by capturing the services
performed by non-VA providers. Finally, the new
Fee Basis system will allow VHA to pursue
reimbursement from the patient's insurer with
medical documentation if appropriate.

Veterans Benefits Administration

The Veterans Benefits Administration (VBA)
steadily continuestoimproveitsdatasystemsand
theintegrity of information within those systems.
Whenit comestodelivering$27.9 billioninbenefits
annually tomorethan 3.2 millionveteransand their
families, VBA believesdataintegrity must remain
a core competency.

For many years, dataintegrity hasbeenasignificant
concern for VBA. Eliminating the practices of
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mani pul ating numbersand allowingincorrect input
into essential reporting systemshasbeenaprimary
focus. Asoutlined inits Roadmap for Excellence,
VBA created the DataM anagement Office (DM O)
in 1998 to incorporate a strong focus on
adminigtration-widedataintegrity. TheDM O plays
akey rolein this effort, working in concert with
al VBA components.

Overdl, VBA has emphasized the establishment
of aviable and acceptable information security
program. Anorganized, centralized effort hasbeen
underway since the completion of the Year 2000
initiative. VBA has established a Security
Infrastructure Protection Office (SIPO) withinthe
Officeof Information Management. Wewill further
strengthen thisprogram by continued coordination
with the VA Office of Cyber Security and by
providing (1) increased oversight at SIPO, (2)
enhanced technical security at VBA's Hines
Information Technol ogy Center, and (3) enhanced
VBA Internet Security.

Dataintegrity requiresimproving theinformation
we collect and publish regarding veterans and
dependents and the operations of VBA's five
businesslines. Thedatathat arecollected must lead
to accurate, current, consistent, and germane
information that serves the needs of internal and
external usersnow andinthefuture. A key initiative
in fostering data integrity is the deployment of a
balanced scorecard approach to measuring
organizational performance. Using this
methodology, performance is measured
consistently from the national level down through
theregional offices. Maintained by the DMO and
delivered via Intranet technology, the balanced
scorecard providesVBA employees, managers, and
executives with a better understanding of
organi zational strengthsand areasfor improvement
in atimely and consistent manner. The balanced
scorecard promotes information sharing and

cooperationwithin VBA, whichdirectly improves
the delivery of benefitsto veterans. Results from
the balanced scorecard are shared with external
stakehol derssuch asCongressand veteransservice
organizations during quarterly briefings.

To ensure the integrity of transactions in the
compensation and pension (C&P) business line,
data regarding specific transactions that appear
suspect areposted tothe C& P Servicel ntranet Web
site. Stations monitor this site and review those
transactionsthat appear questionable(for example,
multiplework creditstaken onthe samecasewithin
ashort period of time, or avery short period of time
between the establishment of the claim and the
disposition). The C& P Servicetracksstationreports
to ensure proper review and corrective actionsare
taken. This process has resulted in areduction of
suspect transactionsand has hel ped identify areas
for training or policy clarification.

Another major initiative to facilitate data-driven
decision-making is VBA's Operations Center, an
Intranet portal supported by user-friendly analytical
tools, wherethe balanced scorecard and other core
businessinformation aremadeavailablefor review
and analysis. The Operations Center provides all
levels of employees and managers with the same
data used in decision-making and performance
reporting. Thiswidedissemination of dataensures
that constant review and analysis take place,
facilitating improved data validation, and
ultimately, improved service to veterans.

VBA's datawarehouse and operational data store
support the Operations Center. Both these
technology environments, and their accessibility
toend-usersviathelntranet, dramatically improve
the reliability, timeliness, and accuracy of core
business information. Data collection and
dissemination that once took weeks are now
completed inexpensively and efficiently and are
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availableon-linefor review and analysis. Because
thedataareso ble,anomdiesorincons stencies
arereadily noted and corrective action can betaken.

Facing the challenge to modernize systems and
improvedataintegrity, VBA hasmadegreat strides
in the past 3 years to ensure the quality of
information and data-driven decision-making. The
continued refinement of processes and systems,
including the construction of a single corporate
databasewhere consistent informationisavailable
regarding veterans and business transactions
conducted for those veterans, remainsakey focus
of VBA. Theseefforts, building uponamodernized
infrastructure, ultimately lead toimproved delivery
of benefits and services to veterans and their
families.

National Cemetery Administration

National Cemetery Administration (NCA)
workload dataare collected monthly throughfield
station input to the Management and Decision
Support System, the Burial Operations Support
System (BOSS), and the Automated Monument
Application System-Redesign (AMAS-R). After
reviewing the datafor general conformance with
previous reporting periods, Central Office staff
validatesany irregularitiesthrough contact withthe
reporting station.

NCA determinesthe percent of veteransserved by
existing national and state veterans cemeteries
within areasonabl e distance of their residence by
analyzing census data on the veteran population.
SinceFY 2000, actual performance and thetarget
levelsof performance have been based onthe new
VetPop2000 model devel oped by the Office of the
Actuary. VetPop2000 is the authoritative VA
estimate and projection of the number and
characteristics of veterans. It is the first revision
of official estimates and projections since 1993.

The new VetPop2000 methodology resulted in
significant changesinthenationwideestimateand
projection of the demographic characteristics of
theveteran population. Thesechangesaffected the
separate county veteran populations from which
NCA determinesthe percentageof veteransserved.

For FY 2001 and subsequent years, NCA has
developed a new customer satisfaction survey
processto measurethequality of service provided
by national cemeteriesaswell astheir appearance.
The new survey provides statistically valid
performance information at the national and
regional (Memorial Service Network) levels and
at thecemetery level (for cemeterieshaving at | east
400intermentsper year). Theannual survey isdone
via mail; the data are collected from family
members and funeral directors who recently
received services from a national cemetery. To
ensure sensitivity to the grieving process, NCA
allowsaminimum of 3 months after an interment
before including a respondent in the sample
population. VA Central Office staff oversees the
data collection process and provides an annual
report at the national level.

When headstones or markers are lost, damaged,
or incorrectly inscribed, itisimportant to determine
both the cause and the party responsible for the
expense of a replacement. In FY 2001, NCA
implemented new codesfor ordering replacement
headstones or markers. Use of these new codes
producesreliableand accurate dataon repl acement
actionsand providesmanagement with an effective
tool for improving the overall business process.

Efforts continue in expanding the use of
information technol ogy to collect performancedata
for the timeliness of marking graves at national
cemeteries. NCA has developed a new data
collection instrument and is currently validating
the accuracy and integrity of the data collected.
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Following the collection and analysis of baseline
data, NCA will identify futureperformancegoals.

Office of Inspector General (Ol G)
Audits

The Ol G continued itsassessment of theaccuracy
and reliability of VA'skey performance measures
in accordance with the Government Performance
and Results Act. During FY 2001, we continued
an assessment of the Chronic Disease Care Index
(CDCI) and Prevention Index (PI), and initiated
an audit of the Vocational Rehabilitation and
Employment Rehabilitation Rate. The OIG
assessed the procedures used by VHA to compute
the CDCI and PI indices during FY 2000 and
demonstrated that thesewere adequate. During FY
2001, webegan areview of theappropriate source
documentsto determine the validity of data used
in computing the CDCI and PI. Thisaudit will be
completed during FY 2002.

To date, the OIG has completed audits of six key
measures, and we plan to conduct several others
inthenear future. Wewill confer with programand
other key officialsduring the second quarter of FY
2002 to determine which key measures should be
the next ones to audit.
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Eachyear, VA'sOfficeof Inspector General (OIG)
and the General Accounting Office (GAO)
separately identify what they consider to be the
major performance and accountability challenges
facing the Department. This section of the
performance report presents each of these
challenges and outlines what steps VA has taken
to resolve them.

Major Management Challenges
|dentified by VA's Office of I nspector
General

Thefollowingisanupdate prepared by VA'sOffice
of Inspector General (Ol G) summarizing themost
serious management problems facing VA, and
assessing the Department'sprogressin addressing
them. Although VA does not have specific
guantifiable goals and performance measuresin
placeto help resolvetheseissues, the Department
doeshavecorrectiveaction plansinvariousstages
of implementation. Progresswill bemonitored until
each management challengehasbeen successfully
addressed. Department officials have stated their
agreement with the conditions the OI G reported.
(On these pages, thewords "we" and "our" refers
tothe OIG.)

1. Health Care Quality Management and
Patient Safety

Of themany challengesfacing VA, oneof themost
serious, and potentially volatile, is the need to
maintain a highly effective health care quality
management program. Theissuesthat punctuatethe
importanceof thischallengeare VA'sneedtoensure
the high quality of veterans health care and patient
safety, and to demonstrate to Department overseers
that VA hedlth care programs are effective.

Oneexampleof aparticularly difficult and complex
undertaking is the need to provide safe, high-
quality, patient careinanenvironment that israpidly
evolving from the traditional specialty-based
inpatient care to an ambulatory care/outpatient
primary care setting. Increasing reliance on
treatment in ambul atory care settingscanincrease
opportunities for clinicians to make errors in
treating patients and increase the risk of patients
receiving uncoordinated care among various
outpatient disciplines. While patients are less
vulnerable to hospital-acquired pathogens when
they receive care in the ambulatory setting, they
are increasingly vulnerable to incurring other
medical treatment errorsand threatstotheir safety
such asmissed diagnoses, inappropriatetreatments,
prescription errors, and failure to follow up. The
health careindustry, including the VeteransHealth
Administration (VHA), needs to identify and
correct these kinds of system problems,

A fully functional quality management program
should be able to monitor patients' care to ensure
their safety and to safeguard, totheextent possible,
against the occurrence of inadvertent adverse
events, undetected misdiagnoses, failure to treat
through uncoordinated care, etc. Thesetypesof risk
management functions are intended to assure
patientsthat they will becared forinamanner that
promotes their maximum safety while providing
them with optimal medical treatment.

In recent years, VHA has not provided consistent
clinical quality management leadershipat all levels
of the organization. This is due in part to the
devolution of management authority from VHA
Central Office to the Veterans Integrated Service
Network (VISN) andindividua VA medical center
(VAMC) levels, coupled withresourcereductions
associated with the Veterans Equitable Resource
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Allocation model. In 2000, following an OIG
review, VHA managers agreed to develop
functional descriptions, which would help ensure
the consistency of staffing patterns in VAMCs
quality management departments throughout the
country. Whilenotwo VAMC quality management
departments may focuson similar clinical quality
issues in the same way, the VHA quality
management system may beginto operateinamore
consistent manner if thefunctional guidelinesare
followed. However, functional and resource
disparities continue to impede the Department's
ability toidentify or measuretheextent of possibly
widespread unsatisfactory clinical practices, and
to devise procedures to correct or eliminate such
problems.

VHA'sNational Center for Patient Safety (NCPS)
training on the principles of root-cause analysis,
which responded to past OIG recommendations,
continuesandiswell received by VHA employees.
NCPS'sfocuson patient safety and resolving long-
standing patient vulnerabilities has helped make
VHA medical facilitiesasafer environment for their
patients.

Current Status: Although VHA managers
are vigorously addressing the Department's risk
management and patient safety proceduresin an
effort to strengthen patients confidencewhilethey
are under VA care, system issues remain. In
addition, concerns exist for the care VA provides
veteransin the private sector, e.g., on acontract or
fee basis. Patient safety in these settings needs
additional quality management attention. For
example, patients, their family members, and
membersof Congressare concerned about patient
safety and the quality of care provided in VA
contract nursing homes. During our Combined
Assessment Program (CAP) reviews! , we found
that VA contract nursing home inspections were
not sufficient to ensure that patient safety and
quality of care were equal to that provided in VA

nursing homes. Also, in January 1994, the OIG
issued areport titled VHA Activities for Assuring
Quality Carefor Veteransin Community Nursing
Homes(Report No. 4R3-A 28-016) that recommended
VHA develop standardized community nursing
home inspection procedures and criteria for
approving homesfor participationintheprogram.
VHA hasnotimplemented the Ol G recommendations
made in the 1994 OIG report. In addition, the U.S.
Genera Accounting Office (GAO) issued areport
inJuly 2001 that had similar recommendations. We
arereviewingtheneedfor additional Ol G oversight
of VHA'sinspections and patient saf ety measures
for veterans carein contract nursing homes.

VHA is also responsible for overseeing and
eva uating careprovidedtoveteransin stateveterans
homes. In January 1999, the OIG issued a report
titled Evaluation of VHA's Sate \Veeterans Home
Inspection Process(Report No. 9HI-A06-014) that
indicated state veterans home inspections
frequently did not adhere to VHA guidelines
because employees did not understand their
responsi bilities. VHA hasnotimplementedthe OIG
recommendationthat it expeditiously concludeits
revision and update of the state veterans home
policies and procedures included in the annual
inspection guidance issued to VAMCs.

The OIG conducted a nationwide assessment of
VHA's policies and practices for evaluating and
managing violent and potentially violent psychiatric
patients. Our March 1996 report titled Evaluation
of VHA's Policies and Practices for Managing
Violent and Potentially Violent Psychiatric Patients
(Report No. 6HI-A28-038) recommended that
VHA managersexplorenetwork flagging systems
that would ensure employees at all VAMCs are
alerted when patientswho haveahistory of violence

! Through this program, auditors, investigators, and health
care inspectors collaborate to assess key operations and
programsat VA health care systemsand VA regional offices
on acyclical basis.
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arrive at a medical center for treatment. VHA
concurred that VI SN-level/national databasesare
needed to support information sharing; however,
this recommendation has not been implemented.

Another key patient saf ety and quality management
concern is that the credentials and background
assessment systemfor al patient careprovidersVA
uses, whether VA-paid or not, isnot consistent. This
places veterans at risk if they receive care from a
VA contract or part-time provider on a fee basis
who may havean adverseclinical practice history
unknown to VA or the patient. The OIG remains
committed to reviewing theissue of credentialsof
non-VA providers who treat veterans.

TheOlGisfocusing on other areas of patient care
that are vulnerable to system problems.
Specifically, inadditiontofocusing on patient care
and safety issuesin VHA contract nursing homes,
wearefocusing on pain management, clinicwaiting
times, homemaker/home health services, primary
carefor patientsintheareaof menta health, VAMC
sanitation and cleanliness, and patient satisfaction
aspart of our CAPreviews. Wearea soreviewing
quality and access-to-care issues in VHA's
community-based outpatient clinics.

VA's Program Response

VHA continues to make significant, nationally
recognized progressin its national patient safety/
risk management initiatives. Concerns still exist
inoversight of careprovidedto veteransin contract
nursing homes. VHA is currently making final
revisions on a comprehensive draft directive,
Community Nursing Home Evaluation and
Monitoring. Plans are also underway to establish
annual review protocolsandfollow-uptrainingfor
VA staff who conduct nursing home inspections.
Progress is also being made to revitalizing the
information system that monitors facility
compliancewith theannual review of community

nursing homes. A new report isdesigned to monitor
compliance with the monthly visit standard.

VHA continues to finalize actions to address the
one remaining Ol G recommendation on the state
veterans home inspection process, involving
revision and update of the policiesand procedures
included in theannual inspection guidanceissued
to VA medical centersof jurisdiction. Completion
of this task involves multiple associated steps.
Guidelinesfor state nursing home care standards
have been drafted into atraining document. They
arebeingusedto"test” theguideline. Thedirective
for the State Nursing Home Care Program will be
based onthefinal statenursinghomecareregulation
and will have to be reviewed and approved by
General Counsel. Thefinal directivefor every level
of care will be held until all regulations (State
Nursing HomeCare, State Adult Day Health Care,
StateHomeDomiciliary Care, StateHomeHospital
Care) are final. Recommendation will be
implemented in FY 2002.

VHA continuestofinalizeacomputerized advisory
directivetoreflect theapproach that isbeing taken
to initiate a computerized system of flagging
repetitively dangerouspatients. Aninitial directive
has been reviewed by the General Counsel, and
Mental Health program officialsand the Office of
Information continuewith project design. Thefinal
product may be available for implementation in
January 2004.

VA'ssystemfor credentialing health careproviders,
VetPro, is fully operational, secure and state-of-
the-art. VA'sUnder Secretary for Health recently
received thehighest Public Health Service'saward,
the Surgeon General'sMedallion, for hisleadership
inimplementingthissystem. VetProisanelectronic
data bank that ensures health care professionals
haveappropriatedegreesandlicenses. Streamlining
of the system will continue.
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2. Resource Allocation

INn 1997, Congressrequired VA to addressresource
inequities nationwide. Public Law 104-204
mandated that VA develop a plan to improve
distribution of resources and ensure veterans
equitable access to care across the United States.
Asaresult, VA now uses the Veterans Equitable
Resource Allocation (VERA) system.

PriortoFY 1997, VA usedthreedifferent resource
allocation systems.? They were designed to
improve certain functions of each preceding
funding allocation system. VAMCs received and
managed their own budgets, and annual incremental
increases were based on prior year allocations.
Fundsall ocated through each of these systemswere
based on historic funding imbalances which
perpetuated inequitableal locationsof resourcesand
unequal accessto care. Theinequitiesthat resulted
were caused by a shift in the veteran population
demographics without an accompanying shift in
resource allocations.

VA developed the current VERA system in
response to the legislative mandate and began
system implementation in FY 1997. VERA isa
capitation-based allocation methodology that
moves funds among the VISNs based on patient
workload. In FY 2001, $17.7 billion (88 percent
of medical careresources) wasdistributedto VISNs
usingtheV ERA system. Thesystem providessome
incentives for achieving cost efficiencies and
serving more veterans. VISNsS maintain
responsibility for alocating resources among the
facilitiesin their prescribed geographic areas.

In 1986, Congress requested that VA develop the
Decision Support System (DSS), an automated
information system. The purpose of DSS was to
provideaccuratetracking of resourceexpenditures
on a near real-time basis, allowing managers to
makemoreinformed and more proactivedecisions.

Despite the great potential of DSS, VHA has
encountered problemsimplementing and using it
in decision-making.

TheOI G published areport titled Audit of Veterans
Health Administration Decision Support System
Sandardization (Report No. 9R4-A19-075) in
March 1999. This report discussed the fact that
despite significant expenditures for the
development and implementation of DSS, not all
VHA facilitiesimplemented and used DSSinthe
same way. In addition, the report discussed
resistance to DSS on the part of many VHA
managers. Asaresult, datawere not homogenous
acrossVHA facilitiesand programs, and DSScould
not beusedto provideaccuratetracking of resource
expendituresnor relied uponfor decision-making.
In March 2001, the OIG closed the DSS report
recommendationsafter VHA published adirective
on DSS.

In July 1999, the OIG issued a report titled
Evaluation of VHA Radiology and Nuclear
MedicineActivities(Report No. 9R4-A 02-133) that
found staffing disparities existed anong medical
centers with comparable workloads, and most
Radiology and Nuclear M edicine Servicesdid not
apply staffing guidelines, or therewasdisparity in
the guidelines that were used. We recommended
that VHA take action to standardize staffing
guidelines for Radiology and Nuclear Medicine
Services.

The GAO alsoissuedreportsin 1997 and 1998 that
found responsibility for generating data and
reporting resultsisfragmentedin VA'ssystem. VA
managers did not have timely, comparable, and
comprehensive information needed to monitor
changesin accessto care. GAO reported that VA
Central Officehad not provided criteriaor guidance
for improving the equity of resource allocations
to facilities and that VA did not review Network
allocation methodsor resultsto determinewhether

2 The other three were: (A) prior to 1985 — Incremental Funding, (B) 1984-1985 — Resource Allocation Model, and (C) 1984-1997 — Resource Planning and

Management model.
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allocations within each Network were made
equitably.

Current Status: TheOIGiscontinuing to
assess the Department's allocation of resources.
Currently, we are reviewing the management of
nurse resources to determineif sufficient staffing
resourcesareallocated and properly distributedto
provide optimum patient care.

A review of historical VERA allocation data and
resultsof arecent Ol G managementreviewinVISN
8 show that thereare problemswiththeway VERA
allocates funds. Over thelast 5 years, VERA has
resulted in the shifting of significant amounts of
resources to VISNSs that were previously under-
funded. However, resourceallocationissuesremain
unresolved. In August 2001, the Ol Gissued areport
titled Audit of Availability of Healthcare Services
in the Florida/Puerto Rico Veterans Integrated
ServiceNetwork 8 (Report No. 99-00057-55). The
report recommended that theV ERA model include
Priority group 7 veterans (the majority of whom
arecurrently excluded) so that the total number of
veterans enrolled and treated is appropriately
considered in funding decisions.

Our CAP reviews from 1999 through 2001 also
identified uneven implementation levels and
inconsistent utilization of DSS. CAPreviewshave
identified numerous examples where there was a
need to realign staffing and resources to correct
identified resource deficiencies. We concluded
from CAP reviews that VHA needs to more
aggressively assess changing health care system
resource needsand direct V1SN resourcestothose
facilities experiencing shortages.

In July 2001, DSS program officials provided
information that showed DSS was 96 percent
standardized. However, VHA officialscontinueto
encounter difficulty convincing some facility and
VISN managers to incorporate DSS into their

management processes. Asaresult, DSSisstill not
a completely effective management tool for
monitoring and analyzing resourceallocation at any
level in VHA. We found that some facilities had
completely implemented DSS and used it to a
pronounced degree in decision-making. Other
facilitiesignored DSS, and management at those
facilities believed DSS datawas unreliable. Asa
result, resource allocation is considered a
significant management challenge in the
Department.

VHA hasnotimplementedthe Ol G recommendation
made in the July 1999 report to standardize staffing
guidelines for Radiology and Nuclear Medicine
Services.

VA's Program Response

VHA hasadequately respondedtorecommendations
inthe OI G reportson the Decision Support System
and the VERA allocation system and no further
reporting isrequired. A final decision has not yet
been made about the extent of inclusion of Priority
7 veterans, thelowest priority intheVERA funding
distribution. OIG has been provided with a draft
of the VHA study on utilization of a variable
geographic means test, one option that is being
considered. L egislation addressing application of
the geographic meanstest iscurrently pending. If
passed, the legislation will directly impact
eligibility statusof many veterans, including those
now inthePriority 7 category. Such considerations
will beinherentinVHA'sfinal determination about
thescopeof VERA inclusion of Priority 7 veterans.

The proposed directive on Diagnostic Radiology
Staffing hasbeen completed, aswell asahandbook
on Nuclear Medicine and Radiation Safety.
Deliberations continue and afinal decisiononthe
directive has not yet been made.
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3. Compensation and Pension (C&P)
Timeliness, Quality, and | nappropriate
Benefit Payments

Timeliness and Quality

For the past quarter century, the Veterans Benefits
Administration (VBA) has struggled with
timelinessof claimsprocessing; it continuestoface
alargebacklog and takesan unacceptably longtime
toprocessclaims. Asof September 30, 2001, VBA
reported aninventory of morethan 532,000 cases.
InFY 2001, VBA reported that C& Prating-rel ated
actions took an average of 181 days to process.

In December 1997, the OIG issued areport titled
Summary Report on VA Claims Processing | ssues
(Report No. 8D2-B01-001) which identified
opportunities for improving the timeliness and
quality of claims processing and veterans overall
satisfaction with VA claims services. In our
September 1998 report titled Audit of Data I ntegrity
for Veterans Claims Processing Performance
Measures Used for Reports Required by the
Gover nment Performanceand Results Act (Report
No. 8R5-B01-147) and our October 1998 report
titled Accuracy of Data Used to Measure Claims
Processing Timeliness(Report No. 9R5-B01-005),
we reported that three key C&P timeliness
measures|ackedintegrity andthat actua timeliness
was well above reported timeliness.

Current Status: TheSecretary created anew
Claims Processing Task Force in May 2001 to
propose measures and actions to increase the
efficiency and productivity of VBA operations,
shrink thebacklog of claims, reducethetimeit takes
to decide a clam, and improve the validity and
acceptability of decisions. A report on the Task
Force'sfindingsand recommendationswasissued.
Two major types of claims— claimsthat are older
than 1 year and claimsthat arecaught intheappeals-

remand cycle—troubledthe Task Force. Asaresult,
the Task Forcerecommended creatingaTiger Team
empoweredto cut redtapein order toresolveclaims
affecting aging veterans. Thisinitiativeisexpected
to makeamajor impact onthemost difficult claims
and should reduce the average processing time.
Until VA can redesign the appeals and remand
process, the Task Force also recommended to the
Secretary that each VA regional office (VARO)
establish, asapriority, aspecialized teamto manage
and process appeals and remand actions locally.

The Task Forcereported the appeal s processtoday
isill suited to serve veterans or VA, and made
several recommendationstargeted atimprovingthe
timeliness of appeals processing. These include:
(i) requiretheBoard of Veterans A ppeal stodevelop
and processthe current workload of appeal srather
thanissuing remands, (ii) establish appealsclaims
processing teams, (iii) improve record recovery
fromthe VA RecordsM anagement Center, and (iv)
maintain or increase competitive outsourcing of
medical examinations. InApril 2001, the Secretary
also directed the Board of Veterans' Appeals to
reducethetimeveteranshavetowait for appellate
decisions. VA needs a better system to manage

appeals.

Additional actions taken to improve claims
processing timelinessinclude the devel opment of
compensation program outcome statements that
reflect the views of key stakeholders. Efforts are
currently under way to develop outcome
performance measures that support each of the
outcomestatements. Similar effortsare underway
for the pension program. New initiatives for FY
2002 include: development of an on-line
application system for C& P benefits; expansion
of claims development effortsfor service persons
awaiting discharge; development of the Personnel
Information Exchange System to include all
military records centers; implementation of
paperless technologies to allow the processing of
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claimsinafully e ectronicenvironment; centralized
C& Ptraining programs; and changestoregulations
to permit oral evidencegathering. Actionsarealso
underway to improve the ongoing quality,
timeliness, and cost of VHA C&P medical
examinations. The OIG plans to continue
conducting CAP reviews at VAROs and plansto
summarize program findingsin FY 2002.

| nappropriate Benefit Payments

VBA needsto devel op and implement an effective
method of identifying inappropriate benefit
payments. Recent OIG audits found that the
appropriateness of VBA payments has not been
adequately addressed.

Paymentsto I ncarcerated Veterans

In February 1999, the OI G published areport
titled Evaluation of Benefit Payments to
Incarcerated Veterans (Report No. 9R3-B01-
031). Thereview foundthat VBA officialsdid
notimplement asystematic approachtoidentify
incarcerated veterans, and adjust their benefits
as required by Public Law 96-385. The
evaluation included areview of 527 veterans
randomly sampled from the population of
veterans incarcerated in 6 states. Results
showed that VAROs had not adjusted benefits
in over 72 percent of the cases requiring
adjustments, resulting in overpaymentstotaling
$2 million. Projecting the sample results
nationwide, we estimated that about 13,700
incarcerated veterans had been, or will be,
overpaid by about $100 million. Additional
overpayments totaling about $70 million will
be made over the next 4 years to newly
incarcerated veterans and dependentsif VBA
does not establish a systematic method to
identify these incarcerated veterans.

Our July 1986 report titled Benefit Payments
tolIncarcerated ieterans(Report No. 6R3-B01-
110) alsofoundthat controlswerenot in place
to cut off benefitsto veterans when they were
incarcerated. That report recommended that a
systematic approach be applied; however,
actions were not taken to implement the
recommendations in the 1986 report.

Current Status: VBA hasimplemented
oneof four recommendationsfromthe February
1999 OIG report. The recommendations that
VBA: (i) identify and adjust the benefits of
incarcerated veterans and dependents, (ii)
establish and collect overpaymentsfor rel eased
veterans and dependents that did not have their
benefits adjusted, and (iii) establish amethod to
ensure VAROs process identified cases timely,
and properly adjust benefits, areunimplemented.

Benefit Overpayments Due to Unreported
Beneficiary Income

VBA'sIncome Verification Match (IVM) did
not effectively result in required benefit
payment adjustments and identification of
programfraud, thusIVM remainsasignificant
internal control and financial risk area. Our
November 2000 report titled Audit of Vieterans
Benefits Administration'sIncome Verification
Match Results(Report No. 99-00059-1) found
that opportunities exist for VBA to: (i)
sgnificantly increasetheefficiency, effectiveness,
and amount of potential overpayments that are
recovered, (i) better ensureprogramintegrity and
identificationof programfraud, and (iii) improve
delivery of servicesto beneficiaries.

Theaudit reported that the potential monetary
impact of the OI G findingsto the Department
was$806 million. Of thisamount, weestimated
potential overpayments of $773 million
associated with benefit claims that contained
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fraud indicators such as fictitious Social
Security numbers, or some other inaccurate
key dataelements. Theremaining $33million
wasrelated toinappropriatewaiver decisions,
failure to establish accounts receivable, and
other processinefficiencies. Weal so estimated
that $300 millioninbeneficiary overpayments
involving potential fraud had not beenreferred
to the OIG for investigation.

Current Status: VBA hasimplemented
seven of eight recommendations from the
November 2000 Ol Greport. Therecommendation
tocompletenecessary datavaidaionof beneficary
identifier information contained in C& P master
recordstoreducethenumber of unmatchedrecords
with the Socid Security Adminidration remans
unimplemented. This recommendation was a
repest recommendationfromour 199001l Greport.

Disability Compensation Benefitsfor Active
Military Reservists

In May 1997, the OIG conducted areview to
determine whether VBA procedures ensure
that disability compensation benefits paid to
active military reservists are offset from
training and drill pay asrequired by law. The
OIG report titled Review of Veeterans Benefits
Administration'sProceduresto Prevent Dual
Compensation (Report No. 7R1-B01-089)
identified that VBA had not offset VA
disability compensation to 90 percent of the
sampled active military reservists receiving
military reserve pay. We estimated that dual
compensation payments of $21 million were
made between FY 1993 and 1995 and, if the
condition was not corrected, annual dual
compensation payments, estimated at $8
million, would continue to be made. Dual
payments occurred because procedures
established between VA and the Department
of Defense (DoD) were not effective or were
not fully implemented.

Current Status: VBA has not
implemented therecommendationtofollow up
on FY 1993-1996 dual compensation casesto
ensure either VBA disability payments are
offset or DoD isinformed of the need to offset
reservists pay.

Benefit Overpayment Risks Dueto Internal
Control Weaknesses

In FY 1999, the Under Secretary for Benefits
asked for OIG assistance to help identify
internal control weaknessesthat might facilitate
or contributetofraudinVBA'sC& Pprogram.
Therequest followed the discovery that three
VBA employeeshad embezzled over $1 million
by exploiting internal control weaknesses in
the C&P program. Our vulnerability
assessment identified 18 categories of
vulnerability involving numerous technical,
procedural, and policy issues. The Under
Secretary for Benefitsagreedtoinitiate actions
to address the weaknesses identified.

Totest theexistenceof thecontrol weaknesses
identified in the vulnerability assessment, we
conducted an audit at the VARO in St.
Petersburg, FL. That VARO was selected for
review becauseit wasoneof the Department's
largest VAROSs, accounting for 6 percent of
C& Pworkload and wasthelocation wheretwo
of threeknown fraudstook place. TheJuly 2000
report titled Audit of the Compensation and
Pension Program's Internal Controls at VA
Regional Office . Petersburg, FL (Report No.
99-00169-97) confirmedthat 16 of 18 categories
of vulnerability reported in our vulnerability
assessment were present at the VARO.
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Current Status: Thereisan ongoing
criminal investigation at the VARO in Atlanta,
GA, where an estimated $11 million in
fraudulent benefits were processed. At the
request of the Secretary, the |G agreed to
conduct areview of all onetime C& Ppayments,
valued at $25,000 or more, made since 1995,
to determineif the payments were valid. The
OIGwill also conduct CAPreviewsat selected
VAROsto assessinternal control weaknesses
previously identified in our vulnerability
assessment along with reviewing other related
claims processing issues.

VBA agreed to addressthe 18 internal control
weaknesses identified in the vulnerability
assessment and the 15 multi-part
recommendations identified in the St.
Petersburg audit. Implementation action on
theserecommendationsiscurrently inprogress.

VA's Program Response
Timeliness and Quality

VBA established five teams to address the mgjor
recommendationsinthereportissued by theClaims
Processing Task Force. The reports from all the
teamshave been completed and arebeing reviewed
by senior management. VBA has taken action on
many of the recommendations, and the Secretary
was briefed in late December 2001.

In addition, aworking unit comprised of six VBA
employees and five Board of Veterans' Appeals
(BVA) employeeshasbeen established. The BVA
employees are currently receiving training on
VBA's evidence-gathering process and systems.
Previously, BVA would refer all remand actions
to the field stations for completion. The current
agreement betweenVBA and BVA statesthat BVA

employeeswill now processremand actionsinstead
of referring the requests to the field stations. The
six VBA employees will make decisions and
generate payments on the appeals.

VBA has begun the process of centralizing work
processes. The Tiger Team, located in Cleveland,
OH, isfully operational at thistime. It has been
processing claimsfor veterans over the age of 70
who have been awaiting adecisionfor over 1year.

In addition, three Pension Maintenance Centers
have been established and have begun processing
Eligibility Verification Reports. They areexpected
to begin processing matching programs in April
2002. Trainingiscurrently underway inal threesites.

I nappropriate Benefit Payments
Payments to I ncarcerated Veterans
Federal Prisons

Since April 1998, VA hasbeen receiving files
from the Federal Bureau of Prisons (BOP)
identifying VA beneficiaries who are
incarcerated by BOP. Every month VA receives
afileof accessionstothe BOP population. That
file is matched with the file of C& P master
recordson Social Security Numbers(SSN). If
there is a match, a worksheet and listing are
generated to the VA regional office of
jurisdiction for appropriate action. The BOP
match is working very well with a low
percentageof bad hits. However, thematchwill
fail if the BOP has the wrong SSN for the
prisoner or if VA hasthewrong or no SSN for
the VA beneficiary.

State & Local Prisons

VA entered intoaMemorandum of Understanding
(MOU) with the Socid Security Administration
(SSA) to get accessto SSA'sfileof individuals
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incarcerated by state and local governments.
In March 2001, VA received a test file from
SSA. Based on the output, it was necessary to
refinecriteriafor thematch. VBA hasprepared
aProject Initiation Request (PIR) tomodify the
programming necessary to conduct the match.
It is anticipated that the match will be run on
or about April 30, 2002.

Weareunableat thistimeto estimatewhenwe
will release output from the state/local prisoner
match to regional offices. We expect that the
results of the next test run will be received by
May 23, 2002. If the results do not reveal
significant problemswith thematch, VBA will
start releasing output to field stationswithin 60
days of the test.

The establishment and collection of
overpayments for released veterans and
dependents after the beneficiary was
incarcerated by stateor local governmentswho
did not have their benefits adjusted were
contingent upon VA getting acceptabl e output
from the match with SSA.

Benefit Overpayments Due to Unreported
Beneficiary Income

Inorder toimplement thefinal recommendeation,
the Social Security Administration (SSA)
recommended that VA use the "no surname
match" routine in its State Verification and
Exchange System (SVES) to more accurately
conduct Socia Security number verification.
Using this routine, SSA will verify a payee's
SSN if the SSN and dateof birthandfirstinitial
of thefirst namematchin VA and SSA records.
If these elements do not match, the case will
beidentified asunverified. Theindividual'ssex
and last name will no longer be considered in
determining whether thereisamatch. A PIR
tomodify theprogramming isbeing prepared.
Theintent of program changesisto get accurate

SSNsinto the system so we can better match
datafor thelncome Verification Matchand all
other matches. It isnot possibleto provide an
estimated date of installation until the PIR has
been evaluated at the Hines Benefits Delivery
Center (BDC), but we expect that it will be
operational before the end of FY 2002.

Disability Compensation Benefitsfor Active
Military Reservists

Allegations of problems with drill pay files
from DoD date back to 1989 when VA
attempted to move from annual waiversto a
onetimewaiver. After ahiatusof several years
when no computer matching agreement was
in place to support the match, VA and the
Defense Manpower Data Center (DMDC)
started matching againin1999. TheBDC sent
afile of 2,660,266 active C& P records to
DMDC to be matched for reservist drill days.
On June 23, 1999, thereturn filewasreceived
fromthe DMDC with 56,884 matchescovering
fiscal years 1993-1998.

Because of concerns about the accuracy of
DMDCfiles, VBA decidedtotest theaccuracy
of thedataby doing alimited mailingto selected
test stations. On January 26, 2000, Hines
released fiscal year 1999 drill pay casesfrom
four regional offices. A total of 751 waiver
formswererel eased. However, review of copies
of thewaiver formsuncovered anomaliesinthe
reported training days for reservists. Work to
resolvethisissueisongoing, andrel ease of the
national review datawill be doneassoonasa
solution is deployed.

VA received aletter dated June 13, 2001, from
DMDC in which the Director explained that
the Defense Finance and Accounting Service
(DFAYS) office in Denver discovered an error
in its reporting of drill information to the
DMDC affecting Army, Navy, and Air Force
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pay data. Thelargemajority of reservistsserved
inthesebranchesof themilitary. DMDCreports
that Denver DFAS is unable to provide
corrected submissions for drill data prior to
April 2001. Hines currently hasthe FY 2001
drill pay file from DMDC, and it will be run
before the end of FY 2002.

4. Government Performance and Results
Act (GPRA) - Data Validity

Successful implementation of GPRA, including
performance-based budgeting, requires that
information be accurate and complete. At the
request of the Assistant Secretary for Policy and
Planning, we initiated a series of audits to assess
the quality of data used to compute the
Department'skey performancemeasures. TheOIG
has completed work on the following six
performance measures:®

[0 Average daysto complete original disability
compensation claims — 34 percent of the
records reviewed contained inaccurate or
misleading data.

[0  Average daysto complete original disability
pension claims — 32 percent of the records
reviewed contained inaccurate or misleading
data.

[0 Average days to complete reopened
compensation claims — This number of
reopened claims was inflated by 18 percent.
Of therecordsreviewed, 53 percent contained
inaccurate or misleading data.

[0 Percent of the veteran population served by
the existence of a burial option within a
reasonabledistanceof placeof residence—VA
could not recreate popul ation projectionsused
to calculate this measurement because
essential data no longer existed.

[0  Foreclosureavoidancethrough servicingratio
— TheOlIG wasunableto attest totheaccuracy
of the reported ratio because VBA did not
maintain necessary documentation.

[0 UniquePatients—VHA overstated thenumber
of unique patients by 7 percent.

Deficiencieswereidentified in each performance
measureaudited. VBA, VHA, and NCA havetaken
action to correct the deficiencies and have
implemented all therecommendationsinthe OIG
reports related to these deficiencies.

VA hasmadeprogressinimplementing GPRA, but
additional improvement is needed to ensure that
stakehol dershave useful and accurate performance
data. Management officials continue to refine
performance measures and procedures for
compiling data. Performance data are receiving
greater scrutiny within the Department, and
procedures are being developed to enhance data
vaidation. However, wecontinuetofind significant
problems with data input, and departmentwide
weaknesses in information system security limit
our confidence in the quality of data output.

Current Status: TheOfficeof the Assistant
Secretary for Management has identified the
following management challengesto the successful
implementation of GPRA.

[0 Better alignment of budget accounts with
GPRA programs.

O Improvement of financia management systems
report structure and timeliness.

O Improvement of cross-cutting activities
between VA and DoD.

Audits of three key performance measures — the
VHA prevention index, the VHA chronic disease

% The three claims processing timeliness measures we audited have now been incorporated into a new key measure called

average days to process rating-related actions.
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care index, and the accuracy of the VBA veteran
rehabilitation rate — are in process.

5. Security of Systems and Data

VA faces significant challenges in addressing
federal information security program requirements
and establishing a comprehensive integrated VA
security program while homeland security risks
continueto escalate. | nformation security iscritical
to ensure the confidentially, integrity, and
availability of VA data and the assets required to
support the delivery of health care and benefitsto
theNation'sveterans. VA providesmedica services
at over 1,150 sites, abenefits delivery network of
57 VAROs, aburial systeminvolving 119 national
cemeteries, maintains 3 major data processing
centers, and providesother Departmental functions.
VA ishighly dependent on automated information
systems to support its mission to deliver services
to our Nation's veterans.

Thethree VA administrations stovepipeoperations
have not adopted standard hardware and software
integration, which contributes to security
vulnerabilitiesinthe Department. Decentralization
of information technol ogy and lack of management
oversight at all levels have also contributed to
inefficient practices and to weaknesses in
safeguarding electronic information and physical
security of assets.

Previous OIG audit reports have identified
weaknessesininformation security throughout VA.
With passage of the Government Information
Security Reform Act (GISRA) as part of the FY
2000 Defense Authorization bill, the OIG is
required to complete an independent assessment
of VA's compliance with the Act. Limited
information had been devel oped by VA onexisting
information security vulnerabilitiesthat could be
analyzed to establish a baseline on the adequacy
of VA'sinformation security. Therefore, the OIG

performed vulnerability assessments and
penetration tests of selected segments of the
Department's el ectronic network of operationsto
identify vulnerabilitiesthat place sensitive dataat
risk of unauthorized disclosure and use.

Current Status: Our October 2001 report,
titled Audit of the Department of \eterans Affairs
Information Security Program (Report No. 00-
02797-001), found that weaknessesexist and, asa
result, require the continuing designation of
information security as a Department material
weakness area under the Federal Managers'
Financial Integrity Act. VA systemscontinueto be
vulnerable to unauthorized access and misuse of
sensitive automated information and data. The
Department has started efforts to correct these
weaknessesand work toward compliancewiththe
GISRA requirements; however, results of the
recently completed GISRA audit identified
significant information security vulnerabilitiesthat
continue to place the Department at risk of:

0 Denidl of service attacks on mission-critical
systems.

00 Disruption of mission-critical systems.

0  Unauthorized accessto and disclosure of data
subject to Privacy Act protectionand sensitive
financial data.

In addition, the following key issues were
identified:

[0 VA hasestablished comprehensiveinformation
security policies, procedures, and guidelines,
but implementation and compliance have been
inconsistent.

0 VA has been slow to implement a risk
management framework. As a result, VA does
not comply with GISRA; Officeof Management
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and Budget (OMB) Circular A- 130, Appendix
[11; and Presidential DecisonDirective63 security
requirements.

[0 Penetrationtestsverifiedthat VA systemscould
beexploited to gain accessto sensitiveveteran
benefit and health care information.

Results of our September 30, 2000 consolidated
financia statements audit have also continued to
identify information security weakness. Thisreport
titled Audit of the Department of Vieterans Affairs
Consolidated Financial Statements For Fiscal
Years 2000 and 1999 (Report No. 00-01702-50)
found management oversight and control
weaknessescontinueto beproblemsinthesecurity
of sensitive information. The newly confirmed
Chief Information Officer/Assistant Secretary for
Information and Technology has taken an
aggressive approach to correcting identified
weaknesses and hardening the security of the
Department's el ectronic information.

VA's Program Response

TheOIG, the General Accounting Office, and VA
security staff members have, for the past several
years, reported on coredeficienciesexistinginthe
Department's segmented information security
programs. Although some identified weaknesses
were the result of insufficient funding being
available to upgrade IT assets to more secure
hardware and software configurations, most
deficiencies were attributed to the lack of
centralized security management, oversight, and
control. During the past year, a number of
aggressive actions have been initiated to develop
a comprehensive, departmentwide security
program targeted toward enhancing VA's overall
I'T security posture, including ensuring compliance
with related OMB and Congressional directives.

Thisyear, the Secretary realigned departmentwide
IT security responsibilities under a single focal
point. The Chief Information Officer (ClIO) has
been vested with authority to provideguidanceand
direction for all IT technical and security issues.
The CIO manages the Department's security
program through the newly established Office of
Cyber Security (OCS). Theofficeisserving asthe
focal point for leveraging existing resources and
implementing security initiativesonaglobal basis
within the Department.

During the past year, IT security has received
priority attentionat all Department levels. Thefocus
onsecurity hasbeenrevitalizedin VA'sInformation
Technology Board through establishment of a
Cyber Security Subcommitteetoidentify areas of
concern, coordinate policy issues, and share
concepts for related best practices. Successesin
FY 2001 include:

[ Remote penetration testing has been conducted
to support the Department's commitment to
conduct active compliance monitoring and
identificationof continuing security weaknesses.

[0 Intrusion detection systems have been fielded
at anumber of locations within the Veterans
Health Administration and the Veterans
Benefits Administration as a precursor to
implementing global intrusion detection
capability.

[0 The VA Computer Incident Response
Capability hasbeen expanded to operateon a
24/7 basis to coordinate data on threat and
vulnerability issues, cyber security incidents,
and appropriate countermeasures.

[0 A departmentwide anti-virus regime is
currently being deployed to better prevent and
contain virusoutbreaksthat continueto occur
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in VA, disrupt services and divert the efforts
of technical staff.

In addition to these initiatives, the CIO initiated
the first-ever departmentwide cyber security
program review. Thisreview coincided with VA's
implementation of provisions of the Government
Information SystemsReform Act (GISRA). During
thereview, asalf-assessment survey containing 247
security-related elements was completed by
respectivel T and security staffsprovidinglogistical
support for each of VA's 995 systems and major
applications.

As expected, the results of the GISRA self-
assessment survey confirmed the lack of security
management for IT assets. Overall, less than 70
percent of VA systemsand major applicationshad
effectively implemented IT security controlsin
such areasas segregation of duties, accesscontrols,
and entity-wide security program planning and
management. Evenfor those systemsreporting that
controls were in place, there was almost no
independent validation to ensure compliancewith
previously established security procedures.
Correspondingly, many of the deficiencies
identifiedinthe surveyswerecitedin prior audits,
and had not been adequately remedied. Although
this processidentified deficienciesin great detail,
it was used as an effective management tool to
identify and address the underlying lack of line
management accountability, a contributing factor
to VA's current security weaknesses.

Upon receipt of the Department's first GISRA
Report, OM B commentedinaNovember 16, 2001,
memorandumtothe Secretary, "OnI T security, the
ClO'ssecurity report isclear, coherent and shows
that a comprehensive Department-level security
programisdevel oped and hasbegun. Itisnot clear
how the Department-level program will be
implemented at lower level. Specifically, it does
not describe how the approach will correct the

security issues that have long plagued the operating
adminidrations i.e,theVeteransHedthAdminidration
and the Veterans Benefits Adminigration.”

The momentum for change established this year
will becarriedforward. The ClO'snear-termfocus
isto build upon current initiatives including:

[0 Preliminary intrusiondetection projectswill be
expanded to a departmentwide capability.

[0 Capabilities for compliance support and
independent validationfor GI SRA remediation
efforts will be established.

[0 Comprehensive policies for authentication,
certification, and accreditation will be
developed and implemented.

Thesuccessof currentinitiatives, futureinitiatives,
and the extensive direction and support provided
by the Secretary, the VA CIO, and Administration
ClOs, reaffirm that this program is one of VA's
highest priorities.

6. Federal Financial Management
I mprovement Act (FFMIA) and VA's
Consolidated Financial Statements(CFS)

The Chief Financial Officers Act of 1990,
Government Management Reform Act (GMRA)
of 1994, andimplementing OMB Bulletinsrequire
that VA'sconsolidated financial statements(CFS)
be audited annually by the OIG or the OIG's
representative. The agency CFS and related audit
reports are integral to the Governmentwide CFS
prepared by the Department of the Treasury and
audited by the GAO. VA'sFY 2000 CFS reported
assetstotaling $44 billion, liabilitiestotaling $583
billion, and net operating costs of $45 billion.

VA achieved unqualified CFSaudit opinionsin FY
2000 and FY 1999. VA has also demonstrated
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management commitment to addressing material
internal control weaknesses previously reported
and made significant improvements in financial
management. However, remaining material
weaknesses are still considered significant, such
as noncompliance with the Federal financial
management System requirements of the Federal
Financial Management Improvement Act
(FFMIA). Corrective actions needed to address
noncompliance with system requirements are
expectedtotakeseveral yearstocomplete. TheOIG
also reported other significant conditions
addressing the need for improving application
programming and operating system change
controls, businesscontinuity and disaster recovery
planning, and operational oversight.

Current Status

Integrated Financial Management System
Material Weakness

The material weakness concerning the
Department's financial management systems
underscores the importance that the Department
continue its efforts to acquire and implement a
replacement integrated corefinancial management
system. However, achieving the success of an
unqualified opinion currently requires a number
of manual compilationsand extraneous processes
that the financial management system should
perform. These processes require extraordinary
administrative efforts by Department program,
financial management, and audit staff. Asaresult,
the risk of materially misstating financial
informationishigh, consideringtheneedto perform
extensive manual compilations and extraneous
processes. Efforts are still needed to ensure
adequate accountability, and reliable, useful, and
timely information needs to be available to help
Department official smakewell-informed decisions
and judgments.

The February 2001 OIG CFS report noted
continuing difficulties related to the preparation,
processing, and analysis of financial information
to support the efficient and effective preparation
of VA's CFS. Examplescited by the CFSauditors
include:

[0 General ledgers for some smaller funds are
maintained outside the existing corefinancial
management system.

[0 Unreconciled differencesbetweenthegenera
ledgersand the Property M anagement System
subsidiary ledger exist.

[0 A significant number of manual adjustments
wereused during theyear-end closing process.

Information Technology Security Controls
Material Weakness

The Ol G reported thiscondition in the CFSreportsfor
FY 1997, 1998, and 1999 and made recommendations
for VA to implement a comprehensive security
program that would improve these controls. The
CFS auditors noted the following information
technology weaknesses:

[0 Inadequate security plans and security
administration.

[0 Improper access by programming staff.

[0 Inappropriateaccesscapabilitiesby application
programmers.

[0 Inadequate review, investigation, and
documentation of network accessexceptions.

[0 Physical access to computer rooms storing
production hardware by individuals with
incompatible duties.
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[0 Inconsistent anti-virussoftwareupgradesat all
locations and improper setup to alert
administrators to take prompt actions.

Thesize of VA programs and the large number of
systems that generate program and financial
information make correction of existing material
weaknesses very complex. VA is also dependent
on the receipt of funding through OMB and
Congress to implement corrective actions. The
target datefor completing correctiveactionsonthe
information technology security control
weaknessesis FY 2003, and corrective action on
financial management system deficienciesis FY
2004, whenimplementation of VA'scoreFinancial
and Logistics System (coreFLS) project is
scheduled for completion.

VA's Program Response

During the past year, the Department has directed
priority attention to remediating material
weaknessesin I T security controlsreported under
the Federal Financial Management |mprovement
Act (FFMIA). In August 2001, the Chief
Information Officer (CIO) initiated the first-ever
departmentwide cyber security program review.
Thisreview coincided with VA'simplementation
of the Government Information Systems Reform
Act (GISRA). A GISRA self-assessment survey
containing 247 security-related elements was
completed by respective security and IT staffs
providing logistical support for each of VA's 995
systems and major applications.

Theresults of the GISRA surveys were analyzed
under the six specific control categoriesidentified
in the General Accounting Office's Federal
Information System Controls Audit Manual
(FISCAM). The use of these FISCAM categories
was deemed particularly appropriate, since
FISCAM provides guidance for reviewing
information system control sthat affect theintegrity,

confidentiality, and availability of data. Theseare
the specific areas that require significant
improvement in order to remediate the FFMIA
material weakness.

7. Debt Management

Asof March 2001, debts owed to VA totaled over
$4billion. Debtsresult from homeloan guaranties,
direct home loans, life insurance loans, medical
carecost fund receivabl es, compensation, pension,
and educational benefits overpayments. Over the
last 4 years, the Ol G hasissued reports addressing
the Department's debt management activities. We
reported that the Department should be more
aggressive in collecting debts, improve debt
avoidance practices, and streamline and enhance
credit management and debt establishment
procedures. VA hasaddressed many of theconcerns
reported over thelast few years. However, our most
recent national and CFS audits and CAP reviews
continue to identify debt management issues.

There has been agreat deal of dialog and sharing
of information between the OIG and VA
management to assessthe current magnitudeof the
debt management issues. For example, VBA direct
home loans is considered a lender of last resort.
Consequently, if aborrower defaultsonaloan, few
resourcesareavailablefor VA to collect. However,
wefee thereareother debt management i ssuesthat
VA canimprove. Issuesidentified by the Ol Grelate
to: accounts receivable follow-up, timely
reconciliation, and billing process problems.

In March 1999, we conducted an evaluation of
VHA'sIncomeVerificationMatch (IVM) program
to: (i) follow up on the implementation of
recommendations made in a March 1996 OIG
report, and (ii) determine whether there were
opportunitiesfor VHA to conduct thel VM program
inamore efficient and cost effective manner. The
OIG report titled Evaluation of VHA's Income
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\frification Match Program(Report No. 9R1-G01-
054) foundthat VHA could increase opportunities
to enhance Medical Care Cost Fund (MCCF)
collectionsby $14 million, and put resourcesval ued
at $4 million to better use, by requiring VISN
directors to establish performance monitors for
meanstesting activities, and billing and collection
of programreferrals. Additionally, tofurther ensure
these monetary benefits are achieved, VHA
management needed to implement previous
recommendations, andtheVVHA Chief Information
Officer needed to increase oversight of the Health
Eligibility Center (HEC) activities. VHA also
needed to expedite action to centralize means
testing activities at the HEC.

Current Status: The Department has
performed cons derablework intheareaof thedebt
referral process with the Department of the
Treasury. VA hasreported it has met or exceeded
Department of the Treasury goals this year —
demonstrating a commitment to improving debt
management within the Department.

VHA hasnotimplemented 7 of 13recommendations
from the March 1999 OIG report on VHA'S IVM

program.

The OIG is currently conducting an audit to
determine VHA's success with MCCF and to
identify opportunities to enhance MCCF
recoveries. Preliminary audit results show that
previously reported conditions, including missed
billing opportunities, billing backlogs, and minimal
follow-up on accounts receivable, are still
continuing. Also, insuranceidentification procedures
needimprovement. Our July 1998 audit found M CCF
recoveries could beincreased significantly by more
actively managing MCCF program activities;
however, our follow-upindicatestherecommendations
were not effectively implemented.

VA's Program Response

VHA continues to implement the outstanding
recommendations for the report on the Income
Verification Match (IVM) program. The Health
Eligibility Center (HEC) has established
mechanismsto ensurethat 1V M conversion cases
arereferredtoall sitesof carefor appropriatebilling
action. HECisworkingwiththeVISNsto establish
performance standards that require staff involved
in the means test co-payment billing process to
administer IVM referral casesinatimely manner.
HEC also hasreporting capabilitiesthat will enable
staff at the medical facilities and Networks to
monitor and track billing and collection activities.
A directiveisbeing prepared for distributiontothe
Networks and facilities that describes the restart
of thel VM process, thenew reporting procedures,
and draft performance standards for field staff
involvedinrevenueactivitiesrelatedto VM means
test co-payment billing. Thetarget dateto resume
incomeverificationisApril 2002. Redesign of the
HEC database and implementation of a national
Centralized Renewal of Means Test continueto be
on an expedited schedule and are on target for
completion by October 2002.

Intermsof MCCF activities, VHA'srevenueoffice
continuesto spend considerabletimeand effort in
identifying opportunities to improve the revenue
process. The Revenue Improvement Plan
(addressing MCCF issues), completed in
September 2001, isacomprehensivedocument that
addresses all aspects of the revenue cycle. It
includes an overall improvement plan,
responsibilities and time frames for completion.
All of therecommendationsidentified by OlG are
addressed intheplan, asarerecommendationsthat
were made by reviews conducted by the Financial
and SystemsQuiality Assurance Service (FSQAS).
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8. Workers' Compensation Costs

The Federal Employees’ Compensation Act
(FECA) authorizes benefit payments to civilian
employees of the Federal Government for
disabilities or deaths resulting from injuries or
diseasesustained intheperformanceof their official
duties. Thebenefit paymentshavetwo components
— salary compensation payments and medical
treatment paymentsfor specific disabilities. Benefit
payments under FECA are made from the
Employees Compensation Fund administered by
the Department of Labor, Office of Workers'
Compensation Program (OWCP).

During the period July 1998 through June 1999,
VA's OWCP costs totaled over $137 million for
the 15,287 active cases. Wage | 0ss compensation
was over $106 million (77 percent) and medical
costs were over $31 million (23 percent). VHA
accountsfor about 95 percent of VA'stotal OWCP
cases and costs.

In 1999, we completed afollow-on audit of high-
risk areas in VHA's Workers' Compensation
Program (WCP). The audit found that VHA was
vulnerableto abuse, fraud, and unnecessary costs
associatedwith WCPclaimsinthreehigh-risk areas
reviewed: dual benefits, non-VHA employees, and
deceased WCP claimants. Weestimated that VHA
has incurred or will incur about $11 million in
unnecessary costsassociated with WCP claimsin
these high-risk areas.

Current Status: The OIG continues to
provide technical support and assistance to the
Department initseffortsto reduce WCP costsand
identify WCPfraud. TheOlG identified 82 claims
duringitsFY 1999 audit titled Audit of High-Risk
Areas in the Veterans Health Administration's
Wor ker s Compensation Program (Report No. 99-
00046-16) that involved potential WCP fraud.
Effortsto continue identifying potential program

fraud were addressed when the OI G provided two
training sessions prior to VHA's one-time review
of priority casesidentified by automated analysis
of VHA's active/open WCP cases. While VHA's
reviews did identify cases they believed to be
potential fraud, noinvestigationshave been opened
on these cases because additional documentation
and evidencewereneeded. The Ol G staff discussed
these cases with VHA staff. VHA isworking to
provide documentation to the OIG.

Additionally, aVA OlG WCPresources Web page
(www.va.gov/oig/52/wcep/wep.htm) wascreated to
allow VA employeesto easily find and download
WCPproducts. ThisWebpagecontainspresentations,
reports, and other WCP products, such asthefraud
awarenessbulletin. Italso containslinksto VA OIG
Office of Investigation press releases on WCP
cases.

VA's Program Response

VHA participates actively in the WCP fraud
prevention program, and routinely reports cases of
potential abuse. Approximately 40-50 cases have
already beenreferred, althoughitisrecognized that
not all have met OIG's criteriafor actua fraud.

9. Procurement Practices

TheDepartment spendsover $5.1 billionannually
for supplies, services, construction, and equi pment.
VA faces mgjor challenges to implement a more
efficient, effective, and coordinated effort that can
better ensure the Department's acquisition and
delivery efforts to acquire goods and services. A
more integrated effort is needed to ensure the
benefitsof acquiring goodsand servicesoutweigh
costs. High-level monitoring and oversight need
to be recognized as a Department priority, and
efforts must continue to maximize the benefits of
competition and leverage VA'sfull buying power.
VA must also ensurethat adequatelevel sof medical
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supplies, equipment, pharmaceuticals, and other
supplies are available to satisfy demand. Excess
inventory should be avoided so funds that could
be used to meet other needs are not tied up.

Historically, procurement actions are at high risk
for fraud, waste, abuse, and mismanagement.
Vulnerabilitiesand business| ossesassociated with
theft, waste, and damageof informationtechnol ogy
areknowntobesignificant. Past auditssupport the
need to providefor adequate acquisition planning
onacorporatebasis, andtoimproveand coordinate
national and regional acquisition planning efforts.

Current Status: Recent OIG reviewshave
identified serious problemswith the Department's
contracting practices and acquisitions. These
reviews have identified the need to improve the
Department's procurement practices in areas of
acquisition training and oversight, and to better
ensure the adequacy and competency of the
acquisition workforce. Recent business reviews
conducted by VA's Office of Acquisition and
Materiel Management (OA& M M), and other audits
conducted by the OIG at VA facilities, have
identified significant problems relating to
acquisition planning, training, inventory
management, management oversight, and contract
administration.

The OIG isworking with VA and VHA logistics
staff to improve procurement practiceswithin the
Department. The OIG continues to perform
contract audit and drug pricing reviews to detect
defective and excessive pricing, and to provide
improved assurance over the justification,
prioritization, accountability, and delivery of
pharmaceuticals and other goods in VA's
operations. VHA has madethe development of an
Advanced Acquisition Plan apriority.

An OA&MM Task Group was charged with
developing aninventory of procurement problems

in December 2000. The Group identified problems
with noncompliance with acquisition regulations
and poor contract administration on individual
procurementsasbeing caused by thefailuretohire
competent procurement officials, inadequate
training, undue pressure, and weak or inconsi stent
procurement policies. | nadequate or non-existent
acquisition planning at the local, VISN, and
national levels was also identified. The Group
provided anumber of recommendationsto address
these problems effectively and recommended
actionsthat shouldimprove planning, coordination,
and accountability at all Department levels.

Also, the OA&MM Group identified continuing
problems with inventory management, purchase
cards, scarce medical specialist/sharing contracts
and information technology purchases as areas
needing immediate review. The group suggested
that subgroups consisting of representatives of
VHA, OA&MM, OI G and other appropriateoffices
be formed to address these issues. Subgroups are
currently working on addressing specific issues.

Federal Supply Schedule Purchases

Federal Supply Schedule (FSS) contracts are
awarded non-competitively by the National
Acquisition Center to multiple vendorsfor like or
similar commercial off-the-shelf products. The
Government'snegotiation strategy hashistorically
been to obtain most-favored customer pricing or
better. Since 1993, the OIG has conducted pre-
award and post-award reviews to provide
contracting officialswithinsight into eachvendor's
commercia salesand marketing practicesaswell
as buying practices. These reviews provide
contracting officers with information needed to
strengthen the Government's pricing position
during negotiations. During thepast few years, the
effectivenessandintegrity of theFSSprogram have
deteriorated because FSSisnolonger amandatory
source for these commercia products.
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Asaresult of making FSS contractsnon-mandatory
sources of supply, there has been an increase in
open-market purchasesby VAMCs, often without
attempts by them to either negotiate prices or
determine price reasonableness. The term open-
market describesthe purchase of goodsand services
that are not on contract. In increasing numbers,
vendorshave: (i) withdrawn high-volumemedical
supply items from FSS contracts, (ii) refused to
negotiate in good faith, (iii) cancelled contracts,
or (iv) not submitted proposalsfor FSS contracts.

Although these vendors no longer have contracts,
they have not lost their VA market share. They
continue to sell in large volumes to individual
VAM Csand avoid offering most favored customer
prices, shielding themselves from pre-and post-
award reviews. In addition, they are able to sell
productsmadein non-designated countriesdirectly
to VA facilitiesthat they cannot sell on FSSor other
contracts because of the Buy Americaand Trade
Agreements Act requirements. Previous OIG
investigations have resulted in $8 millionin civil
penalties being imposed on violators of the Act.

Current Status: TheOIG CAPreviewsat
VAMCs have identified non-competitive open-
market purchasesat significantly higher pricesthan
comparable items offered on FSS contracts. Our
reviews have also identified conflict of interest
issuesand proposed solesource contractsthat lack
adequate businessanalyses, justifications, or cost/
benefit assessments. Many proposal sarenot being
audited asrequired and may not bereceiving legal
and technical reviews as required. Management
attention is needed to develop clear and useful
policiesthat will ensurefair and reasonableprices,
consistency inthe use of VA's statutory authority,
and proper oversight of such activities.

I nventory Management

TheOI G conducted aseriesof four auditsto assess
inventory management practices for various

categories of supplies. These audits found that
excessive inventories were being maintained,
unnecessary largequantity purchasesareoccurring,
inventory security and storage deficiencies exist,
and controls and accountability over inventories
need improvement. An FY 1998 audit of medical
supply inventoriesat five VAM Csfound that at any
giventime, thevalueof VHA-wideexcessmedical
supply inventory was $64 million, 62 percent of
the$104 milliontotal inventory. AnFY 1999 audit
of pharmaceutical inventoriesat four VAM Csfound
that about 48 percent of the $2 million inventory
wasinexcessof current operating needs. Another
audit in FY 2000 at five VAMCs concluded that
47 percent of the $3 million prosthetic supply
inventory was excessive.

Themain cause of the excessinventorieswasthat
the Genericlnventory Packagewasnot being used
or was insufficiently used to manage the
inventories. VAMCsrelied on informal inventory
methodsand cushionsof excessstock asasubstitute
for themorestructured Generic Inventory Package
inventory management system. The successful
transition to prime vendor distribution programs
for pharmaceutical sand other supplieshashel ped
reduce pharmacy inventoriesfrom previouslevels.
However, inventories continue to exceed current
operating needs for pharmaceuticals and many
other items.

Current Status: Thelast of the four OIG
audits completed in FY 2001 concluded that 67
percent of the $5 million engineering supply
inventory used for maintaining and repairing
buildings, equipment, furnishings, utility systems,
and groundsat five VAM Cswasexcessive. At any
given time, the estimated value of the four types
of inventories was about $435 million.

CAP reviews continue to identify numerous
inventory management problems. In addition,
problems associ ated with prime vendor programs
have identified areas where supplies are being
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acquired at increased costs and/or waste has
occurred.

Government Purchase Card Use

OIG audits and reviews at selected VAMCs have
identified significant vulnerabilities in the use of
Government purchase cards. Purchaseshavebeen
split to circumvent competition requirementsand
some goods and services have been acquired at
excessive pricesand without regard to actual needs.
Our reviews of purchase card records, invoices,
purchaseorders, procurement history filesand other
related records, also lead usto believe that VHA
is purchasing open-market health care items in
amounts greater than the 20 percent maximum
allowed under Title 38 U.S.C. §8125(h)(3)(A).

Current Status: Of 33 CAPreportsissued
from March 31, 1999 to April 11, 2001, 22
identified Government purchase card problems
such as the lack of timely reconciliations and
certifications, inappropriate approving officials,
improper purchases, exceeded purchasing limits,
and poor internal controls. These conditionsarea
result of the widespread and essentially
unmonitored use of Government purchase cards
in conjunction with the decentralization of
purchasing authority to VAMCs. If uncontrolled,
risk will escalate as purchase card use increases
throughout the Department.

Scarce Medical Specialist Contracts

OIGreviewsof scarcemedical specialist contracts
have identified serious concerns about whether
contracts are necessary and costs are fair and
reasonable. Reviews have also identified conflict
of interestissuesand proposed sol e source contracts
that lack adequate businessanalyses, justifications,
or cost/benefit assessments. Most importantly, the
requirement that noncompetitive contractsmust be
based on cost or pricing data was not enforced.

Consequently, VAM Cs paid excessive chargeson
certain contracts. VHA issued guidance and
provided training that significantly improved
contracting practices. However, wehavefound that
VAMCs have been inappropriately using
Intergovernmental Personnel Act assignmentsand
commercial items contracts as a substitute for
scarce medical specialist contracts. Use of these
purchasing methods, in lieu of contracts, has
resultedin higher pricesbeing paidfor servicesthan
would have been paid using properly negotiated
contracts. Management needstoimproveoversight
toensurethat, when applicable, properly negotiated
contracts are used. Furthermore, management
needsto devel op and/or enforcepoliciesthat ensure
consistent compliancewith VA'sstatutory authority
in order to obtain reasonable prices.

Current Status: During FY 2001, we
completed contract reviews of seven health care
resource contract proposals involving scarce
medical specialists services. Weconcluded that the
contracting officer should negotiate reductions of
over $2 million to the proposed contract costs.

Controls Over the Fee-Basis Program

We conducted an audit to determine if VHA had
established effectiveinternal controlsto ensurethat
paymentsfor fee-basi streatment wereappropriate.
Fee-basis treatment is inpatient care, outpatient
care, or home health care received from non-VA
health careprovidersat VA expense. In June 1997,
the OIG issued areport titled Audit of Internal
Controlsover the Fee-BasisProgram (Report No.
7R3-A05-099) that found VHA could reducefee-
basishomehealth careexpendituresby at least $1.8
millionannually andimprovethecost effectiveness
of home health services by: (i) establishing
guidelines for contracting for such services, and
(i) providing contracting officerswith benchmark
ratesfor determining thereasonablenessof charges.
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Current Status: VHA hasnotimplemented
the Ol G recommendationsinthe June 1997 report
to establish guidelinesfor contracting and provide
contracting officers with benchmark rates.

VA's Program Response

In November 2000, at the request of the Deputy
Under Secretary for Health and the Principal
Deputy Assistant Secretary for Management, an
Acquisition I ssues Task Group prepared adetailed
analysis of procurement problemsin VHA. The
|G served as a member of this group. Some
recommendations of this group have been
completed or partially completed. Othershavebeen
put on hold pending the outcome of the Secretary's
Procurement Reform Task Force. Thiswork group
was formed in July 2001 and was tasked to ook
into similar procurement issues.

I nventory Management

| nventory management problemsnotedintwo OIG
reports are addressed in VHA Handbook 1761.2,
issued in October 2000. Implementation of the
handbook has been delayed because the National
Labor Management Organizations (AFGE and
NAGE) have requested a national demand to
bargain. InAugust 2001, VA Central Officesigned
anunderstanding with AFGE, effectively allowing
all AFGEfacilitiesto proceed withimplementation
of thehandbook. However, discuss onsaredtill being
conducted with NAGE. An Information Letter (1L)
17-01-01 to address one recommendation in OIG
report, Audit of VAMC Management of Engineering
Qupply Inventories (Report No. 99-00192-65), and
anamendmentto VHA Handbook 1761.2toaddress
four recommendationsin Ol Greport, Audit of VAMC
Management of Phar maceutical Inventories(Report
99-00186-86), are currently in concurrence.

Government Purchase Card Use

The Office of the Chief Financial Officer is
finalizing correctiveactionspertainingtoVHA on
the one remaining OIG recommendation
"Strengthen controls over the Purchase Card
Program by establishing appropriate mechanisms
tomonitor unreconciled transactionsonaVA-wide
basis’ that is found in OIG report Audit of VA's
Purchase Card Program (Report No. 9R3-E99-
037). VHA requirementshave been provided tothe
coreFL S analysts at the contractor, KPMG
Consulting, to ensure the new system can provide
thereports. It isexpected that all required reports
will beavailableby thetimethe Department begins
thenationwideimplementation scheduled for April
2003. OIG will close the recommendation when
further validation of these actionsisreceived from
the contractor. This response is currently being
solicited by VHA.

Scarce Medical Specialist Contracts

Many of the problems with awarding Scarce
Medical Specialist contractsaretheresult of such
contracts being awarded under 38 USC 81883,
Enhanced Sharing. Current policy for enhanced
sharing does not fully describe how to negotiate
and administer these contracts. Previous Scarce
Medical Specialist contracting policy wascovered
in VHA Directive 96-039, which expired in May
2001. A subgroup of the Acquisition I ssues Task
Group isworking on reissuing this directive and
providing additional relevant information to help
facilities avoid improperly awarding Scarce
Medical Specialist contracts.

Controls Over the Fee-Basis Program

VHA has implemented all but one of the
recommendationsfromthe June 1997 report, Audit
of Internal Controlsover the Fee-Basis Program.
The remaining recommendation deals with
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establishing guidelinesfor contractinghomehealth
services and providing contracting officers with
benchmark ratesfor determining thereasonableness
of charges. VHA's Geriatrics and Extended Care
Strategic Health Care Group is finalizing a
directive, Purchasing Home Care and Hospice
Servicesfrom Community Agenciesfor Enrolled
Veterans, and VHA is working with the OIG to
implement this final recommendation.

10. Human Capital Management

Human capital management (HCM) is a major
challengefor the Department, resulting fromahigh
number of employees projected to become
retirement-eligibleover thenext 5years. Giventhe
significant size of VA's workforce, there are al'so
significant dollar outlays associated with
addressing thischallengeeffectively. GAO hasalso
identified strategic HCM as a Governmentwide
"high risk" area.

Risks associated with not addressing VA's HCM
include:

[0 Patientinjury or lossof life.

[0 Program failure.

[0 Significantly reduced effectiveness.
[0 Significantly reduced efficiency.
VHA Nurses

TheVA Officeof Human Resources M anagement
(HRM) reportedin FY 2001 that registered nurses
are the largest segment of health care workers
withinthe Department. VA employsapproximately
35,000 registered nurses and nurse anesthetists.
VAMCs are having difficulty recruiting nursesin
specialty fieldsand some VAMCsfind it difficult
to recruit and retain licensed practical nurses and

nursing assistants. Accordingto HRM, 12 percent
of the VA nursing population is eligible to retire.
Each year, approximately 4 percent more will be
eligible to retire. HRM reports that by 2005, 35
percent of the current nursing workforce will be
eligible for retirement.

Recent GAO reports point to the importance
Congress has placed on thisissue. The following
is alist of recent GAO reports and quotes of
pertinent statements in those reports:

0 January 2001, High Risk Series- "A national
nursing shortage could adversely affect VA's
effortstoimprovepatient safety in VA facilities
and put veterans at risk."

O July 2001, Nursing Workforce: Emerging
Nurse ShortagesDueto MultipleFactors-"The
largenumbersof registered nursesthat entered
the labor force in the 1970s are now over the
age of 40 and are not being replenished by
younger registered nurses...Job dissatisfaction
has also been identified as a major factor
contributing to the current problems of
recruiting and retaining nurses...Demand for
nurses will continue to grow as the supply
dwindles...The future demand for nurses is
expected to increase dramatically when the
baby boomers reach their 60s, 70s, and
beyond...."

0 May 2001, Nursing Workforce: Recruitingand
Retention of Nurses and Nurse Aides Is a
Growing Concern - "With the aging of the
popul ation, demand for nurseaidesisexpected
to grow dramatically, while the supply of
workerswho havetraditionally filled thesejobs
will remain virtually unchanged.”

0 August 2001, Health Workforce: Ensuring
Adequate Supply and Distribution Remains
Challenging - "While current data on supply

FY 2001 Performance Report

115



Major Management Challenges

and demand for many categories of health
workers are limited, available evidence
suggestsemerging shortagesinsomefields, for
example, among nurses and nurse aides.”

Current Status: VHA formed a National
Succession Planning Task Forceto addressVHA's
changingworkforce. Accordingtothe Task Force's
August 2001 draft report on VHA Succession
Planning, "VHA faces a leadership crisis
unprecedented in its history. With 98 percent of
our senior executiveseligibletoretireby 2005and
other key clinical and administrative cadresfacing
similar turnover, it is paramount that we quickly
focus on both devel oping our new leaders aswell
as replacing key employees throughout our
organization."

The Task Force'sdraft report listsrecommendations
in seven magjor categories: (i) benchmarking, (ii)
workforce assessment, (iii) employee morale and
satisfaction, (iv) short-term steps, (v) progression
planning, (vi) legislative initiatives, and (vii)
organizationa infrastructure. The report states that
attracting, developing, andretainingawel l-qualified
workforce at all levels of VA's organization is
paramount to ensure VA's ability to provide quality
careto our veteran population. Recent GAO reports
on management challenges cite ashortage of VHA
nursesanddifficulty inproperly trainingandrecruiting
VBA claims processors as challenges for the
Department.

VBA Claims Processing

The Secretary tasked a Claims Processing Task
Forcein May 2001 toidentify thechallengesVBA
faceswith timely and accurate claims processing.
The Task Forcereported that during the past decade
thenumber of employeesinVBA "dropped dlightly
whileworkloadincreased dramatically." The Task
Force also reported that VBA reduced the
availability of skilled labor for processing claims

whilediverting experienced staff toimplement new
processes that were poorly managed.

Although Congresshasprovided VBA anincrease
infunding to pay for 800 employeesin each of the
last 2 years, VBA does not have an integrated
training planand program. The Task Forcereported
that VBA's Office of Employee Development and
Training is not equipped to develop a
comprehensivetraining plan. Thereport concludes
that VBA has not put together the needed training
infrastructure. The report also states that VBA's
current hiring patternisnot theresult of any strategy
and is not integrated with any business plan. The
report identifies 13 separate points in its
recommendationfor afully integratedtraining plan
and program, whichincludesthecreation of afully
integrated training infrastructure.

Current Status: The OIG has not issued
recent national auditson HCM. However, wehave
identified resource shortages in Combined Audit
Program (CAP) reviews.

VA's Program Response
VHA Nurses

National nursing shortagescontinueto beapriority
issue for the entire health care industry. VHA
mai ntai nsan ongoing, active recruitment process.
There is no indication that the quality of carein
VA medical centershasbeen adversely affected by
nursing staff limitations.

In response to this challenge, the Department
established the Office of Workforce Planning in
FY 2001 in order to devote full-time resourcesto
developing and implementing a comprehensive
workforce planning initiative that will enable VA
to remain acompetitive employer and provider of
quality servicesto Americasveterans. Aspart of
this initiative, VA developed a Departmental
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Workforce Analysisand 5-Year Restructuring Plan
that details demographics, skill assessments,
human capital challenges and accomplishments,
and strategiesthat demonstrate VA's commitment
to becoming more citizen-centered.

Inorder to address VA'shuman capital challenges,
we have developed the Department of Veterans
AffairsWorkforceand Succession Plan. Thisplan
articulatesVVA'scorporatevisionfor workforceand
succession planning and identifies specific
strategies to address recruitment, retention, and
development issues.

VBA Claims Processing

Inresponsetothechallengesintheareasof claims
processing and succession planning, VBA has
undertakenanumber of initiativesdesignedto build
human capital across the organization. A highly
successful multi-year nationwide recruitment
programyielded over 2,000 entry-level employees
primarily in the Compensation and Pension
business line. The influx of new employees in
advanceof expected highretirement levelsamong
senior employees has ensured adequate time for
skillsdevel opment and knowledgetransfer through
training and mentoring. To support training and
mentoring programs, VBA has obtained a
regul atory flexibility from the Office of Personnel
Management allowing reemployment of
experienced retirees without reduction in their
annuities. Thisinitiative hasreduced the need to
move experienced employees into training roles
fromdirect claimswork. A third approachinvolved
astudy (begun summer 2001) to devel op asystem
of leadership competencies for use in selection,
development and succession planning for
executive, mid-level management, and first-line
supervisory positions. InitiativesinvolvingVBA's
human resources capacity included a 2001
contractor study of the human resourcesfunction,
structure, and alignment; and week-long training
conferencesfor the entire VBA human resources

community in August 2000 and 2002. Finally, the
annual Directors Conferencein September 2001
focused on "High Performance in Leadership
Development,” through a week-long program of
learning, discussion, and study of recruitment,
change management, information technology,
development, succession planning, performance
management, employeesati Sfaction, andrecruitment.

A Training Task Team convened to respond to the
13 Task Force recommendations and recently
briefed VBA management on a series of findings
and action recommendations. The team's
recommendationsweredividedintofivecategories.
eval uating current training; instructor selectionand
certification; establishing skill competency and job
certification criteria; delivering training; and
structure. The Office of Employee Devel opment
and Training (ED&T) completed milestones in
several of thecategories. Theseincludecompletion
of anassessment of previoustrai ning, establishment
of aninstructor certification processand thetraining
of afirst class of instructors, and completion of a
design plan for broadcasting capability at the
VeteransBenefitsAcademy. Milestonescompleted
by the Compensation and Pension Service and
ED&T include submission of proposed
organi zation structuresfor training and aschedule
toreview theskill requirementsand competencies
for each gradelevel withintheVSRand RV SR job
series, which will establish the foundation for a
training plan for each employee.

VBA successfully concluded an 18-month SES
Candidate Development Programfor 16 new senior
leaders. The program was endorsed by the U.S.
Officeof Personnel Management and wasadopted
by the Department as the framework for a
departmentwide program announced latein 2001.
Completion of a systematic path of leadership
training continues. VBA led a VA-wide team to
produce an Assistant Director Development
Program.
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Management Challenges | dentified by
the General Accounting Office

1. Access to Quality Health Care

Over the past several years, VA has undertaken
many initiativestoimproveveterans overall access
to VA-provided health care, such as shifting its
emphasi sfrominpatient to outpatient primary care
and increasing the number of outpatient clinicsit
operates. VA hasal so undertaken effortstoimprove
the quality of care it provides, including the
introduction of patient saf ety initiatives. However,
severa areasrequire continued emphasisif VA is
toachieveitsgoals. For example, VA cannot ensure
that veterans receive timely care at VA medical
facilities, nor can it ensure that it has maintained
the capacity to provide veterans who have spina
cord injuries, serious mental illnesses, or other
specia needsthecarethat they require, asmandated
by Congress. VA must also assess its capacity to
provide long-term care for its aging veteran
population and respond to emerging health care
needs, such astreating veteransfor hepatitisC. At
thesametime, VA isfacing apotential shortage of
skilled nurseswhich, if nationwide projectionsfor
the next several years bear out, could have a
significantimpact onVA'squality of careinitiatives.

Current Status and Future Plans

Access

VA hastaken significant stepstoimproveveterans
accessto health care. For theperiod October 1, 2000
through September 30, 2001, a total of 67
community-based outpatient clinics(CBOCs) were
opened acrossthecountry tomaintaintheemphasis
on outpatient primary care. VHA has also placed
ahigh priority onfull implementation of telephone
accessto care (nurseadvisor). In FY 2001, all but
one VISN achieved full Network-wide

implementation of thisimportant facet of access.
The remaining VISN plans to provide "24/7"
telephone care by March 2002.

Waiting Times

In response to concerns about waiting times, VA
established strategic targets for the time it takes
veteransto get an appointment withaVA provider
(either primary careor specialty care) andthetime
they spend waiting in a provider's office. As part
of its strategy to reduce waiting times and meet
servicedelivery targets, VA hasenteredinto short-
term contractswith consultantsto help reducethe
backlog of specialty appointments. By improving
waiting times, through process improvements,
physical plant renovations, pharmacy refills by
mail, and other means, VHA will effectively
improve patient satisfactionwith thequality of their
health care.

Quality and Patient Safety

Quality management leadership at all levels has
been strengthened. The Office of Quality and
Performanceisnow fully staffed. Network Quality
Management program personnel qualifications,
responsibilities, and functions have been clearly
delineatedin standardi zed position descriptionsand
consistent position titles.

VHA iscommitted to continuously improving the
cultureof patient safety initshealth carefacilities.
VA uses root cause analysis (RCA) to develop a
good understanding of the causes of safety
problems through identification of basic or
contributing causal factorsthat underlievariations
in performance associated with adverse events or
"close calls" involving VA patients.

VHA's establishment of the National Center for
Patient Saf ety (NCPS) and national training onthe
principles of root-cause analysis represent an

118

Department of Veterans Affairs



Major Management Challenges

aggressive response to previous concerns. The
focusthat NCPS has placed on theissue of patient
safety and on resolving long-time patient
vulnerabilitiesprovidessentinel capabilitiestoward
making sure that VA patients receive proper care
in asafe environment.

In FY 2001, VHA met the performance goal for
having root cause analysesin acorrect format and
completed within the appropriate time (45 days).
Timelinessisimportant, becausethelonger it takes
to complete an RCA, the longer it is before
preventive correctiveactionscan beimplemented.
InFY 2002, to continue emphasi zing new methods
inensuring patient safety, thisperformance measure
will be replaced with one that will measure the
success of implementing bar code medication
administration.

VHA achieved its goal of providing 20 hours of
continuing education on patient safety tofront-line
providersof patient care. Thisgoal, includedineach
Network director's performance standards, was
achieved through satellite video and computer-
based sel f-teaching modalities, which maximized
cost effectiveness.

Treating Veterans with Special Disabilities

TheDepartment hasadopted several performance
measures to help assess the treatment of veterans
with special disabilities. For example, VHA is
focused on promoting the health, independence,
quality of life, and productivity of individualswith
spinal cord injuries (SCI). Similarly, we view
discharge to non-institutional, community living
as a positive health outcome. Consequently, one
of VHA's primary performance measures is the
proportion of discharges from SCI Center bed
sectionsto non-ingtitutional settings. Performance
in FY 2001 was 98 percent.

In 1996, Congress provided a mandate in its
Eligibility Reform legislation (P.L. 104-262) to
ensure that we maintain nationwide capacity to
deliver specialized careto disabled veterans with
spinal cordinjuriesand diseases, blinded veterans,
veteranswith amputations, and thosewith severely
chronic, disabling mental illnesses. PL.104-262
also required the publication of datain an annual
report (the "Capacity Report") to Congress
demonstrating VA'scompliancewiththeprovisions
of this mandate.

On November 2, 2000, a coordinator for special
disabilitieswas appointed by the Under Secretary
in response to a General Accounting Office
recommendation to:

[0 Address underlying dissatisfaction from
stakeholders and oversight groups with VA's
annual Eligibility Reform report to Congress.

[0 Structureand develop arational, viableaction
plan to improve database accuracy and
nationwide reporting consistency for special
disability patient care, staffing and demographic
data for inclusion in the OIG's annual report
to Congress.

In addition, in May 2001, the FY 2000 Capacity
Report was published in a new narrative format
designed to place the accountability for
interpretation of datafor each special disability with
programofficiasinVHA andtheir clinical service
chiefsinthefield. Datatableformatsremained the
sameto maintain continuity between FY 1996 (the
year required by Congress) and FY 2000.

InJuly 2001, eight work groupsrepresenting each
special disability category werecreated, co-chaired
by a VISN clinical manager and a Patient Care
ServicesProgram director/Strategic Health Group
chief consultant. Work groups are responsiblefor
explaining the reason for incompl ete data capture
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inVHA databasesregarding clinical careprovided
for special disability patients.

General Findings and Conclusions - Capacity
Report 2000

Nationwide capacity has been maintained or
improved for workload measuresin seven of eight
specidties. Analysisof Allocation Resource Center
(ARC) datafrom all VISNs shows evidence of a
wide variation in capacity for special disabilities
among VISNs.

[0 VHA'scorporatedatabasefromFY 1996to FY
2000 published by ARC is not considered to
be accurate by certain VSOsand VA'sfederal
advisory committees. The data for mental
health specialties, especially substance abuse,
is considered to be incomplete and reflects
negatively upon these high-volume, high-cost
specialties.

[0 Significant advances in data-gathering and
recording processessi nce September 30, 2000,
have substantially improved the validity of
capacity data (beds and FTE) for the Spinal
CordInjury and Disorders(SCI& D) program.

[0 However, in other specialties, the
implementation of VHA policies, current
definitions, and“ counting rules’ for workload
makesit difficult toensurethat special disability
patient care data are correctly and uniformly
entered into local hospital/clinic databases.

[0 Morework isneeded to better capture dataon
specia disability patients. Patient Care Services
is actively working with clinical managers to
preclude this problem.

Positive Actionsand AccomplishmentsSincethe
Last Capacity Report

[0 TheParalyzed Veteransof America(PVA), in
general, has expressed satisfaction with the
effectivenessof programmatic directivesfrom
the Under Secretary for Health and the
compliance of field sites with the directives.
Stakeholders such as the PVA have worked
closely with VHA during the past year to
improvetheaccuracy of Spina CordInjury data
submitted from the SCI&D program using a
joint VHA/PVA survey.

[1 Foral other programsexcept Substance Abuse,
VHA can document that it has maintained or
improved itsworkload capacity foritsspecial
disability programs. For example, a decrease
in amputation ratesindicates more aggressive
treatment and better preventive care for
veterans.

[0 Appointment of aclinical coordinator in Patient
Care Services has created anew dial ogue and
abi-directional information exchange between
VISN clinical managersand VA Central Office
toidentify thecausesof datadifferencesamong
and within VISNSs.

[0 VHA hasissued policy establishing centralized
review of proposed changesin mental health
and SCI&D programsin the field. This has
markedly improved oversight of these special
disability programs by the national program
offices as well as the accuracy of available
information.

Shifting Health CareNeedsand Workforcel ssues

Substantial planning, effort, and resourceswill be
required as VA positions itself to meet the
increasing health care needs of the expanding
population of elderly veterans. As noted, the
population projectionsemphasi ze our demographic
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imperative. According to the Long-Term Care
Planning Model, the enrolled popul ation over age
85 will triple between fiscal years 2000 and 2010.

Asauthorized in PL 106-117, VA isconducting a
3-year pilot study of assisted living for veterans.
The pilot site, selected through a competitive
process, includesthe four states within VISN 20,
Pacific Northwest. A report on theoutcomesof the
pilot will be prepared for Congressin 2004.

VA officials estimate that as much as 6.6 percent
of its health care enrollees are infected with the
hepatitis C virus. This rate is three times higher
than that of the general U.S. population. Over the
past 2 years, VA identified health care funding to
screen patientsfor hepatitisCrisk factors, develop
treatment protocols, and create a public health
awareness campaign. In addition, VA adopted
appropriate performance measures for screening
and testing patients evaluated for risk factors for
hepatitis C.

In response to concerns about a national nursing
shortage, VA isengagedin multipleeffortsto assess
the adequacy of itscurrent nursing workforceand
plan for the future. Recent legislation authorizing
higher salaries for VA nurses could help in these
efforts. The Nursing Workforce Planning Group
(whose members include representative nurses
from avariety of roles, a Nurses Organization of
Veterans Affairs representative, labor partners,
hospital administrators and human resources
experts) completed a report that examines the
impact of the nursing shortage on VA and current
barriers to VA medical center recruitment and
retention of nursesin a competitive marketplace.
The report contains a reference guide for the
optimal use of current hiring and pay authorities
and also makes recommendations for both
legidativeand non-legidativeinitiativesto address
the nursing shortage.

VHA employs a diverse and knowledge-based
workforce comprised of individuals with abroad
spectrum of technical and program skills and
institutional memory; a large proportion of this
workforce is reaching retirement age. VHA has
begun a substantial succession planning effort —
encompassing all processes and activities — to
ensure that current and future missions are
supported by thehighest quality workforce. Tothis
end, VHA's Succession Planning Committee has
analyzed current and future workforce needs and
capacities and recommended actions to address
immediate and long-term issues and institute
Human Resourcesstrategic planning asanintegral
component of VHA's annual strategic planning
process.

A Web site (http://vaww.va.gov/succession/) was
established to allow all VA employees access to
information on succession planningin VHA. The
siteincludesthe results of asurvey on succession
planning activitiesinevery VISN andinthe Central
Office; toolsfor conducting analyses; information
on the Succession Planning Committee; study
results; alibrary of documents; and linksto other
related sites.

2. Health Care Resource Utilization

To expand care to more veterans and respond to
emerging health care needs, VA must continue to
aggressively pursue opportunitiesto useitshealth
careresources—ncluding itsappropriation of over
$20 billion—more wisely. VA has reduced its per
patient costs-oneof itskey performance measures—
by 16 percent, but it could achieve additional
efficienciesby realigning capital assetsand human
capital based on changing demographics and
veterans health careneeds. For example, VA needs
to further modify its infrastructure to support its
increased relianceon outpatient health care services
and expand its use of alternative methods for
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acquiring support services, such as food and
laundry. The Department spends as much as one-
quarter of itsannual health care budget to operate
and maintain about 4,700 buildings and 18,000
acres of property. VA also needs to pursue
additional opportunities with DoD to determine
cost-effective ways to serve both veterans and
military personnel, including sharing servicesand
facilities. Inaddition, VA must ensurethat it collects
the money it isentitled to from third-party payers
for health care servicesprovidedto veteranswhose
conditions are not service-connected.

Current Status and Future Plans

Asset Restructuring

VA's capital infrastructure has been designed, for
themost part, asa"hospital-based" delivery system
with afocusoninpatient acute care and supporting
services. This configuration no longer reflects
VHA'scurrent delivery of care, asVA health care
delivery has evolved into an integrated delivery
systemwith greatly expanded outpatient services.
The coststo maintain and operate the existing VA
capital infrastructure are substantial, diminishing
the availability of resourcesthat could be devoted
todirect patient care services. Futurerealignments
of VA'scapital infrastructure, including contracting
for acute hospital carein locationswherethereis
not sufficient workload and establishing new
facilitiesfor provision of outpatient care, will yield
improved access, efficiencies and service to
veterans.

The Capital Asset Realignment for Enhanced
Services (CARES) program is designed to assess
veteran health careneedsin VHA VISNSs, identify
service delivery options to meet those needs for
thefuture, and devel op an associated capital asset
realignment plan that ensures the availability of
high-quality health careinthemost accessibleand
cost effective manner, while minimizing impacts

on staffing and communities and on other VA
missions. Throughthe CARES process, VISNswiill
develop plans for capital asset restructuring that
are based on practices in health care delivery,
demographics, strategic plans, and assessments of
the existing aswell as future capacity of physical
plants to deliver accessible, quality health care.

VA a sohasanon-goinginfrastructure maintenance
program (for VHA itisnon-recurring maintenance;
while in VBA and NCA it is general operating
expense) to address periodic system renovations
and replacements. In addition, the Facility
Condition Assessment eval uation (approximately
50 percent complete at this time) will provide
current information on VHA's physical plant
condition. Thisinformationwill beaval uabletool
for medical centersto usein strategic planning for
future capital investments.

DoD and VA Cooperation

InFY 2001, President Bush established atop-level
VA-DoD Task Force designed to find ways to
improve health care in both agencies and to
determinetheexistenceof greater opportunitiesfor
sharing aswell asbuttressingaVVA missionto serve
as primary backup to DoD in times of national
emergency. To date, the Task Force hasdevel oped
a working agenda in response to the President's
Executive Order. The Task Force meets monthly
and has devel oped aworking agendain response
tothe President's Executive Order toidentify ways
to improve benefits and services, and review
barriers and challenges that impede coordination
between the Departments. Sevenwork groupshave
been formed to review avariety of issues: Benefit
Services, Acquisition and Procurement, Facilities,
I nformation M anagement/I nformation Technol ogy,
L eadership and Productivity, Pharmaceuticals, and
Resources/Budget Process.
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Ongoing activitiesthat predatethi sExecutive Order O'Callaghan Federal Hospital in Las Vegas,
include: Nevada, provides servicesto both VA and Air
Forcebeneficiaries; (d) AlaskaVVA Health Care

[0 ThePersian Gulf VeteransCoordinating Board System and Anchorage Regional Officeandthe

was established in January 1994 under the
authority of United StatesCode (U.S.C.) Title
31, section 1535. This Board has established
three subgroups—focusing onresearch, clinical
issues, and disability compensation.

TheMilitary and VeteransHealth Coordinating
Board (MVHCB) wasestablishedin December
1999, with threeworking groups—focusingon
research, hedthandhedthrisk communications.
The second work group is tasked with
monitoring and coordinating interagency
activitiesrelatedtoforcehealth protection and
medical surveillance. The last of these has
devel oped apublic-academic partnershipwith
The George Washington University and the
Centers for Disease Control and Prevention,
which are in the forefront of disseminating
needed i nformation regarding anthrax and other
biological contaminants.

Force Health Protection Initiative: On
November 8, 1997, President Clinton directed
the "...Departments of Defense and Veterans
Administration to create a new Force Health
Protection Program...." Thisinitiative hasbeen
enfoldedintheMVHCB'ssubgroup described
aboveandwill "...provideevery soldier, airman
and marine with comprehensive, life-long
medical record of all illnessesandinjuriesthey
suffer, the care and inoculations they receive
and their exposure to different hazards."

Joint Ventures: (a) theNew Mexico VA Health
Care System partnerswith the 377" Air Force
Medical Treatment Facility in Albuquerque; (b)
the El Paso VA Health Care System operates
an outpatient facility adjacent to the William
Beaumont Army Medical Center; (c) theMike

39 Medical Group from Elmendorf Air Force
Base (AFB) operate a VA/DoD replacement
hospital; (€) Navy and VA occupy an outpatient
care facility in Key West, Florida; (f) VA
operates an ambulatory care center and leases
a psychiatry ward from Tripler AFB in
Honolulu, Hawaii. Tripler also provides
inpatient medical, surgical and specialty
outpatient carefor DoD and VA beneficiaries
whileVA'sCenter for Aging providesbothwith
long-term care, rehabilitation and home-based
primary care. In addition, an enhanced-use
lease with US Vets provides shelter and
programs for homeless veterans at Barber's
Point Naval Station (which VA obtained
through DoD'sBase Closure Program); and (g)
in Fairfield, California, Travis AFB provides
careto VA inpatients and provides same-day
surgery withinthe David Grant Medical Center.
TheAir Forcea so providesoutpatient specialty
and ancillary support services. VA wasleasing
outpatient spaceuntil late 2000 whenit opened
its own outpatient clinic. The Air Force also
operatestwo TRICARE satelliteclinicsinthe
Sacramento area, both of which arelocated in
VA facilities.

VA/DoD Medical Research: Historically this
program hassupported biomedical researchfor
awidevariety of health problemsexperienced
by active duty and veteran military personnel.
The currently funded collaborative research
program includes a multi-site clinical study
exploring the epidemiology of amyotropic
lateral sclerosis (L ou Gehrig'sDisease) among
Persian Gulf Veterans, aswell asother studies.

Health Information Management and
Technology: Chief Information Officersfrom
theMilitary Health System and VHA meet on
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acontinuing basisto explore, assess, devel op,
and monitor sharinginitiatives. Both ClOsare
members of and report to the VHA/DoD
Executive Council. These officers are also
engaged in ahost of other interagency efforts.

[0 Other sharing activities: (1) the Army
established aninfirmary serviceat theVAMC
in Richmond, Virginia; (2) the 81% Army
Reserve Regional Support Command has
negotiated regional agreementswith morethan
one-third of VHA'sVISNsto providephysica
examinations, dental screenings and
immunizations to reservists; (3) the Military
Medical Support Office in Great Lakes,
[llinois, assumed responsibility for managing
the Remote Dental Program for Air Force,
Army, Navy, Marinesand Air National Guard
personnel aswell asfour VISNS beneficiaries;
(4) VHA CBOCsoccupy clinic spaceprovided
by military facilities in Louisville, and Fort
Knox, Kentucky, among other locations (see
above); (5) the Walter Reed Army Allergen
Extract Laboratory in Washington, D.C.
providesdelivery of diagnostic and therapeutic
allergen extractsto 29 VAM Csand outpatient
alergy clinics; (6) VA and TRICARE - by
prior agreement, over 71 VAMCsutilizefunds
generated by TRICARE patients to help
provide benefitsto VA beneficiaries, and VA
has signed agreements with all 5 TRICARE
mental health subcontractors; (7) thereareover
155VA/DoD agreementsinvolving education
and training support to DoD units and
reservists.

Third-Party Collections

VA Secretary Principi directedthe Under Secretary
for Healthto devel op arevenue cycleimprovement
plan. The plan describes the vision of the VHA
Revenue Program, outlines an action plan for

improved performance, and defines performance
measures and goal s that stress standardization of
policy, technology, data capture, measurement,
training and education, accountability, and
achievement. Thisplan also outlinesrecommended
actions required to improve the core business
processesof therevenuecycle. Theseactionitems
fall within five process areas: Patient Intake,
Documentation, Coding, Billing, and Accounts
Receivable.

The Revenue Enhancement Work Group and
Steering Committee have identified 24 major
recommendations that require action in order to
bring VHA's revenue operation to the next level
of success in improving collections. VHA will
actively and aggressively monitor theseidentified
areas to ensure that all possible areas of
improvement have been achieved. VHA will take
prompt actionto provideass stanceto any Network
or medical center that isnot performing consistent
with these expectations. Based on the collection
performance experienced in FY 2001, with
collectionstotaling over $770 million, weanticipate
being ableto meet or exceed the collection estimate
of $1.05 billionin FY 2002.

3. Compensation and Pension Claims
Processing

VA must a so continueto seek waysto ensurethat
veterans are compensated for reduced earning
capacity duetodisabilitiessustained, or aggravated,
during military service. VA hashadlong-standing
difficulties in ensuring timely and accurate
decisions on veterans' claims for disability
compensation. VA has improved its quality
assurance system in response to GAO's
recommendations, but |largeand growing backlogs
of pending claims and lengthy processing times
persist. Moreover, veteransareraising concernsthat
claims decisions are inconsistent across VA's
regional offices.
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VA has taken steps to improve its information
systems, performancemeasures, training strategies,
and processes for reviewing claims accuracy.
However, VA also needs better analyses of its
processes in order to target error-prone types of
casesand identify processing bottlenecks—aswell
asdetermineif itsperformancegoalsarerealistic.
VA also needs to be vigilant in its human capital
strategiesto ensurethat it maintainsthe necessary
expertise to process claims as newly hired
employees replace many experienced claims
processors over the next 5 years.

Current Status and Future Plans

VBA iscurrently addressing the Compensationand
Pension ClaimsProcessingissuesasnoted onabove
response (item number 3), under the challenges
identified by VA's Inspector General.

4. Management Capacity

VA has more work to do to become a high-
performing organization and increase veterans
satisfaction with its services. It must revise its
budgetary structureand devel op long-term, agency-
wide strategies for ensuring an appropriate
information technology (I1T) infrastructure and
sound financial management. If its budgetary
structure linked funding to performance goals,
rather than program operations, VA and the
Congresswould be better positioned to determine
the Department'sfunding needs. VA'sIT strategy,
which aimsto provide veterans and their families
coordinated services, must besuccessfully executed
toensurethat VA can producereiableperformance
and workload dataand safeguard financial, health
care, and benefits payment information. Similar
to most other major agencies, VA's financial
management strategiesmust ensurethat itssystems
produce reliable cost data and address material
internal control weaknessesand Federal Financial
Management |mprovement Act requirements.

Current Status and Future Plans

Performance-based Budgeting

VA and OMB staff jointly devel oped aproposal to
restructurethe Department'sbudget accounts. The
goal of this account restructuring effort is to
facilitate charging each program’'sbudget accounts
for al of the significant resources used to operate
theprogram and produceitsoutputsand outcomes.
The benefits of budget account restructuring are:
(1) to more readily identify program costs; (2) to
shift resourcedebatesfrominputsto outcomesand
results; (3) to eventually make resource decisions
based on programsand their resultsrather than other
factors; and (4) to improve planning, simplify
systems, enhance tracking, and focus on
accountability. We are on track to implement the
new structure with the FY 2004 budget.

Financial Management

In FY 2000, VA again received an unqualified
opinion on the consolidated financial statements
for FY 2000 and 1999. In addition, VA continued
tomakesubstantial progressin correcting material
internal control and other management and
operational controlsreported by GAO. Thematerial
internal control relating to fund balance with
Treasury wasremoved. VA continued toimplement
significant improvements in accounting for the
Housing Credit Assistance program, which was
converted to VA's core financial management
system, FMS. In addition, to correct material
weaknessesininformation technol ogy security, the
Secretary is personally setting expectations for
improvement at all levels; funding for cyber
security initiatives that cross Administrations is
beginning. Individual and collectivecyber security
responsibilities and accountability are being
identified and assigned. Whilemajor improvements
infinancial management have been achieved, VA
Is committed to addressing and correcting the
remaining areas identified by GAO.
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BY ORGANIZATION AND PROGRAM

In addition to VA's key performance goals, there
are other performance measures, identified and
discussed in the following tables, by which VA
evaluates its success. The tables show trend data
for a5-year period and associated target levels of
performancegrouped by organi zation and program,
including the total amount of resources (number
of full-timeequivalent employeesand obligations)
for each program. Within each group, the
performance measures are structured as follows:

1. Target was met or exceeded (green);

2. Target was not met, but the deviation did not
significantly affect goal achievement
(yellow);

3. Target was not met, and the difference
significantly affected goal achievement (red).

For each measurethat resulted in non-achievement
of a performance target (highlighted in red), we
provide a brief explanation asto why therewas a
significant deviation between the actual and
planned performancelevel, and identify what steps
are being taken to ensure goal achievement in the
future.

VA usesthebal anced measuresconcept to monitor
program and organizational performance. Rather
than focusing attention solely on one or two types
of performance measures, we examine and
regularly monitor several different types of
measures to provide a more comprehensive and
balanced view of how well we are performing.
While each of our major program elementsusesa
bal anced family of measures, the specific measures
vary somewhat from organizationto organization,

and thus, from program to program. The
performance measuresfor each organi zation have
been tailored to fit the strategic goals of the
programs for which each organization is
responsible.

For example, VHA has developed performance
measures corresponding to their "6 for 2007"
strategic goals.

0 put quality first until first in quality;

[ provide easy access to medical knowledge,
expertise, and care;

[0 enhance, preserve, and restore patient
function;

[0 exceed patients expectations;
[0  maximize resource use to benefit veterans;

[0 build healthy communities.

VBA has implemented a system of balanced
performance measures. This system contains the
major servicedelivery performance measuresthat
mean the most to the veterans we serve, our
stakeholders, and our employees:

[1 timeliness of claims processing;

[ accuracy,

[J customer satisfaction;

[0 unit cost;

[0 employee devel opment.
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NCA evaluates its performance in those areas
identified by veterans and their family members
as being most important to service delivery:

[0 reasonable access to a burial option in a
national or state veterans cemetery;

[J quality of service provided;

[0 satisfaction with the appearance of national
cemeteries as national shrines,

[0 quality and accuracy of headstones, markers,
and Presidential Memorial Certificates;

00 accesstoinformation about burial benefitsand
services provided.

Takentogether, themeasuresinthefollowingtables
and the Department's key measures demonstrate
the balanced view of performance VA uses in
assessing how well we are doing in meeting our
strategicgoals, objectives, and performancetargets.

The GPRA program activity structureissomewhat
different fromthe programactivity structureshown
in the program and financing (P& F) schedules of
the President's Budget. However, all of the P&F
schedules(budget accounts) havebeenalignedwith
one or more of our programs to ensure all VA
program activitiesare covered. Theprogram costs
(obligations) represent thetotal resourcesavailable
for each of the programs, regardless of which
organizational element has operational control of
the resources. The performance measures and
associated data for each major program apply to
theentiregroup of scheduleslistedfor that program.
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Veterans Health Administration Performance Measures

P&F ID Codes: 36-0160-0-1-703; 36-0160-0-2-703; 36-5287-0-1-703;
36-5287-0-2-703; 36-5014-0-2-703; 36-2431-0-1-703; 36-5014-0-1-703;
. 36-0152-0-1-703; 36-0163-0-1-703; 36-4014-0-3-705; 36-4048-0-3-703;
Medical Care 36-4138-0-3-703; 36-8180-0-7-705; 36-0110-0-1-703; 36-0111-0-1-703;
36-0181-0-1-703; 36-4538-0-3-703; 36-4018-0-3-705; 36-0144-0-1-703;
36-4537-0-4-705; 36-4258-0-1-704

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 186,135 | 184,768 | 186,595 | 183,396 186,832 185,553
Medical care costs ($ in millions) $17,149 | $17,441 | $17,859 | $19,434 $21,653 $21,685

Performance Measures

Percent of full-time employees receiving 40 hours of
continuing education or training annually; as part of the 40
hours, all front-line providers will have 20 hours directly
related to patient safety

N/A N/A N/A 74%

Percent of patients who report problems in the following
categories regarding their participation in health care

decisions:
- patient involvement in decision-making N/A 34% 33% 33%
- information on condition / treatment N/A 37% 37% 36%

Number of VISNs that perform CARES studies seeking to
assess and realign the VA health care system in order to N/A N/A N/A N/A
provide cost-effective care to veterans

Dollars derived from altpmatlve revenue generated from NA  |$560.1m | $573.6M
health care cost recoveries

Increase the number and dollar volume of sharing
agreements by 10% over the previous year (Baseline = FY]
2000):

$572.9M

Non-DoD Agreements

Number N/A N/A N/A 1136
$ Purchased N/A N/A N/A $290M
$ Sold N/A N/A N/A $32M

Goal Not Achieved - - Minimal Difference

Implement and maintain patient access to telephone care 7
days a week, 24 hours a day, in all VISNs N/A N/A N/A N/A 2l 22

The performance goal for this measure was set at an approximate target level, and the deviation from that level is slight. There was no
effect on overall program or activity performance.
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Veterans Health Administration Performance Measures

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan

Medical Care (continued)

Goal Not Achieved - Significant Difference
Percent of patients who use tobacco products 32% | 29% | 27% | 25% 27% 22%

In FY 2001, Veterans Health Administration (VHA) expanded the sampling methodology to include established patients, defined as
having been seen at least once, 12 - 24 months ago, and again within the current year. The previous methodology included only patients
who had been seen at least three times in the 12 months prior to the review. The change was made to enable comparison to external
measures that require at least two years of continuous enrollment. The baseline using the previous methodology was 25% using tobacco;
using the new methodology, the baseline is 30% using tobacco. Those patients seen in VHA at least 3 times in the previous 12 months
were less likely to smoke. Although the baseline was recalculated to reflect the more liberal sample and additional smokers, the FY 2001
target of 22% was not changed, thus requiring a reduction of 8% instead of the original 3%. The efforts in tobacco cessation resulted in a
3% decrease nationally. Smoking cessation will continue to be a top priority in preventive measures in FY 2002.

Percent of VA-managed Federal Coordinating Centers that
complete at least one NDMS casualty reception exercise N/A N/A 50% 66% 63% 70%
every three years

Prior to September 11, 2001, efforts to focus attention on VA’s responsibilities for contingency support during war or national emergencies
were sometimes overshadowed by requirements of other VA missions. Already stretched thin, staffing levels sometimes drove
contingency support commitments to a lower priority. As a result, participation in casualty reception and other exercises was not as robust
as desired. Nevertheless, while our goal of 70 percent was not fully achieved in our first year of measuring our performance against this
target, we did approximate the target by achieving 63 percent and anticipate that this rather ambitious initial target level will be exceeded
in FY 2002. No new strategies are as yet planned (although revised planning guidance is being discussed internally) since we are well on
our way toward meeting the targeted achievement level of 75 percent in FY 2002.

Increase the number and dollar volume of sharing
agreements by 10% over the previous year (Baseline = FY
2000):
DoD Agreements
Number N/A N/A N/A 717 604 788
Revenue N/A N/A N/A $35.4M $37.7M $ 38.0M

The decrease in sharing agreements has been due largely to a change in policy at DoD to focus on managed care support TRICARE
networks at the expense of direct VAMC-military treatment facility relationships. VA and DoD are attempting to increase sharing
activities through the VA-DoD Executive Council, which meets on a regular basis and has work groups developing recommendations in
the following areas: information management and technology; clinical practice guidelines; patient safety; pharmacy; medical/surgical
supplies; benefits coordination; financial management; geriatric care; and joint facility utilization/resource sharing.

Of those who are Hepatitis C positive and for whom Being replaced
treatment is medically appropriate and desired, percent of N/A N/A N/A N/A | by new measures N/A
patients treated in FY 2002

This measure will be replaced by three new measures in FY 2002. Current viral treatment has significant side effects and is successful
only among a minority of patients. Due to the risk-benefit ratio of treatment as compared to supportive care and watchful waiting, many
patients have opted to defer therapy or have been unable to tolerate treatment-associated side effects. If and when dramatically
improved therapy for treating Hepatitis C becomes available, it is expected that a significantly large number of persons with infection will
be treatment candidates and accept treatment. The new measures are: 1) percent of patients screened and/or tested for the risk factors of
Hepatitis C; 2) percent of patients tested for Hepatitis C subsequent to a positive Hepatitis C risk factor screening; and 3) percent of
patients with Hepatitis C who have annual assessments of liver function.

Percent of C&P transmissions between VBA and VHA that

are slectronic NA | Nva | va | NA N/A 90%

VHA is continuing to identify the best way to ensure accuracy of counting the number of transmissions and is in discussion with VBA
regarding this measure to ensure that double counting or duplicative work is minimized or eliminated.
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Performance Measures

Veterans Health Administration Performance Measures

Special Emphasis Programs

Percent increase in number of enrolled veterans who have
access to home and community-based care when clinically
appropriate (2000 baseline = ADC of 14,111)

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan

N/A

N/A

N/A

Baseline

Percent of veterans who acquired independent living at
discharge from a Domiciliary Care for Homeless Veterans
(DCHYV) program or a community-based contract residential
care program

N/A

52%

50%

48%

Percent of veterans who obtained employment upon
discharge from a DCHV program or a community-based
contract residential care program

N/A

54%

55%

51%

Percent of homeless patients with mental illness who receive
a follow-up mental health outpatient visit, admission to a
CWT/TR or admission to a PRRTP within 30 days of
discharge

N/A

64%

64%

63%

Percent of veterans using Vet Centers who report being
satisfied with services and say they would recommend the
Vet Center to other veterans

N/A

N/A

100%

100%

Percent of hospitalized first admission traumatic brain injury
(TBI) patients discharged to the community setting (FY 1997
baseline = 305 patients)

N/A

60%

63%

66%

Blind Rehabilitation - Percent change in functional status
from admission to discharge from a blind rehabilitation
program or unit

N/A

N/A

N/A

N/A

Amputees (PACT) - Average Length of Stay Efficiency of
veterans undergoing rehabilitation for a lower extremity
amputation in a medical rehabilitation bed unit

N/A

N/A

N/A

N/A

Percent of prosthetics orders delayed

N/A

2%

2%

1%

Percent of randomly selected admissions from Special
Intensive PTSD Programs (SIPPs) that are enrolled in the
Outcomes Monitoring program

N/A

N/A

N/A

N/A
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Performance Measures

Veterans Health Administration Performance Measures

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan

Special Emphasis Programs (continued)

Goal Not Achieved -- Significant Difference

Percent of spinal cord injury (SCI) respondents to the
Performance Analysis Center of Excellence (PACE) Surv{ 55% 55% 55% 52% 53% 60%
who rate their care as very good or excellent - Inpatient

While this was one percentage point better than FY 2000's attainment level, in retrospect, it appears that improving SCI veterans
satisfaction will take more attention and resources. Balancing of resources in constrained economic times and dealing with key sl
shortages in the national health care arena continue to be challenges. Improved staffing to maintain capacity may increase patie
satisfaction. VHA will conduct focused review of results and problem scores.

The following recent interventions were initiated: designation of bed and staffing levels as described in VHA Directive 2000-022;
2001, increased staff at SCI Centers (increase full time equivalent of 275 in FY 2001); distribution and implementation of clinical
guidelines from the consortium for spinal cord medicine; annual national SCI primary care team training; improvements in the £
Registry to improve coordination of care; achievement of CARF (Commission on Accreditation of Rehabilitation Facilities) accre
for acute Spinal Cord Injury and Disorders (SCI&D) rehabilitation programs at 19 of 20 SCI Centers; continued identification an
translation of best practices in spinal cord injury and disorders by quality enhancement research initiative for spinal cord injury;
outreach to patients with SCI&D to increase influenza and pneumococcal vaccinations; distribution of SCI, continuing medical
project to enhance primary care knowledge of SCI&D issues; improved access to care within patients community. Improvement
satisfaction scores is anticipated as patients with SCI&D are affected by these initiatives.

Percent of spinal cord injury (SCI) respondents to the
Performance Analysis Center of Excellence (PACE) Surv{ 57% 55% 55% 57% Not available* 58%
who rate their care as very good or excellent - Outpatient

*Due to delays in contract award negotiations, the data for FY 2001 will not be available until the fourth quarter of FY 2002, contingent
on the availability of funds.

Medical Education P&F ID Codes: 36-0160-0-1-703
FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
|Education costs ($ in millions) | $919 | $933 [ s$902 [ $884 | $898 | $914 |

Performance Measure

Medical residents' and other trainees’ scores on a VHA N/A N/A N/A N/A
survey assessing their clinical training experiences
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Performance Measures

Veterans Benefits Administration Performance Measures

P&FID Codes: 36-0153-0-1-701; 36-0153-2-1-701; 36-0153-1-1-701; 36-0153-4-1-701; 36-0154-0-1-701; 36-

Compensation and Pension 0155-0-1-701; 36-0151-0-1-705; 36-0110-0-1-703; 36-0111-0-1-703

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FIE 6,931 6,770 6,841 7,123 8,035 7,791
Benefits costs ($ in millions) $19,352 $20,242 $21,112 $22,054 $23,277 $23,389
Administrative costs ($ in millions) $495 $491 $549 $586 $706 $685
Performance Measures
94 119 144 138
Rating-related actions - average days pending
N/A 70% 63% 51%
National accuracy rate (authorization work)
National accuracy rate (fiduciary work) N/A 51% 48% 60%
Telephone activities - abandoned call rate 9% 13% 9% 6%
Telephone activities - blocked call rate 45% 52% 27% 3%
Fiduciary activities -initial appeals and fiduciary
beneficiaries - percent of initial appointments > N/A N/A N/A 6%
45 days
Appeals ratio N/A N/A N/A N/A
Goal Not Achieved - - Minimal Difference
Customer orientation (customer satisfaction) N/A N/A N/A 67% 67% 68%
Non-rating actions - average days to process 23 32 44 50 55 54
One VA survey (C&P) N/A N/A N/A 3.3 3.0 3.6

The performance goal for these measures was set at an approximate target level, and the deviation from that level is slight. There was no effect on overall

program or activity performance.

|Overall satisfaction

58%

57%

57%

56%

This measure is a lagging indicator that reflects our level of timeliness and quality. Although quality improved during the year, timeliness did not. We expect

satisfaction to improve as we realize the positive effects of initiatives to reduce claims processing times. For more information see the narrative on timeliness and
quality of claims processing.

|Non-rating actions - average days pending | 56 | 74 | 94 | 84
Changes in staffing, with new staffing added and experienced staffing promoted from the position, resulted in fewer claims being processed. The loss of production
was not off-set by changes made by the C&P Service that reduced the number of income match claims that were added to the pending claims inventory. The added
focus given to rating-related cases impacted on these types of claims. It is expected that an increase in staffing experience and time to spend processing claims
should result in improved performance.
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Performance Measures

Veterans Benefits Administration Performance Measures

Compensation and Pension (continued)

The indicators below are the component end-products for the measure on average days to complete rating-related actions. We do not establish separate
performance goals for these indicators. For a detailed discussion of rating-related actions timeliness, see the narrative on pages 27-30.

Claims
Completed
FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 in FY 2001
Average days to process rating- 94 128 166 173 181 481.117
related actions ’
Initial disability compensation 133 168 205 212 219 86,549
Initial death compensation/DIC 66 89 111 122 133 19,898
Reopened compensation 101 141 182 189 197 261,583
Initial disability pension 77 94 112 115 130 29,050
Reopened pension 67 88 113 111 126 54,561
Reviews, future exams 41 61 104 108 119 22,252
Reviews, hospital 33 52 73 78 91 7,224
Ed. . P&F ID Codes: 36-0137-0-1-702; 36-0200-0-1-701; 36-8133-0-7-702;
ucation 36-2473-0-0-702; 36-0140-0-3-702; 36-4259-0-3-702 (Off Budget);
36-4260-0-3-702; 36-0151-0-1-705; 36-0111-0-1-703
FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 1,051 927 849 781 852 774
Benefits costs ($ in millions) $914 $891 $1,210 $1,197 $1,387 $1,768
Administrative costs ($ in millions) $72 $66 $70 $66 $64 $73

Performance Measures

Compliance survey completion rate

Customer satisfaction-high ratings (Education)

Telephone Activities - Abandoned call rate
(Education)

Employee job satisfaction (Education)

Telephone Activities - Blocked call rate
(Education)

There were very high blocked call rates during the early part of the fiscal year due to the higher than normal number of calls. In addition, the St. Paul Overflow
call unit was discontinued, effective September 30, 2000, resulting in calls blocked instead of being diverted to St. Paul. Furthermore, equipment limitations in
Buffalo added to the problem. The blocked call rate improved toward the middle of the fiscal year. Muskogee is due to get new equipment in fiscal year 2002

which will help. Meanwhile, seasonal employees and Education Service Unit personnel have been answering the phones.

The backlog and influx of new hires created a sense of urgency in claims processing which caused a deterioration in quality. Further, training and experience will
raise the quality level. Continuing improvement in Enrollment Certification Automated Processing will result in fewer errors as more cases are processed without
human intervention.
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Performance Measures

Veterans Benefits Administration Performance Measures

Education (continued)

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan

Administrative cost per trainee

This measure may be higher than desired due to the hiring of 100 new employees. Information Technology (IT) costs were also higher than expected. A
redistribution of IT overhead costs will bring our cost per trainee down. We project an increase in trainee counts as more Licensing & Certification and Top-Up
claims are received. As trainee counts go up, cost per trainee will go down.

Vocational Rehabilitation and  P&F ID Codes: 36-0137-0-1-702; 36-0140-0-3-702; 36-4259-0-3-702 (Off Budget);

Employment 36-4260-0-3-702; 36-0151-0-1-705; 36-0111-0-1-703
FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 1,099 919 972 940 1,061 971
Benefits costs ($ in millions) $402 $406 $412 $439 $427 $419
Administrative costs ($ in millions) $78 $68 $72 $81 $109 $116

Performance Measures

Speed of entitlement decisions in average days

Employment timeliness in average days

Accuracy of decisions (entitlement)

Serious Employment Handicap (SEH)
rehabilitation rate

Accuracy of decisions (services)

The methodology for performing this quality review changed during FY 2001 after the target was set. The target was not adjusted based on the change in the
methodology for conducting the review.

|Accuracy of decisions (fiscal) | N/A | N/A | 94% | 94% _

The methodology for performing this quality review changed during FY 2001 after the target was set. The target was not adjusted based on the change in the
methodology for conducting the review.

|Cust0mer satisfaction (Survey) | N/A | N/A | N/A | 76% _

At the time the 80% target was set, it was perceived to be a stretch goal. However, many factors such as the hiring of new employees (due to the renewed focus on
veterans), the reduction in contract services, and utilization of the annual survey (which was not regional office specific) are key factors that affected this
measure.
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Performance Measures

Veterans Benefits Administration Performance Measures

P&F ID Codes: 36-0137-0-1-702; 36-1119-0-1-704; 36-1119-0-2-704;
. 36-4127-0-3-704 (Off Budget); 36-4129-0-3-704 (Off Budget);
Housing 36-4025-0-3-704; 36-0140-0-3-702; 36-4259-0-3-702 (Off Budget);
36-0151-0-1-705; 36-0111-0-1-703

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 2,254 2,075 2,108 2,057 1,759 1,827
Benefits costs ($ in millions) $1,368 $1,676 $1,811 $1,866 $540 $722
Administrative costs ($ in millions) $139 $161 $160 $157 $162 $162
Performance Measures

Veterans satisfaction

Property holding time (months)

Statistical quality index

One VA survey (Housing)

Telephone activity for abandoned calls (Housing)

Return on investment

Goal Not Achieved -- Minimal Difference

Lender satisfaction N/A 67% 67% 74% 74% 76%

Processing time for eligibility certificates (days) N/A N/A N/A 4.8 7.4 5.0

The performance goal for these measures was set at an approximate target level, and the deviation from that level is slight. There was no effect on overall
program or activity performance.

Goal Not Achieved - - Significant Difference

|Administrative cost per loan $291 | $233 | $111 | N/A | $177 | $120

Accurate data were not available for setting the FY 2002 target. The status of unit cost as a measure is under review.

|Administrative cost per default $212 | $304 | $338 | N/A | $351 | $340

Accurate data were not available for setting the FY 2002 target. The status of unit cost as a measure is under review.

Telephone activity for blocked calls (Housing) N/A N/A N/A N/A 15% 5%

Blocked calls were at 14.8% in FY 2001 compared with the plan of 5%. On May 16, 2001, Loan Guaranty Service implemented the Loan Guaranty National

Automated Response System (LGY NARS) telephone module. As a result of the implementation, the fiscal year to date Blocked Call Rate fell from 20% to 15%.
Although we did not meet our goal of 5% in FY 2001, the Blocked Call Rate from June 2001 has ranged from 2.5% to 3.75%. We anticipate meeting our goal of

4% in FY 2002.
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Performance Measures

Veterans Benefits Administration Performance Measures

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
P&F ID Codes: 36-0120-0-1-701; 36-4012-0-3-701; 36-4010-0-3-701;
Insurance 36-4009-0-3-701; 36-8132-0-7-701; 36-8150-0-7-701; 36-8455-0-8-701;
36-0151-0-1-705; 36-0111-0-1-703
Resources
FTE 584 563 548 525 507 523
Benefits costs ($ in millions) $2,778 $2,687 $2,559 $2,458 $2,534 $2,554
Administrative costs ($ in millions) $38 $40 $40 $40 $41 $42
Performance Measures
High customer ratings (Insurance) 90% 95% 96% 96%
Low customer ratings (Insurance) 5% 2% 1% 2%
Percent of blocked calls (Insurance) 44% 17% 6% 4%
Average hold time in seconds 70 35 20 20
Percent of insurance disbursements paid 98% 999, 999 999,
accurately
Cost per policy maintained $9.96 $10.34 $11.25 $11.34
Cost per death award $87.55 $88.15 $78.18 $79.45
Employee skills matrix (Insurance) N/A N/A N/A N/A
Favorable IG audit opinion (Insurance) Y Y Y Y
Goal Not Achieved - - Minimal Difference
Employee satisfaction (Insurance) N/A N/A N/A 33 33 3.7

The performance goal for this measure was set at an approximate target level, and the deviation from that level is slight. There was no effect on overall program

or activity performance.
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Performance Measures

National Cemetery Administration Performance Measures

Burial P&F ID Code: 36-0155-0-1-701; 36-0129-0-1-705; 36-8129-0-7-705;
36-0183-0-1-705; 36-0110-0-1-703; 36-0111-0-1-703
FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 1,283 1,328 1,357 1,399 1,385 1,466
Benefits costs ($ in millions) $113 $114 $106 $109 $111 $130
Administrative costs ($ in millions):
Operating costs $77 $84 $92 $103 $116 $116
State cemetery grants $5 $6 $5 $19 $24 $40
Capital construction $19 $79 $21 $30 $33 $37
Performance Measures
Percent of veterans served by a burial option in a
national cemetery within a reasonable distance (75 N/A N/A 56.7% 67.5%
miles) of their residence
Cumulative number of kiosks installed at national and 2 6 14 24
state veterans cemeteries
Percent of monuments ordered on-line by other federal o o
and state veterans cemeteries using AMAS-R NA NA 6% 87%
Percent of individual headstone and marker orders
transmitted electronically to contractors 08% 85% 88% 89%
Percent of ]f‘resi{iential Memorial Certificates that are 98% 98% 98% 98%
accurately inscribed
Percent of headstones and markers that are 95% 95% 95% 97%

undamaged and correctly inscribed

Percent of veterans served by a burial option only in a
state veterans cemetery within a reasonable distance
(75 miles) of their residence

VA did not meet the FY 2001 performance goal, which was established prior to the availability of the new VetPop2000 data released in April 2001. If the data model
used to project the veteran population had not changed during the year, VA would have met its goal to serve 12.5 percent of veterans with a burial option only in a state
veterans cemetery within a reasonable distance of their residence.
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Performance Measures

Board of Veterans’ Appeals Performance Measures

P&F ID Code: 36-0151-0-1-705

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 492 483 478 468 455 480
Administrative costs ($ in millions) $36 $38 $40 $41 $44 $45

Performance Measures

Appeals resolution time (days)

Response time (days)

Goal Not Achieved -- Minimal Difference
Deficiency-free decision rate N/A 89% 84% 86% 87% 90%
Appeals decided per FTE 88.1 80.5 78.2 72.7 69.3 71.3
Cost per appeals case $839 $965 $1,062 $1,219 $1,401 $1,327

The performance goal for these measures was set at an approximate target level, and the deviation from that level is slight. There was no effect on overall program or
activity performance.

Goal Not Achieved - - Significant Difference

Court remand rate 64% 58% 65% 61% 97% 55%

The impact of the Veterans’ Claims Assistance Act of 2000 was the primary reason why this goal was not met. Cases pending at the Court were remanded to the Board
for further remand to the appropriate regional offices in order to ensure claimants’ due process rights under the new law. Because of the enormous backlog of cases at
the regional offices, the Secretary in April 2001 directed the General Counsel to prepare regulations which would permit the Board to develop evidence of cure
procedural defects without a remand. As a result of the Secretary’s memorandum, the Board of Veterans’ Appeals has been working with VBA, VHA and General
Counsel to enable the Board to perform evidence development and not remand cases to the regional offices for development. It is intended that this will speed up the
process and provide a decision to the appellant in a shorter period of time. This will fundamentally change how the Board of Veterans’ Appeals does business.
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Performance Measures

Departmental Management Performance Measures

P&F ID Codes: 36-0151-0-1-705; 36-4539-0-4-705; 36-0110-0-1-703;

36-0111-0-1-703

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001

Actual Plan

Resources

FTE 2,170 2,216 2,483 2,564 2,674 2,871

Administrative costs ($ in millions) $281 $327 $357 $416 $449 $473

Performance Measures

Percent of cases using alternate dispute resolution o o o

(ADR) techniques NA 1% 12% 13%

Number of audit qualifications identified in the

auditor’s opinion on VA’s Consolidated Financial 2 2 0 0

Statements

Percent increase of EC/EDI usage over 1997 base N/A 16% 48% 86%

year

Percent of statutory minimum goals met for small N/A 36% 379% 339

business concerns

Percent implementation of the Department-wide IT N/A N/A N/A N/A

Security Program

Percent of stakeholders who are satisfied or very

satisfied with their level of participation in VA’s N/A N/A N/A N/A

planning process

The intent of this measure is to develop some measure of satisfaction with VA’s planning process among VA’s stakeholders. The method for obtaining this data is to
survey the participants of VA’s Four Corners meetings, which include representatives from VA, Congress, OMB, and veterans service organizations. Because no Four
Corners meetings were held in FY 2001, VA has no actual data associated with this target. VA intends to resume its Four Corners meeting in FY 2002 and will collect

data from the participants.

Percent of employees who are aware of ADR as an
option to address workplace disputes

N/A

N/A

N/A

N/A

The percentage of employees who are aware of ADR as an option is being determined by the percentage of employees who have received ADR/mediation awareness
training. Overall, 28 percent of VA employees have received mediation awareness training. It is fully anticipated that these numbers will increase during FY 2002.
Currently, 53 percent of new VA employees are receiving ADR/mediation awareness training as part of their employee orientation.

Number of interactive points of contact on VA Web
site available to veterans

N/A

N/A

N/A

100

FY 2001 goals were not met due to the implementation of VA’s new Inquiry Routing and Information System (IRIS). IRIS quickly routes complaints, inquiries and
compliments directly to the concerned office. IRIS also provides the means to quantify the number of such contacts and extract evaluative information. Therefore, this

performance goal is no longer needed.
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Performance Measures

Office of Inspector General Performance Measures

P&F ID Code: 36-0170-0-1-705

FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 FY 2001
Actual Plan
Resources
FTE 339 322 342 354 370 393
Administrative costs ($ in millions) $32 $33 $38 $45 $48 $49

Performance Measures

Number of indictments, arrests, convictions, and
administrative sanctions

Value of monetary benefits ($ in millions) from:

- IG investigations

- IG audit and health care inspection reviews

Number of reports issued

181

171

162

108

During the year we did a number of exceptionally broad nationwide audits, which produced few reports, although one generated large monetary benefits. In addition,
the VA Secretary requested a special VBA fraud review late in the year, which caused us to suspend ongoing projects and refocus resources.

In light of continuing requests by the Secretary to do specific, broad, nationwide reviews that will produce a limited number of reports, we have reassessed our FY 2002

goal and believe that it is still challenging.

Value of monetary benefits (in millions) from:

- IG contract reviews

$99

$250

$47

$35

It should be noted that the total FY 2001 goal for OIG monetary benefits was $701 (million) from all sources; OIG’s achievement was record setting at a total of $4,189

(million) - almost 6 times the original total goal.

More specifically, contract reviews have an inherently cyclical nature, wherein some contracts cover a multi-year period and may have no impact on the year covered
by the goal. Most of this work is reactionary in nature, either assigned by the Department or responding to self-disclosures by contractors; consequently OIG has no
control over the volume of work that comes in. Consequently, next year we plan to consolidate the sources for the monetary benefits goal.
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DEFINITIONS

AAALAC - Association for Assessment and
Accreditation of Laboratory Animal Care

An accrediting body that provides oversight for
research programs that include animal research.
(Medical Research)

Abandoned call rate

Nationwide, the percentage of call attempts for
which the caller gets through, but hangs up before
talking to a VA representative. (C&P, Education)

Accuracy of decisions (entitlement)

Percent of entitlement determinations completed
accurately. Accuracy is determined through case
reviews. (VR&E)

Accuracy of decisions (fiscal)

Percent of vendor fiscal transactions and
subsistence award transactions that are accurate and
consistent with laws and regulations. The measure,
calculated by determining the number of completed
cases reviewed that were correct compared to the
total number of cases reviewed, is expressed as a
ratio. (VR&E)

Accuracy of decisions (services)

Percent of cases completed accurately of veterans
who receive Chapter 31 (disabled veterans
receiving vocational rehabilitation) services and/
or educational/vocational counseling benefits under
several other benefit chapters. Accuracy of service
delivery is expressed as a percent of the highest
possible score (100) on cases reviewed. (VR&E)

Administrative cost per default
The average administrative costs of all defaults
processed. (Housing)

Administrative cost per loan

Administrative unit cost for each guaranty issued,
including direct labor, indirect labor, and non-
payroll costs. (Housing)

Administrative cost per trainee

The average annual cost, including direct labor and
overhead, to serve an education beneficiary.
(Education)

Alternate Revenue Sources

A generic description of revenue over and above
VA’s yearly Congressional budget appropriation.
Examples of these revenues include medical cost
recoveries, Medicare, and other sharing revenues
including income from fee-for-service payments
or third-party payments for care received by
veterans covered by a medical insurance policy.
(Medical Care)

Appeals decided per FTE

A basic measure of efficiency determined by
dividing the number of appeals decided by the total
BVA full-time equivalent staft. (BVA)

Appeals resolution time (in days)

The average length of time the Department takes
to process an appeal, from the date a claimant files
a Notice of Disagreement until a case is resolved,
including resolution at aregional office or by a final
decision by the Board. (BVA)

Average days to complete education claims
Elapsed time, in days, from receipt of a claim in
the regional office to closure of the case by issuing
a decision. Original claims are for first-time use
of this benefit. Supplemental claims are for any
re-enrollment. (Education)

Average days to process insurance disbursements
The weighted composite average processing days
for all disbursements, including death claims and
applications for policy loans and cash surrenders.
(Insurance)

Average days to process non-rating actions
Elapsed time, in days, from receipt of a claim in
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the regional office to closure of the case by issuing
adecision by aregional office. Non-rating actions
include the following types of claims: original death
pension, dependency issues, income issues, income
verification matches, income verification reports,
burial and plot allowances, claims for accrued
benefits, and special eligibility determinations.
(C&P)

Average days to process rating-related actions
Elapsed time, in days, from receipt of a claim in
the regional office to closure of the case by issuing
a decision by a regional office. Rating-related
actions include the following types of claims:
original compensation, original disability pension,
original dependency and indemnity compensation
(DIC), reopened compensation, reopened pension,
routine examinations, and reviews due to
hospitalization. (C&P)

Average hold time in seconds

The average length of time (in seconds) that a caller
using the toll-free service number waits before
being connected to an insurance representative.
(Insurance)

Average length of stay efficiency of veterans
undergoing rehabilitation for alower extremity
amputation in a medical rehabilitation bed unit
Lower extremity amputations produce significant
life changes for a veteran’s functional status, and
effective rehabilitation intervention represents an
opportunity to achieve maximal benefit for the
patient. This measure is part of the evaluation of
rehabilitative interventions. In the FY 2001
baseline, this measure was based on inpatient
medical rehabilitation beds. Beginning in FY 2002,
anew measure will be based on the full continuum
of rehabilitative care. The new measure expands
the patient cohort to include amputees at all
facilities, both inpatient and outpatient, across the
continuum of care (i.e., includes care outside of a
medical care rehabilitation unit). (Medical Care)

Balanced Scorecard/Value Index

The Quality-Access-Satisfaction (QAS)/Cost
VALUE Index includes both cost and other
domains of value such as quality, access, and
satisfaction that express meaningful outcomes for
VA’s resource investments. Unlike a simple cost
measure that can lead to false impressions of
efficiency, the VALUE measure demonstrates a
balanced perspective of cost efficiency along with
desired outcomes. The measure simply portrays the
desired outcomes (as percentage of goals) that VA
achieves with its budgeted resources by
establishing a value relationship of Quality-Access-
Satisfaction to dollars (QAS/cost).

The VHA Balanced Scorecard provides a
framework for translating VHA’s strategic
objectives into performance measurements driven
by key performance measures. This measure uses
the same components used in the QAS/cost VALUE
Index but establishes a percent of goal relationship
for cost in the same manner as done for desired
outcomes of Quality, Access, and Satisfaction. All
four components in the scorecard are of equal
weight (each component is 25 percent of the total).
Progress toward the goal is identified as well as
identification of areas where the goal is exceeded.

The sources of data for these performance measures
are the same as those identified for the specific
components comprising the measures - Chronic
Disease Care Index II; Prevention Index II;
inpatient and outpatient satisfaction; waiting times
for primary care and specialty clinics; and wait
times to see a provider. The cost element is
obligations per unique patient in constant dollars.
(Medical Care)

Blocked call rate

Nationwide, the percentage of call attempts for
which callers receive a busy signal because all
circuits were in use. (C&P, Education)
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BVA response time (in days)

A future-oriented timeliness indicator that, based
upon BVA’s appellate processing rate of the
immediately preceding 1-year time frame, projects
the time BVA will take to decide anew appeal added
to its docket. (BVA)

CARES - Capital Asset Realignment for
Enhanced Services

The program to assess veteran health care needs
in VHA Networks, identify service delivery options
to meet those needs in the future, and guide the
realignment and allocation of capital assets to
support the delivery of health care services.

(Medical Care)

CDCI II-Chronic Disease Care Index II

The index consists of 23 medical interventions assessing how well VA follows nationally recognized
guidelines for 7 high-volume diagnoses. Within each of the seven diagnoses, one to eight medical
interventions are measured as follows: (Medical Care)

Diagnosis

Ischemic heart disease

Hypertension
Chroni c obstructive pulmonary

disease

Diabetes mellitus

Major Depressive Disorder

Schizophrenia

Tobacco Cessation

Medical I nterventions

Administration of aspirin at most recent outpatient visit
Administration of beta-blockers at most recent outpatient visit
LDL-C<130

Prescribing of beta-blockers at di scharge (inpati ent)
Prescribing of aspirin a discharge (i npati ent)

BP <140/90

I nfluenzaimmunization
Pneumococcal immunization
Percent non-tobacco users

Visual foot i nspection
Examination of pedal pulses
Foot sensory examination
Retinal eye examination
Annual Hemogl obin Alc
HbA1lc< 9.5

BP < 140/90

Lipid profile g2yrs

Screening for depression
Follow-up for positive screen

If on antipsychotic medication, assessed for i nvoluntary
movements annualy

Screening for use
Counseling x3/yr if tobacco user
Percent non-tobacco users
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Compliance survey completion rate

The percentage of compliance surveys completed,
compared with the number of surveys scheduled
at the beginning of the fiscal year. (Education)

Contract disputes electing ADR

The percent of contract dispute matters electing
to use Alternate Dispute Resolution (ADR)
techniques. ADR techniques refer generally to
several formal and informal processes for resolving
disputes that do not entail courtroom litigation.
(Departmental Management)

Cost per appeals case

Aunitdecision cost derived by dividing BVA’s total
obligational authority by the number of decisions.
(BVA)

Cost per death award
The average cost of processing a death claim,
including appropriate support costs. (Insurance)

Cost per policy maintained

The average cost of maintaining an insurance
policy, including all appropriate support costs.
(Insurance)

Cumulative number of kiosks installed at
national and state veterans cemeteries

The total number of kiosk information centers
installed at national and state veterans cemeteries
to assist visitors in finding the exact gravesite
locations of individuals buried there. In addition
to providing the visitor with a cemetery map for
use in locating the gravesite, the kiosk information
center provides such general information as the
cemetery’s burial schedule, cemetery history, burial
eligibility, and facts about the National Cemetery
Administration. (Burial)

Customer satisfaction
Percent of veterans who answered "very satistied"
or "somewhat satisfied" when asked about their

level of overall satisfaction with vocational
rehabilitation and employment services. (VR&E)

Customer satisfaction

Nationally, the percentage of respondents to the
education customer satisfaction survey who rated
their interactions with VA as "very satisfied" or
"somewhat satisfied." (Education)

Decisions containing quality deficiencies

Based on a random sampling of approximately 5
percent of Board decisions, decisions are checked
for deficiencies in the following categories:
identification of issues, findings of fact, conclusions
of law, reasons and bases (or rationale) for
preliminary orders, due process, and format. (BVA)

Electronic data transmissions between VBA/
VHA

This measure was initiated in September 2000 to
track all electronic transmissions between VBA and
VHA with the goal of improving the exchange of
datarelated to compensation and pension medical
examinations. The tests of measurement methods
in FY 2001 found problems with the structure of
the measure, so it will be discontinued in FY 2002.

VBA and VHA have initiated other projects to
facilitate transmitting electronic data between the two
organizations. For example, the Compensation and
Pension Records Interchange (CAPRI) application
thatallows VBA to obtainmedical records from VHA
was successfully tested in January 2001. In February
2001, VBA and VHA signed a memorandum of
understanding to establish a Joint Examination
Improvement Office in Nashville, Tennessee, to
improve the quality and timeliness of C&P medical
examinations. (Medical Care)

Employee job satisfaction

The overall level of job satisfaction, on a five-point
scale, expressed by education employees.
(Education)
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Employee satisfaction

The Insurance Service uses the national One VA
survey for the purpose of measuring employee
satisfaction. The survey, consisting of 100
questions, uses a 5-point scale to measure
satisfaction. We include the top three categories
as a favorable measure. (Insurance)

Employment timeliness in average days

The average number of days taken from the date
the veteran begins Employment Services (job
ready) to the date the veteran enters suitable
employment. (VR&E)

Fiduciary activities

Nationwide, the percentage of fiduciary initial
appointments that require more than 45 days to
complete. (C&P)

Foreclosure avoidance through servicing
(FATS) ratio

Measures the effectiveness of VA supplemental
servicing of defaulted guaranteed loans. The ratio
measures the extent to which foreclosures would
have been greater had VA not pursued alternatives
to foreclosure. (Housing)

Franchise Fund

VA'’s fund is comprised of six Enterprise Centers
that competitively sell common administrative
services and products throughout the Federal
Government. The Centers’ operations are funded
solely on a fee-for-service basis. Full cost recovery
ensures they are self-sustaining. (Departmental
Management)

Headstones and markers that are undamaged
and correctly inscribed

This percentage represents the number of
headstones and markers that are undamaged and
correctly inscribed, divided by the number of
headstones and markers ordered. (Burial)

High customer ratings

The percent of insurance customers who rate
different aspects of insurance services in the highest
two categories, based on a 5-point scale, using data
from the insurance customer survey. (Insurance)

Homeless patients with mental illness who receive
a follow-up mental health outpatient visit,
admission to a Compensated Work Therapy/
Transitional Residence (CWT/TR) or admission
to a Psychiatric Residential Rehabilitation
Treatment Program (PRRTP) within 30 days of
discharge

Operating one of the largest mental health programs
in the country, VA provides state-of-the-art
diagnosis and treatment to improve the mental and
physical functioning of veterans in need of mental
health treatment. Care is provided across a broad
continuum of inpatient, partial-hospitalization,
outpatient, and community facilities. This
performance measure tracks the percent of
homeless patients with mental health disorders who
received follow-up outpatient care related to mental
health, admission to a CWT/TR, or admission to
a PRRTP within 30 days following discharge from
Domiciliary Care for Homeless Veterans (DCHV)
or Health Care for Homeless Veterans (HCHYV)
contract care. (Medical Care)

Indictments, convictions, and administrative
sanctions

The results of criminal and administrative
investigations conducted in response to allegations
or proactive initiatives. (IG)

Individual headstone and marker orders
transmitted electronically to contractors

The percent of individual headstone and marker
orders that were transmitted to contractors via
communication software or Internet e-mail.
(Burial)
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Inpatients/outpatients rating VA health care
service as very good or excellent

This measure reflects the results of VA care and
service provided to veterans, based on the
Performance Analysis Center of Excellence
(PACE) surveys of their experiences during their
most recent hospitalization (inpatients) or care
received within the previous 2 months (outpatients).
In FY 2001, both nationwide and VISN-specific
findings for outpatient satisfaction were reported
semi-annually. A research team using standard
survey methodologies ensures the validity and
reliability of the findings. (Medical Care)

Institutional Review Board (IRB) compliance
with NCQA accreditation and maintenance, as
appropriate, of AAALAC or NRC accreditation
or certification

This measure ensures the compliance of research
facilities/investigators with regulatory requirements
and ensures the safety of research subjects. The
IRB is an oversight organization responsible for
reviewing and evaluating medical research
proposals. (Medical Research)

Low customer ratings

The percent of insurance customers who rate
different aspects of insurance services in the lowest
two categories, based on a 5-point scale, using data
from the insurance customer survey. (Insurance)

Maintain patient access to telephone care 7 days
a week, 24 hours a day, in all VISNs

As part of VA’s initiative to improve service and
access, this performance measure was initiated to
identify the number of VISNs that give veterans
access to telephone care 7 days a week, 24 hours
aday for triage, care, and consultation. The purpose
is to provide personalized care when and where it
is needed, within certain parameters, and in ways
that are creative, innovative, and cost-effective.
(Medical Care)

Medical residents’ and other trainees’ scores on
a VHA survey assessing their clinical training
experiences

The satisfaction survey for residents and other
trainees assists VHA in determining how well VHA
is achieving VA’s academic mission of providing
innovative and high-quality health care training for
VA and the Nation. VHA uses the survey results to
learn what satisfies residents and other trainees and
to target how to improve the clinical training
experience. The sources of this data are the
responses to a summary question from the Learners’
Perceptions Survey. VHA used sound scientific
methodologies to develop this survey instrument
in order to assure the collection of reliable
information. The numerator for this measure is the
sum of scores of respondents who indicated they
are satisfied with their VA clinical experiences on
a scale of 1 to 10. The denominator is the total
number of survey respondents. (Medical
Education)

Montgomery GI Bill usage rate
The percent of eligible veterans who have ever used
their earned benefits. (Education)

Monuments ordered on-line by other federal
and state veterans cemeteries using AMAS-R
The percentage represents the number of
headstones and markers ordered through NCA’s
Automated Monument Application System-
Redesign (AMAS-R) by other federal (for example,
Arlington National Cemetery) and state veterans
cemeteries, divided by the total number of
headstones and markers ordered by other federal
and state veterans cemeteries. (Burial)

National accuracy rate (authorization work)

Nationwide, the percentage of original death
pension claims, dependency issues, income issues,
income verification matches, income verification
reports, burial and plot allowances, claims for
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accrued benefits, and special eligibility
determinations completed and determined to be
technically accurate. The accuracy rate for the
Nation is acompilation of the C&P Service’sreview
of the 57 regional offices. (C&P)

National accuracy rate (fiduciary work)
Nationwide, the percentage of field examinations
and account audits completed and determined to
be technically accurate. The accuracy rate for the
Nation is acompilation of the C&P Service’sreview
of the 57 regional offices. (C&P)

National accuracy rate for core rating work
Nationwide, the percentage of original
compensation, disability pension, death pension,
and DIC claims; reopened compensation and
pension claims; and appellate actions completed
and determined to be technically accurate. The
accuracy rate for the Nation is a compilation of the
C&P Service’s review of the 57 regional offices.
(C&P)

NCQA —National Committee for Quality
Assurance

An accrediting body that provides oversight for
research programs that include human research.
(Medical Research)

Non-rating actions - average days pending
Elapsed time, in days, from date of receipt of a claim
(for which work has not been completed) in the
regional office to current date. Non-rating actions
include the following types of claims: original death
pension, dependency issues, income issues, income
verification matches, income verification reports,
burial and plot allowances, claims for accrued
benefits, and special eligibility determinations.
(C&P)

NRC — Nuclear Regulatory Commission
Afederally sponsored organization responsible for
management of radiation hazards, which has

oversight in research programs that include
radioactive materials. (Medical Research)

Overall satisfaction

This is an index of answers from the annual
customer satisfaction survey. The survey assesses
the level of satisfaction veterans have with the way
their claim is handled by VA and with the service
they receive when they contact VA for information.
(C&P)

Patients seen within 20 minutes of scheduled
appointment at VA health care facilities
Service must be delivered in a timely manner. VA
patients with scheduled appointments expect to be
seen within areasonable time of their appointments.
This measure reflects the percentage of patients
who report being seen in 20 minutes or less. It is
derived from the responses to the following
question on the annual National Ambulatory Care
Satisfaction Survey: "How long after the time when
your appointment was scheduled to begin did you
wait to be seen?" (Medical Care)

Patients who use tobacco products

Smoking remains the single greatest cause of
preventable disease in the United States. The
smoking program in VHA’sOfficeof Public Health
and Environmental Hazards and the National
Center for Health Promotion and Disease
Prevention is responsible for policy development
relating to smoking by patients, employees, and
visitors at VA facilities. Activities revolve around
developing and disseminating clinical guidelines
for smoking cessation and implementing a joint
VA-DoD National Smoking Cessation Program.
Data obtained through a random sample of the
records of patients seen at least once 12-24 months
ago and again within the current year (to determine
the veteran is an established patient) at one of eight
ambulatory care clinics are used to assess the
effectiveness of the program. (Medical Care)
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Payment accuracy rate

Measures how well decisions reflect payment at
the proper rate for the correct period of time.
(Education)

Percent change in functional status from admission
to discharge from a blind rehabilitation program
or unit

The performance index is based on the Historical
National Benchmark (HNB) of functional change
indicated by the 13 items in the survey instrument.
The measurement of functional change is used to
determine whether veterans are developing the
skills and capabilities that they need to improve
the quality of their lives and attain the personal
independence and emotional stability that is the
goal of the Blind Rehabilitative Service. The index
reflects the functional change (in logit units) from
pre- to post-rehabilitation that was found in the
2,682 veterans surveyed during the four years of
work on the establishment of psychometric
properties of the instrument. During this period with
data from all blind rehabilitation centers, the
average improvement was 1.57 units. This is the
denominator, and the numerator is the functional
change seen at the blind centers during the reporting
period. This computes a percentage of the HNB
that is attained. (Medical Care)

Percent increase of EC/EDI usage over 1997
base year

The percent increase in the number of line items
ordered through Electronic Data Interchange (EDI)
by fiscal year. (Departmental Management)

Percent of full-time employees receiving 40
hours of continuing education or training
annually; as part of the 40 hours, all front-line
providers will have 20 hours directly related to
patient safety

The quality of VHA’s service depends on a
workforce that understands, believes in, and fulfills
the organization’s mission and goals. As work

processes and organizational needs change, there
will be a demand for more multi-skilled individuals
who will work in new environments. Rewards will
be linked directly to performance measures and
organizational goals. Therefore, VHA owes its
employees the opportunities to upgrade and/or
maintain professional skills and to work in an
environment that encourages success. This measure
indicates the percent of permanent full-time and
part-time VHA employees who meet or exceed the
minimum number of hours spent in educational
activities or other learning experiences. In FY 2001,
employee education emphasized safety training for
all front-line providers. (Medical Care)

Percent of insurance disbursements paid
accurately

The weighted composite accuracy rate for all
disbursements, including death claims, policy
loans, and cash surrenders. (Insurance)

Percent of randomly selected admissions from
Special Intensive PTSD Programs (SIPPs) that
are enrolled in the Qutcomes Monitoring
program

Patients enrolled in the National PTSD Outcomes
Monitoring System are those registered with VHA’s
Mental Health and Behavioral Sciences Strategic
Health Care Group and admitted to the following
specialized intensive PTSD programs: Evaluation
Brief Treatment PTSD unit, Specialized Inpatient
PTSD Program (SIPPS), PTSD Residential
program, or a PTSD Day Hospital program.
Patients with successful follow-ups are those who
have completed a follow-up assessment form, as
required for the outcome-monitoring program.
(Medical Care)
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Percent of spinal cord injury respondents to the
Performance Analysis Center of Excellence
(PACE) survey who rate their care as very good
or excellent

The Spinal Cord Injury and Disorders (SCI&D)
program assists veterans with SCI&D to develop
the capacities needed to maintain independence,
health, and well-being. To accomplish this, the
SCI&D program provides rehabilitation,
preventive care, sustaining care, and extended care
across a continuum. This measure indicates VA’s
ability to maintain a viable spinal cord injury system
providing health care that will receive positive
patient evaluations. (Medical Care)

Percent of Veterans Service Standard (VSS)
problems reported per patient in the areas of
patient education, visit coordination, and
pharmacy services

Patient satisfaction with health care services is
measured through questions on the National Patient
Feedback Survey. The questions involve patient
perceptions of patient education, visit coordination,
and pharmacy services. Patient education pertains
to whether VA healthcare providers give patients
understandable answers to their questions and
furnish patients with clear explanations of why tests
are needed, what the results are, the purpose and
side effects of any prescribed medicines, and what
to do if problems or symptoms continue or get
worse. Visit coordination deals with whether
patients are informed of how and when they would
find out the results of any test conducted. Pharmacy
services pertain to how long patients usually have
to wait to get their prescriptions filled, and what
patients' overall rating is of VA pharmacy services.
(Medical Care)

Percentage of blocked calls

The percentage of call attempts for which callers
receive a busy signal because all circuits were in
use for the insurance toll-free service number.
(Insurance)

Percentage of patients evaluated for the risk
factors for Hepatitis C

At the beginning of 2001, responsibility for
coordinating the Hepatitis C programs was
transferred to the Office of Public Health and
Environmental Hazards. Thisstaff'schargewas
to (1) provide Hepatitis C testing to any veteran
who may be at risk; (2) develop an appropriate
Hepatitis C risk prevention program; and (3)
improve data collection and management,
including aproposal to create anew VA Hepatitis
C Registry. The registry was to be created to
improvehow VA tracksthenumber of patientswith
Hepatitis C infection, the nature of the care they
receive, and the associated workload. (Medical
Care)

Presidential Memorial Certificates that are
accurately inscribed

A Presidential Memorial Certificate (PMC)
conveys to the family of the veteran the gratitude
of the Nation for the veteran’s service.To convey
this gratitude, each certificate must be accurately
inscribed. This measure represents the number of
PMCs initially sent to the families of deceased
veterans that are accurately inscribed, divided by
the number of PMCs issued. (Burial)
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Prevention Index II

The Prevention Index (PI II) consists of nine medical interventions that measure how well VA follows
nationally recognized primary prevention and early detection recommendations for nine diseases or health
factors that significantly determine health outcomes. Data contained in the prevention index are estimates
ofthe average percentages of patients receiving appropriate medical interventions for these diseases and

health factors. (Medical Care)

Disease/Health Factor

Influenza

Pneumococcal pneumonia
Tobacco consumption
Alcohol abuse

Breast cancer

Cervical cancer
Colorectal cancer

Prostate cancer
Cholesterol levels

Medical Intervention

Influenza vaccination
Pneumococcal vaccination
Tobacco use screening

Alcohol use screening
Mammography

Cervical cancer screening
Colorectal cancer screening
Prostate cancer screening education
Hy perlipidemia screening

Program evaluation

An assessment, through objective measurement
and systematic analysis, of the manner and extent
to which Federal programs achieve intended
outcomes. (Departmental Management)

Property holding time (months)

The average number of months from date of
custody of a property to the date of sale of a property
acquired due to defaults on VA-guaranteed loans.
(Housing)

Proportion of discharges from spinal cord injury
(SCI) center bed sections to non-institutional
settings

This measure is the percentage of inpatients with
SCI who are discharged to non-institutional
community living locations from a VA SCI bed
section. Excluded from the count are patients with
irregular discharges, patients transferred in from
institutional care, and patients who have died. Non-
institutional community living locations do not

include a different hospital, nursing home care unit,
state home, domiciliary, or penal institution.
(Medical Care)

PTSD - Post Traumatic Stress Disorder
PTSD is an anxiety disorder that can occur
following the experience or witnessing of life-
threatening events, such as military combat, natural
disasters, terrorist incidents, serious accidents, or
violent personal assaults such as rape. People who
suffer from PTSD often relive the experience
through nightmares and flashbacks, have difficulty
sleeping, and feel detached or estranged. These
symptoms can be severe enough and last long
enough to significantly impair the person’s daily
life. Common PTSD stressors in veterans include
war zone stress (€.g., combat and exposure to mass
casualty situations), the crash of a military aircraft,
or sexual assault. VA is committed to providing an
integrated, comprehensive, and cost-effective
continuum of care for veterans with PTSD.
(Medical Care)
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Rate of delayed prosthetics orders

This measure is important to many veteran service
organizations. Enactment of the Veterans Health
Care Eligibility Reform Act of 1996, Public Law
104-262, Section 104, eliminated the prohibition
on providing prosthetic devices in an ambulatory
setting and increased the number of veterans who
are eligible for prosthetic devices. It is crucial that
the rate of delayed prosthetics orders (that is, orders
not placed in five workdays) should not exceed 2
percent of the total workload per month. A 2-percent
standard will be maintained despite an expanding
workload in FY 2002-2006. The source of the data
is the National Prosthetic Delayed Order Report.
The data are collected manually on a quarterly basis.
The numerator for this target is the total number
of delayed prosthetic orders. The denominator is
the total number of prosthetic orders received.
(Medical Care)

Rating-related actions - average days pending
Elapsed time, in days, from date of receipt of a claim
(for which work has not been completed) in the
regional office to current date. Rating actions
include the following types of claims: original
compensation, original disability pension, original
DIC, reopened compensation, reopened pension,
routine examinations, and reviews due to
hospitalization. (C&P)

Rehabilitation rate

The percentage of veterans who acquire and
maintain suitable employment and leave the
program, compared to the total number leaving the
program. For those veterans with disabilities that
make employment infeasible, VR&E seeks to assist
them to become independent in their daily living.
(VR&E)

Remand rate from CAVC to BVA

Percent of decisions entered by the United States
Court of Appeals for Veterans Claims (CAVC) that
are remanded (returned) to the Board of Veterans’
Appeals. (BVA)

Reports issued

Audit, contract review, and health care inspection
documents that reflect independent and objective
assessments of key operations and programs at VA
facilities nationwide. These reports include
recommendations for corrective action, cost
savings, and/or programmatic improvement of the
activities under review. (IG)

Respondents who rate national cemetery
appearance as excellent

Using a customer satisfaction survey, NCA
measures its success in maintaining cemeteries as
national shrines from the customer’s perspective.
For FY 2001 and subsequent years, NCA developed
a new customer satisfaction survey process. The
annual survey is done via mail; the data are collected
from family members and funeral directors who
recently received services from a national cemetery.
The measure for cemetery appearance is the percent
of respondents who agree that the overall
appearance of the national cemetery is excellent.
(Burial)

Respondents who rate the quality of service
provided by the national cemeteries as excellent
Using a customer satisfaction survey, NCA
measures its success in delivering service with
courtesy, compassion, and respect. For FY 2001
and subsequent years, NCA developed a new
customer satisfaction survey process. The annual
survey is done via mail; the data are collected from
family members and funeral directors who recently
received services from a national cemetery. The
measure for quality of service is the percent of
respondents who agree that the quality of service
received from cemetery staffis excellent. (Burial)

Return on investment

The national average on the return on investment
(percentage) on properties sold that were acquired
due to defaults on a VA-guaranteed loan. It is the
amount received for the property (selling price)
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divided by the acquisition cost and all subsequent
expenditures for improvements, operating,
management, and sales expenses. (Housing)

Root Cause Analysis

Patient safety remains of utmost importance to VA.
Root cause analysis (RCA) is a process for
identifying the basic or contributing causal factors
related to harm caused by adverse events or "close
calls" involving VA patients. The National Center
for Patient Safety (NCPS) evaluated the timeliness
of RCAsin FY 2001 to understand the origins and
circumstances of safety problems and to improve
outcomes of patient safety in VHA’s health care
facilities. (Medical Care)

Serious Employment Handicap (SEH)
rehabilitation rate

Proportion of all veterans with an SEH who are
rehabilitated, compared to all veterans with an SEH
who exit a program of services (discontinued or
rehabilitated) during the fiscal year. These veterans
are also included in the rehabilitation rate. The SEH
rehabilitation rate provides additional credit for
success in rehabilitating veterans with serious
employment handicaps. VR&E Service is targeting
veterans with SEH for increased attention and
services. (VR&E)

Sharing agreements (Non-DoD and DoD)

Improving coordination of VA and DoD programs
and systems is an important purpose of this
performance measure. In December 1999, VA and
DoD agreed to a Memorandum of Agreement
(MOA) to combine their purchasing power to
eliminate redundancies. In FY 2001, significant
progress was made related to achieving discounts
off the lowest VA Federal Supply Schedule (FSS)
prices ranging from 0.19 percent to 53.75 percent;
converting DoD’s Distribution and Purchasing
Agreements to FSS for medical/surgical products;
and working with DoD counterparts to facilitate
shared acquisition strategies through product

standardization committees. In May 2001, the
President established a task force to improve health
care delivery to our Nation’s veterans through better
coordination between VA and DoD. (Medical Care)

Speed of entitlement decisions

Average number of days from the time the
application is received until the veteran is notified
of the entitlement decision. (VR&E)

Statistical quality index

A quality index that reflects the number of correct
actions found in Statistical Quality Control reviews,
measured as a percentage of total actions reviewed.
(Housing)

VA Community-based Outpatient Clinic
(CBOCO)

A CBOC is a VA-operated, VA-funded, or
VA-reimbursed health care facility or site
geographically distinct or separate from a parent
medical facility. This term encompasses all types
of VA outpatient clinics, except hospital-based,
independent, and mobile clinics. Satellite and
outreach clinics are included as community-based
outpatient clinics. (Medical Care)

VA Domiciliary

A VA domiciliary provides comprehensive health
and social services in a VA facility for eligible
veterans who are ambulatory and do not require
the level of care provided in nursing homes.
(Medical Care)

VA Hospital

A VAhospital is an institution that is owned, staffed,
and operated by VA and whose primary function
isto provide inpatient services. Note: Each division
of an integrated medical center is counted as a
separate hospital. (Medical Care)
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VA-managed Federal Coordinating Centers
that complete at least one National Disaster
Medical System (NDMS) casualty reception
exercise every three years

Since disasters are commonplace in today’s world,
prompt, coordinated response and relief efforts are
necessary to reduce morbidity and mortality. As a
large integrated health care system with a presence
in every state, VA operates a national emergency
management program that includes NDMS Federal
Coordinating Centers strategically located
throughout the country. Emergency preparedness
drills and related activities test the effectiveness
of existing training programs and capabilities, and
keep skills honed for real-life emergency events.
This measure provides the percent of VA-managed
NDMS Federal Coordinating Centers that complete
at least one casualty reception exercise every three
years. (Medical Care)

Value of monetary benefits from IG audits

A quantification of funds that could be used more
efficiently if management took actions to complete
recommendations pertaining to deobligating funds,
costs not incurred by implementing recommended
improvements, and other savings identified in audit
reports. (IG)

Value of monetary benefits from IG contract
reviews

The sum of the questioned and unsupported costs,
identified in pre-award contract reviews, that the
IG recommends be disallowed in negotiations
unless additional evidence supporting the costs is
provided. (IG)

Value of monetary benefits from IG investigations
Includes court fines, penalties, restitution, civil
judgments, and investigative recoveries and
savings. (IG)

Veterans served by a burial option within a
reasonable distance of their residence

NCA determines the percentage of veterans served
by existing national and state veterans cemeteries
within a reasonable distance of their residence by
analyzing census data on the veteran population.
Burial option includes national cemeteries or state
veterans cemeteries with space for first interments,
whether full-casket or cremain, or both, either in-
ground or in columbaria. Reasonable distance
means, in most cases, 75 miles; however, for certain
sites where historical data exist to demonstrate
substantial usage from a greater distance,
reasonable distance is defined as that greater
distance. Since FY 2000, actual performance and
the target levels of performance have been based
on the new VetPop2000 model developed by the
Office of the Actuary. (Burial)

Veterans served by a burial option in a national
cemetery

The percentage of veterans with reasonable access
to a national cemetery with space for first
interments, whether full-casket or cremain, or both,
either in-ground or in columbaria. Reasonable
access means, in most cases, within 75 miles of
the veteran’s residence. (Burial)

Veterans served by a burial option only in a state
veterans cemetery

The percentage of veterans with reasonable access
to a state veterans cemetery with space for first
interments, whether full-casket or cremain, or both,
either in-ground or in columbaria. Reasonable
access means, in most cases, within 75 miles of
the veteran’s residence. (Burial)

Veterans using Vet Centers who report being
satisfied with services and saying they would
recommend the Vet Center to other veterans

Since 1979, VA has provided counseling services
to assist veterans in readjusting to civilian life
through a nationwide system of 206 community-
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based counseling facilities known as Vet Centers.
The Vet Centers were the first VA service program
to treat PTSD systematically in returning war
veterans. Vet Centers now provide, inanon-hospital
community setting, a variety of social services,
extensive community outreach and referral
activities, psychological assessment, psychological
counseling for war-related experiences (including
PTSD) and sexual trauma, and family counseling
when needed. Initially restricted to Vietnam
veterans, current law has extended eligibility for
Vet Center services to any veteran who has served
in the military in a theater of combat operations or
in any area where armed hostility was occurring
at the time of the veteran’s service. This
performance measure tracks the percentage of
veterans who respond on the Vet Center Veteran
Satisfaction Survey that they are satisfied with
services and would recommend the Vet Center to
other veterans. (Medical Care)

Veterans who obtained employment upon
discharge from a Domiciliary Care for Homeless
Veterans (DCHYV) program or a community-
based contract residential care program;
Veterans who acquired independent living
arrangements at discharge from a Domiciliary
Care for Homeless Veterans (DCHYV) program
or acommunity-based contract residential care
program

VA administers two special programs for homeless
veterans: Domiciliary Care for Homeless Veterans
(DCHV) and Health Care for Homeless Veterans
(HCHV). These programs provide outreach,
psychosocial assessments, referrals, residential
treatments, and follow-up case management to
homeless veterans. The denominator for the
homeless/independent living and homeless/
employment measures includes all veterans
discharged from DCHV programs or HCHV
community-based residential treatment programs.
The homeless/independent living measure tracks
the percentage of these veterans who are discharged

directly to independent living in the community.
Independent living is defined as residence in one’s
own apartment, rooms, or house. The homeless/
employment measure tracks the percentage of
discharged veterans who obtain full-time
employment, part-time employment, or therapeutic
work opportunities in Veterans Industries at
discharge. (Medical Care)

Waiting times for primary care and selected
specialty clinic appointments

These performance measures are a major
component of VA's initiative to improve service
and access. In early 2000, VA implemented
software for measuring the average next available
clinic appointment time experienced by patients
needing a non-urgent appointment. The software
computed the clinic appointment waiting time by
calculating the number of daysbetweenthedatea
next avail ableappoi ntment i srequested and thedate
the appointment ismade. Thismeasured theactual
experienceof patientsrather than projectionsbased
on appointment availability. Further, VHA
measuresthe percent of all patientsin primary care
and specialty clinicswho receive an appointment
within 30 daysof thedesired date. A second, revised
version of this software was released January 31,
2001. Thisversion improved the measurement of
appointment waiting times for new patients to
primary care. (Medical Care)
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L 1sT oF ABBREVIATIONS AND ACRONYMS

AAALAC
Associationfor the Assessment and Accreditation
of Laboratory Animal Care

ACSI
American Customer Satisfaction Index

ADR
Alternative Dispute Resolution

AFGE
American Federation of Government Employees

AMASR
Automated Monument Application System-
Redesign

ARC
Allocation Resources Center

B&O
Beneficiary and Option

BCMA
Bar Code Medication Administration

BDC
Benefits Delivery Center

BOP
Federal Bureau of Prisons

BOSS
Burial Operations Support Systems

BPA
Blanket Purchase Agreement

BRFSS
Behavioral Risk Factor Surveillance System

BVA
Board of Veterans Appeals

C&P
Compensation and Pension

C&V
Construction and Valuation

CAP
Combined Assessment Program

CAPRI
Compensation and Pension Records Interchange

CARES
Capital Asset Realignment for Enhanced Services

CARF
Rehabilitation Accreditation Commission

CBOC
Community-based Outpatient Clinic

CDC
Centers for Disease Control and Prevention

CDCI |1
Chronic Disease Care Index 11

CDRH
Center for Devices and Radiological Health

CFO
Chief Financia Officer
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CFR
Code of Federal Regulations

CFS
Consolidated Financial Statements

ClO
Chief Information Officer

CMS
Centers for Medicare and Medicaid Services

COLAs
Cost of Living Adjustments

COOP
Continuity of Operations Plan

CoreFL S
Core Financial & Logistics System

COTS
Commercial Off-the-Shelf

CPEP
Compensation and Pension Examination Project

CPRS
Computerized Patient Record System

CWT/TR
Compensated Work Therapy/Trangtional Residence

CWT/VI
Compensated Work Therapy/Veterans Industries

DCHV
Domiciliary Care for Homeless Veterans

DEERS
Defense Eligibility and Entitlement Records
System

DFAS
Defense Finance and Accounting Service

DIC
Dependency and Indemnity Compensation

DMC
Debt Management Center

DMDC
Defense Manpower Data Center

DMO
Data Management Office

DoD
Department of Defense

DOL
Department of Labor

DOOR
Distribution of Operational Resources

DSS
Decision Support System

EA
Enterprise Architecture

EC/EDI
Electronic Commerce/Electronic Datalnterchange

ECAP
Enrollment Certification Automated Processing

EPA
Environmental Protection Agency

EPRP
External Peer Review Program
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Abbreviations and Acronyms

FAIR Act
Federal Activities Inventory Reform Act

FASAB
Federal Accounting Standards Advisory Board

FASB
Financial Accounting Standards Board

FATS
Foreclosure Avoidance Through Servicing

FDA
Food and Drug Administration

FPDS
Federal Procurement Data System

FECA
Federal Employees Compensation Act

FERS
Federal Employees’ Retirement System

FFMIA
Federal Financial Management Improvement Act

FIFO
First In-First Out

FISCAM
Federal Information System Controls Audit
Manual

FMS
Financial Management System

FOIA
Freedom of Information Act

FRP
Federal Response Plan

FSC
Financia Services Center

FSQAS
Financial Systems & Quality Assurance Service

FSS
Federal Supply Schedule

FTE
Full-time Equivalent

FY
Fiscal Year

G2B
Government to Business

G2C
Government to Citizen

G2G
Government to Government

GAAP
Generally Accepted Accounting Principles

GAO
Genera Accounting Office

GISRA
Government Information Security Reform Act

GMRA
Government Management Reform Act

GPEA
Government Paperwork Elimination Act

GPO
Government Printing Office
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GPRA
Government Performance and Results Act

GSA
General Services Administration

HCM
Human Capital Management

HCPCS
Health Care Financing Procedure Code System

HEC
Health Eligibility Center

HEDIS
Health Plan Employer Data Information Set

HHS
Department of Health and Human Services

HIM
Health Information Management

HR LINK$
VA's Integrated Human Resources and Payroll
System

HRM
Human Resources M anagement

|IEE
Internal Effectiveness and Efficiency

IFCAP
Integrated Funds Distribution, Control Point
Activity, Accounting and Procurement

G
Inspector General

IL
Information L etter

|OM
Institute of Medicine

IRB
Institutional Review Board

ISMP
Institute for Safe M edication Practices

IT
Information Technology

IVM
Income Verification Match

JCAHO
Joint Commission for the Accreditation of
Healthcare Organizations

LDLC
Low Density Lipid Cholesterol

LS&C
Loan Service & Claims

MCCF
Medica Care Collections Fund

MDR
Meta Data Repository

MGIB
Montgomery Gl Bill

MMCP
Medicare Managed Care Plans

MOA
Memorandum of Agreement

MOU
Memorandum of Understanding
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M PI
Master Patient Index

MVHCB
Military and VeteransHeal th Coordinating Board

NAGE
National Association of Government Employees

NARS
National Automated Response System

NCA
National Cemetery Administration

NCHS
National Center for Health Statistics

NCPS
National Center for Patient Safety

NCQA
National Committee for Quality Assurance

NDMS
National Disaster Medical System

NHIS
National Health Interview Survey

NHPP
National Health Physics Program

NIH
National Institutes of Health

NOD
Notice of Disagreement

NRC
Nuclear Regulatory Commission

NSLI
National Service Life Insurance

OA&MM
Office of Acquisition and Materiel Management

OCs
Office of Cyber Security

OHRP
Office of Human Research Protections

OlIG
Office of Inspector General

OMB
Office of Management and Budget

OPI
Office of Program Integrity

OPM
Office of Personnel Management

OoQP
Office of Quality Performance

ORCA
Office of Research Compliance and Assurance

ORD
Office of Research and Devel opment

OSGLI
Officeof ServiceMembers Group Lifelnsurance

OSHA
Occupational Safety and Health Administration

OWCP
Office of Workers Compensation Program
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P& F
Program and Financing

PACE
Performance Analysis Center for Excellence

PACT
Preservation/Amputation Care and Treatment
Program

PAID
Personnel Accounting Integrated Data

PCGL
Personal Computer Generated L etter

Pl Il
Prevention Index |1

PIR
Project Initiation Request

PKI
Public Key Infrastructure

PLAN
Property Management Local Area Network

PLOU
Portfolio Loan Oversight Unit

PMC
Presidential Memorial Certificates

PP& E
Property, Plant & Equipment

PRRTP
Psychiatric Residential Rehabilitation Treatment
Program

PTF
Patient Treatment File

PTSD
Post Traumatic Stress Disorder

PUL SE
Patient User Local Survey Evaluator

PVA
Paralyzed Veterans of America

QA

Quality Assurance

QAS
Quality-Access-Satisfaction

QuiC
Quality Interagency Coordination Taskforce

R&D
Research and Devel opment

RCA
Root Cause Analysis

REPS
Restored Entitlement Program for Survivors

RLC
Regional Loan Centers

RO
Regional Office

RPO
Regional Processing Office

SCGP
State Cemetery Grants Program

SCI
Spinal Cord Injury
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Abbreviations and Acronyms

SCl1&D
Spina Cord Injury and Disorders

SCI QUERI
Quality Enhancement Research Initiativefor Spinal
Cord Injury

SDN
Service Delivery Network

S-DVI
Service-Disabled Veterans Insurance

SGLI
Servicemembers Group Life Insurance

SIPO
Security Infrastructure Protection Office

SIPPs
Specia Intensive PTSD Programs

SLMP
Service Loss Mitigation Program

SMC
Strategic Management Council

SQC
Statistical Quality Control

SSA
Social Security Administration

SSN
Social Security Number

STAR
Statistical Technical Accuracy Review

SVES
State Verification and Exchange System

TBI
Traumatic Brain Injury

TIMS
The Imaging Management System

T™MC
Travel Management Center

TREASURY
Department of the Treasury (US Treasury)

TRICARE
DoD-Managed Care Support Contract

U.S.C.
United States Code

USGLI
United States Government Life Insurance

VA
Department of Veterans Affairs

VACERT
VA Electronic Education Certification Program

VACOLS
Veterans Appeals Control and Locator System

VAEB
VA Executive Board

VAMC
VA Medical Center

VARO
VA Regional Office

VBA
Veterans Benefits Administration
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VCAA
Veterans Claims Assistance Act

VEAP
Veterans Educational Assistance Program

VERA
Veterans Equitable Resource Allocation

VGLI
Veterans Group Life Insurance

VHA
Veterans Health Administration

VHI
Veterans Health Initiative

VI&|
Veterans' |nsurance and Indemnities

VICTARS
Veterans|nsurance Claims Tracking and Response
System

VinnieMAC
VA Loan Sales Program

VISN
Veterans Integrated Service Network

VigA
Veterans Health Information Systems &
Technology Architecture

VMLI
Veterans Mortgage Life Insurance

VR&C
Vocationa Rehabilitation and Counseling Service

VR&E
Vocational Rehabilitation and Employment

VRI
Veterans Reopened Insurance

VSLI
Veterans Special Life Insurance

VSR
Veterans Service Representative

VSS
Veterans Service Standard

WAV E
Web Automated Verification of Enrollment

WCP
Workers Compensation Program

WINRS
Waco, Indianapolis, Newark, Roanoke, Seattle
VR& E Case Management System
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... to care for him who shall
have borne the battle and
for his widow and his orphan ...

A. Lincoln

Department of Veterans Affairs
Office of Management
810 Vermont Avenue, NW
Washington, DC 20420

http://www.va.gov/budget/report/index.htm





