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Meredith Majerle:

This is Meredith Majerle, a Supervisory Management Analyst, with the VA Office of Inspector General
in Kansas City, Missouri. Here are the April highlights.

Inspector General Michael Missal gave a presentation to more than 140 attendees at the New England
Intergovernmental Audit Forum in Boston, Massachusetts, who had gathered to discuss effective
leadership, change leadership, and practices in data-driven management. His conference presentation,
“Leadership in a Changing Environment,” detailed the steps leaders and personnel in any organization
can take to improve its work environment and create a culture that encourages positive change.

Inspector General Missal and Comptroller General of the United States Gene L. Dodaro, who also
serves as the head of the Government Accountability Office (or GAO), met to discuss GAO’s 2019 High
Risk List. The High-Risk List includes over 30 areas considered to be at high risk for waste, fraud,
abuse, or mismanagement, or in need of transformation. The OIG and GAO have complementary
oversight responsibilities regarding VA, which makes coordination of particular importance. Among the
concerns they discussed was the addition of VA’s acquisition management to the High-Risk List.

Tom Temin, host of the Federal Drive podcast on the Federal News Network, interviewed Inspector
General Missal on three recent OIG publications: Forever GI Bill: Early Implementation Challenges,
Federal Information Security Modernization Act Audit for Fiscal Year 2018, and Lost Opportunities for
Efficiencies and Savings During Data Center Consolidation. You can listen to the podcast on iTunes or
PodcastOne.

The OIG’s Brent Arronte, Deputy Assistant Inspector General for Audits and Evaluations, testified
before the U.S. House Committee on Veterans’ Affair’s Subcommittee on Technology and
Modernization. His testimony focused on the effectiveness of VA’s information security program, the
progress made, and challenges VA continues to face in developing the systems needed to effectively
carry out their mission:

“Our audits have shown that IT systems development and management at VA is a
longstanding high-risk challenge. Despite some incremental advances, our reports
indicate VA IT programs are still often susceptible to cost overruns, schedule slippages,
and performance problems.”

The OIG’s Criminal Investigations division recently closed an investigation that resulted in the
conviction and sentencing of a man for his scheme to defraud the VA of disability benefits. The man
exaggerated his disability to receive the VA’s 100 percent disabled rating when in fact he was rated at
10 percent. As a result, he defrauded the VA of $1.3 million over approximately 36 years. He was
sentenced to 12 months in prison and ordered to pay over $1.2 million in restitution to VA.


https://www.gao.gov/highrisk/overview
https://www.gao.gov/highrisk/overview
https://federalnewsnetwork.com/category/tom-temin-federal-drive/federal-drive/
https://federalnewsnetwork.com/category/tom-temin-federal-drive/federal-drive/
https://www.va.gov/oig/pubs/VAOIG-19-06452-97.pdf
https://www.va.gov/oig/pubs/VAOIG-18-02127-64.pdf
https://www.va.gov/oig/pubs/VAOIG-16-04396-44.pdf
https://www.va.gov/oig/pubs/VAOIG-16-04396-44.pdf
https://itunes.apple.com/us/podcast/federal-drive-with-tom-temin/id1270799277?mt=2
https://www.podcastone.com/federal-drive-with-tom-temin?pid=1753589
https://www.va.gov/oig/pubs/statements/VAOIG-statement-20190402-arronte.pdf
https://www.youtube.com/watch?v=a635yzTRPM4
https://www.youtube.com/watch?v=a635yzTRPM4
https://www.justice.gov/usao-co/pr/man-who-pretended-be-blind-sentenced-year-prison-after-collecting-nearly-13-million?platform=hootsuite
https://www.justice.gov/usao-co/pr/man-who-pretended-be-blind-sentenced-year-prison-after-collecting-nearly-13-million?platform=hootsuite

VA Office of Inspector General
PODCAST TRANSCRIPT

The OIG published two oversight reports in April. In the report Quality and Coordination of a Patient’s
Care at the VA Eastern Colorado Health Care System, the OIG reviewed a complainant’s allegations
and substantiated that the facility’s care providers, at the time of a patient’s most recent hospital
admission, failed to complete thorough evaluations including reconciliation of medications. The OIG
made eight recommendations related to medication reconciliation, provider education, infection source,
care transitions, discharge planning, podiatry clinic scheduling, wound care clinic consults and practices,
and resident supervision. In the second report, Review of Delays in Clinical Consult Processing at VA
Boston Healthcare System, the OIG reviewed a complaint that staff inappropriately discontinued
consults. The complaint was not substantiated and the OIG did not make further recommendations.

Podcasts are produced by OIG staff. Look for other podcasts in the media section of the VA OIG
website. For more information on the congressional subcommittee hearing and all OIG April
publications—or to report fraud, waste, abuse, and possible criminal activity—visit the OIG website at
www.va.gov/oig.


https://www.va.gov/oig/pubs/VAOIG-18-01455-108.pdf
https://www.va.gov/oig/pubs/VAOIG-18-01455-108.pdf
https://www.va.gov/oig/publications/report-summary.asp?id=4630
https://www.va.gov/oig/publications/report-summary.asp?id=4630

