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1. The Office of Inspector General audited selected aspects of the Department of
Veterans Affairs (VA) Veterans Health Administration (VHA) Emergency Medical
Strategic Healthcare Group (EMSHG). The audit was conducted at the request of the
former Chief of Staff to the Secretary.

2. The purpose of the audit was to determine if: (i) VA’'s various emergency and
disaster-related missions were properly established in legislation, interagency
agreements, or other enabling action and were supported by published policies and
procedures; (ii) these missions were properly a role for EMSHG; (iii) EMSHG's
organization and supervisory structure and its organizational position within VHA served
to achieve appropriate mission objectives; (iv) fiscal operations properly accounted for
operating expenditures; and (v) management controls over headquarters and field staff
were adequate.

3. Based on audit test results, we concluded that there exist several significant issues
related to EMSHG management and operations that have impacted staff efficiency and
effectiveness. The conditions we identified as problems can be grouped into several
categories, as follows:

e Overall mission

« Organization and staffing
» Control of fiscal resources
» Interagency issues

« Training programs

« Top management

e A proposed new mission

4. Fiscal controls were sufficient to identify VA resources consumed in support of
disaster relief operations for the purpose of reimbursement from other Federal agencies.
However, we found that EMSHG management and staff, and by extension VA, have
assumed national emergency and disaster-related duties that are outside VA’'s primary



purpose of providing medical care and which duplicate functions of other Federal
agencies. EMSHG field staff perform duties that could be performed by others or that
need not be performed at all. EMSHG staffing exceeds levels necessary to perform
essential functions. EMSHG management needs mechanisms to better track and account
for operating expenditures. In addition, EMSHG's participation in the National Disaster
Medical System (NDMS) annual conference needs to be re-evaluated by VHA top
management. Finally, EMSHG’s training and development activity needs to be re-
evaluated.

5. We recommended that the Under Secretary for Health: (i) determine what VA’s
role should be with respect to the various Federal Government disaster programs;
(i) adjust EMSHG Headquarters staffing levels accordingly; (iii) eliminate certain field
positions and transfer their essential duties to the Veterans Integrated Service Networks
(VISNSs); (iv) eliminate two specific positions in EMSHG Headquarters; (v) establish
accounting mechanisms to track and account for EMSHG expenditures, to identify and
permit reallocation of unneeded funds; (vi) determine whether VA should continue to
provide financial support to the NDMS annual conference; and (vii) re-evaluate
EMSHG's training and development activity.

6. We also identified two issues for which we made no recommendations, but which

VHA top management needs to address. These involved: (i) the functioning of EMSHG

top management; and (ii) VA’s ability to take on a proposed new emergency and disaster-
related mission.

7. The Under Secretary for Health concurred with all recommendations, with the
exception of a deferred concurrence for the recommendation to eliminate certain field
staff and transfer their duties to the VISNs. The deferral for that recommendation is to
allow time for a new Chief Consultant for EMSHG to assess the situation. With that one
exception, we consider all issues resolved, although we will continue to follow up on all
planned actions until completion.

For the Assistant Inspector General for Auditing
(Original signed by)

WILLIAM V. DEPROSPERO
Director, Chicago Audit Operations Division
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RESULTS AND RECOMMENDATIONS

Staff of the Department of Veterans Affairs’ (VA) Emergency Medical Strategic
Healthcare Group (EMSHG) are charged with fulfilling several mandated missions that
relate to VA’'s response to natural and man-made disasters and to national defense
contingencies. EMSHG staff plan, coordinate, administer, or execute VA'’s participation
in:

« The Federal Government’s continuity of government program.

« Providing backup medical care for DoD personnel.

« The Federal Response Plan (FRP) for natural and man-made disasters.

« The National Disaster Medical System (NDMS).

« Responding to natural and technological hazards.

» Developing continuity of operations plans for individual VA medical centers.

In addition to these six missions, we were informed during the audit that some
Congressional interest existed in tasking VA, and thus EMSHG, with leading a Federal
effort to train medical personnel to respond to the potential terrorist use of weapons of
mass destruction: chemical, biological, or nuclear.

EMSHG’s budget for Fiscal Year 1998 was about $7.6 milion. EMSHG has an
authorized ceiling of 97 full-time equivalent employees (FTEE). This includes 40 full
time Area Emergency Managers (AEMs) and 29 FTEE program assistants (PAs) located
at 40 VA medical centers. These medical centers correspond approximately to the 40
Federal Coordinating Centers (FCC) that are staffed by VA as part of its participation in
the NDMS. EMSHG also has four staff assigned to a training and development center in
Indianapolis, IN and one staff member assigned to the transportation center at Scott Air
Force Base, near Belleville, IL. The remaining 23 staff are assigned to EMSHG
Headquarters located in Martinsburg, WV.

There Are Several Significant Problems Related to EMSHG Operations That Have
Impacted Its Efficiency and Its Effectiveness

Many of these difficulties are the result of historical happenstance, but others have been
caused or exacerbated by EMSHG’s recent management. The problems we identified
can be grouped into several categories. These include problems related to:

» Overall mission

« Organization and staffing
« Control of fiscal resources
» Interagency issues

« Training programs



« Top management
e A proposed new mission

The following sections describe briefly the first five of these broad areas. Additional
detail is contained in Appendices lll, IV, and V. The last two areas are discussed in
detail in a Management Advisory section following the recommendations.

Much of What EMSHG Staff Do Is Not Required by Their Missions

EMSHG has been tasked with six specific missions related to emergency and disaster
preparedness and relief at the national and local levels. However, EMSHG staff were
performing duties not required by those missions, based on a review of the functions
actually performed and on interviews with Public Health Service (PHS), Federal
Emergency Management Agency (FEMA), and Department of Defense (DoD) officials.
In addition, we concluded that some things that EMSHG staff were doing could be better
performed by other VHA staff.

In our opinion, EMSHG's staffing, organization, and philosophical orientation are geared
toward “managing” disaster relief efforts as opposed to simply “facilitating” the delivery

of VA medical care resources when called upon. To support this assessment, we noted
the following:

« EMSHG officials and staff deploy to disaster sites even though they are not,
except by coincidence, medical care professionals and have set up or attempted to
set up support facilities that duplicated facilities provide by PHS staff.

¢ Much of the material developed by EMSGH training staff relates more to disaster
management techniques and ensuring NDMS functions and resources are available
than it does to the medical treatment of disaster victims.

« EMSHG has invested large amounts of money in sophisticated communications
equipment to support EMSHG staff deployments.

« EMSHG Headquarters staffing of 24 FTEE is more than twice the size of DoD’s
equivalent office.

EMSHG’s management philosophy has concentrated on disaster management, largely
duplicative of FEMA and PHS missions, rather than on delivering the resources called for
in EMSHG's six authorized missions. Based on EMSHG’s mission, its role should be
limited primarily to:

 lIdentifying and cataloging available VA resources for different disaster scenarios.
« Activating such resources when FEMA and PHS ask for them.



« Arranging transportation for such resources.
» Tracking resource consumption for later reimbursement from FEMA and PHS.

VHA management, in consultation with FEMA and PHS officials and with guidance
from the Office of the VA Secretary, needs to assess whether “managing” disaster relief
efforts is a proper role for VA, or whether VA’'s role should be more focused on
delivering medical care resources when called upon by other Federal agencies that are
specifically tasked with disaster management. If the conclusion is the latter, then
EMSHG Headquarters staffing could be significantly downsized.

In addition, based on an analysis of activities actually performed by EMSHG staff, one
significant group of EMSHG staff perform tasks that either would be better performed
elsewhere in VA or not at all. Most of the tasks performed by EMSHG Area Emergency
Managers (AEMs) and their program assistants (PAs) could either be eliminated or
transferred as collateral duties to VHA Veterans Integrated Service Network (VISN)
staff. AEMs and PAs make up 69 of EMSHG’s 97 FTEE.

We found that the major component of AEM and PA duties included tasks related to their
assigned FCCs within the NDMS, but which they did not need to perform. According to
many AEMS, these duties typically included:

« Networking among NDMS member hospitals and local and state government
disaster agencies.

« Attending meetings of local and state government disaster agencies.

» Planning for area disasters.

« Planning and coordinating, or assisting in the planning and coordinating, of area
disaster drills.

« Keeping up-to-date on NDMS member hospital capabilities

However, these tasks are apparently not consistent with tasks performed by comparable
DoD staff who have jurisdiction over other FCCs. We concluded that, in general, only
the last task bulleted above is normally required of FCC officials and that, once local
hospitals have been brought into the NDMS program, there is little left to do except to
occasionally update their capabilities inventory. We based this conclusion on
information provided by the DoD official responsible for the FCC/NDMS program in his
agency. In DoD, FCC/NDMS activities are a low priority collateral duty, rather than a
principal duty. Army staffed FCCs with reservists who may spend about one weekend

1 Actual duties among AEMs and PAs varied widely. In fact, most AEMs, some in concert with their local Medical

Center Directors and some not, wrote their own position descriptions. In addition, the weight given to the various

functions that might appear in AEM position descriptions and the time devoted to each also varied widely. While
EMSHG Headquarters staff desired to standardize AEM functions, they lacked the authority to do so. One medical
center Director told us that each AEM makes of the job what he or she wants.



per month on FCC and NDMS duties. Navy and Air Force FCCs use active duty
personnel for whom such duties are near their lowest priority.

We also found that some AEMs write their medical center’s disaster plans, even though
that is a duty traditionally performed by medical center safety officers, especially at
facilities that do not have AEMSs.

In addition, most AEMs and PAs perform tasks assigned by their Medical Center
Directors that do not relate to any of EMSHG authorized missions. For some AEMs this
type of work represented as much as 65 percent of their time, and often more for PAs.

Lastly, we found that some AEMSs occasionally were deployed to national disaster sites
to assist in relief efforts. We question whether deployment to a disaster site is a needed
function of an AEM.

Appropriate AEM and PA functions should be transferred to the 22 VISNs. In many
cases these functions can be assigned as collateral duties to existing VISN staff. If some
VISNs require additional staff to perform AEM functions, the additional staff can be
funded from savings derived from eliminating the present 69 FTEE AEM and PA
positions, which we estimate at about $4.0 miflion

Organizational and Staffing Issues Need To Be Addressed

Because of a significant organizational anomaly, EMSHG does not have effective control
over most of its staff. We found that EMSHG'’s officially approved organizational
structure was significantly dissimilar to its actual structure. Because its staff are doing
work that does not need to be done, EMSHG has more staff than it needs.

EMSHG management does not have effective control over its AEMs and PAs. These
staff are reflected in the organizational hierarchy, are paid for from EMSHG funds, and
are theoretically subject to EMSHG policies and directives. Nevertheless, they are
directly controlled by the Medical Center Directors where they are assigned. This
situation has created numerous control problems and conflicts.

« Most AEMs and PAs told us that they believed they worked for their local
Medical Center Directors.

2 EMSHG Headquarters officials informed us that it was their desire that all AEMs be subject to this occasional
duty. However, these same officials admitted that not all AEMs are qualified for this function, and these officials
blamed that on their own lack of direct control over AEM development. Consequently, some AEMs have never been
deployed and others have been deployed more than once.

% Besides annual salaries for AEMs ($2,632,341) and PAs ($929,603), this includes over $365,307 for overhead
that is paid annually to medical centers to support AEM and PA staff.



« Many AEMs and PAs performed tasks assigned to them by local Directors that
were not related to EMSHG missions or were only marginally related.

« EMSHG management had no effective control over AEM and PA position
descriptions. Most AEMs had written their own position descriptions, and these
varied widely in content, reflecting local priorities rather than EMSHG mission
priorities.

« Although many AEMs traveled extensively and despite funding all AEM travel,
EMSHG management had no effective control over that travel. EMSHG
management approved neither AEM travel requests, nor their travel vouchers. We
identified several cases of questionable AEM travel claims.

» Although EMSHG policies recommended particular training credentials for
AEMs, EMSHG management had little effective control and no enforcement
authority over AEM training.

« General Schedule grading of AEMs was inconsistent. Of the 40 AEMs, 37 were
GS-13 and 3 were GS-14s, although there were no apparent differences in their
duties. The three GS-14s were former Regional Emergency Managers who had
been displaced when the Medical Regions were dissolved. In addition, during the
audit, we were told that one GS-14 was downgraded to a GS-13, and an attempt to
downgrade another GS-14 was blocked by a VISN Director.

The present situation is not conducive to the effectiveness or efficiency of VA's
emergency and contingency missions. EMSHG management was fully aware of the
control problems that the current organization of AEMs and PAs within EMSHG has
created. They expressed to us their belief that the solution lay in giving full “ownership”
of AEMs and PAs to EMSHG. However, accepting our recommendation to eliminate
AEM and PA positions (see the preceding section) and transferring their necessary
functions to the 22 VISNs would effectively solve these control problems.

We also identified organizational issues related to EMSHG Headquarters itself. EMSGH
Headquarters’ organization has, over time, undergone evolutionary changes: staff have
been added; the dissolution of the Medical Regions necessitated some staffing
adjustments; and supervisory realignments have been made. However, none of these are
reflected in EMSHG’s current approved organization chart. To address these changes
and to attempt to solve the problem of AEM control, EMSHG top management submitted

a formal request for a new organizational structure to VHA Headquarters in 1997. This
request had not been acted on at the time of our audit.



EMSHG Headquarters staff could be reduced from 7, to as many as 15 FTEE, if
EMSHG’s basic mission is defined as facilitating the delivery of VA medical care
resources to disaster sites, and AEM and PA duties can be transferred to the VISNs. We
base this assessment on experience in DoD, on reaction from PHS officials, and on our
analysis of 18 non-clerical positions in EMSHG Headquarters. According to DoD
officials, EMSHG’s equivalent organization within DoD had only about 10 staff. In
addition, PHS officials expressed surprise to us when informed of EMSHG’s present
staffing level. Reducing EMSHG Headquarters staff by 7 FTEE would save about
$335,000 in annual salary costs.

In addition, EMSHG Headquarters was overstaffed by two questionable positions, with
total annual salaries of about $190,000.

« The Deputy Director was not a true deputy and had few substantive duties
assigned.

- The Director, Response Technical Supb@@S-14) position was unnecessary.
The incumbent was one of four displaced Regional Area Managers, and he
continues to function as he had prior to the dissolution of the Regions, i.e., he
“supervises” AEMs who would have fallen under the jurisdiction of the former
Medical Region 1. No other of the former regions has such a position.

EMSHG Did Not Have Effective Control Over Much of Its Operating Expenditures

The existence of unspent funds at the end of several fiscal years suggested that EMSHG'’s
budget processes could be improved. In addition, VA funds allocated to support NDMS
activities were poorly controlled.

Management of EMSHG's funds is completely decentralized among VA Central Office
and 41 VA medical centers. There is no central control point within EMSHG for
EMSHG’s funds; and, only one person at EMSHG Headquarters, a budget analyst, was
tasked specifically with keeping track of EMSHG funds. Consequently, EMSHG funds
have been difficult to control properly.

Like most all VHA organizations, EMSHG funds begin in VA Central Office, VHA
accounts. Quarterly, or more often as needed, funds are transferred to the 41 VA medical
centers that support EMSHG operations and staff:

 Funds for EMSHG Headquarters operations are transferred into VA Medical
Center (VAMC) Martinsburg, WV fund control points and are expended by
medical center fiscal staff on instructions from EMSHG officials.

* The title bears no relation to the assigned duties.



Funds for AEM and PA salaries, travel, and supplies are transferred into fund
control points at the 40 VA medical centers that support them, and are expended
by medical center staff as needed or as requested.

Funds for EMSHG’s Training and Development staff at Indianapolis, IN are

transferred into VAMC Indianapolis fund control points and are expended by

medical center fiscal staff as needed or as requested. (One of the 40 AEM
positions was also supported by VAMC Indianapolis.)

Funds for one out-based EMSHG Headquarters staff person (the Director,
Response Technical Support) are transferred into fund control points at
VAMC Lyons, NJ (the incumbent's official duty station), and are similarly
handled by that medical center’s fiscal staff. (One of the 40 AEM positions was
also supported by VAMC Lyons.)

EMSHG management did not adequately monitor expenditures made by supporting
medical centers. As a result, approximately $414,000 in EMSHG funds were used in
recent years by those medical centers for their own purposes. For example:

From Fiscal Year 1992 through Fiscal Year 1997, VAMC Martinsburg kept
approximately $221,000 in net unspent, end-of-year EMSHG funds for support of
EMSHG Headquarters staff.

In Fiscal Years 1997 and 1998, four medical centers kept about $162,000 in
unneeded EMSHG funds. They also kept another $5,500 in VHA funds intended
as overhead support for EMSHG staff. These funds were for AEM and PA
positic>5ns that were either vacant or that were misidentified as to the applicable
FTEE.

In Fiscal Year 1997, 31 medical centers kept approximately $25,400 in unspent,
end-of-year EMSGH funds for support of AEMs and PAs.

In addition, EMSHG Headquarters staff did not have adequate control over AEM travel.
Even though AEM travel funds were provided from EMSHG budgeted funds, local
Medical Center Directors, or their designees, generally approved AEM travel requests
and subsequent travel claims. We identified several minor cases of questionable travel by
AEMs that might have been prevented had approving officials had a vested financial
interest in the expenses incurred by AEM travel.

® In one case, a medical center received EMSHG funds sufficient to pay for a full time PA. However, the medical
center was served only by a half time PA.



Lastly, we found that EMSHG officials did not have effective control over funds used to
support NDMS operations. In cooperation with PHS, FEMA, and DoD, VA funds
operations of the National Disaster Medical System, primarily for its annual conference.
Because NDMS is not an organization with a staff or a budget (it is a “system”), there is
no central control point to account for funds from the four agencies for conference
expenditures.

Our attempt to audit the expenditure of VA funds to support the 1997 NDMS conference
resulted in EMSHG officials being unable to account for $46,490. First, they failed to
account for about $8,700 in EMSHG funds intended for expenses related to pre-
conference planning, mostly travel to locate and assess conference sites. EMSHG
officials were also unable to account for about $33,590 in funds reportedly left over from
the prior year’'s conference that were allocated for the same purposes. Circumstantial
evidence suggested to us that both the $8,700 and the $33,590 were probably converted
to the use of VAMC Birmingham, AL as unspent year-end money. (However, no
interviews or reviews of records could confirm this.) Both amounts were controlled by
the Regional Medical Education Center (RMEC) in Birmingham, AL. In addition,
another $4,200 in EMSHG funds was spent by the RMEC in error to support medical
center participation in the conferefice

We observed one peculiar transaction related to funds that were collected at the
conference from attendees. The funds were collected by a private contractor hired for
that purpose and disbursed for conference related expenses such as conference space,
audio-visual services, and break time snack foods and drinks. Our review of accounting
records provided to us by the contractor revealed that the contractor paid $3,000 to the
hotel for one line item called “gratuities.” The hotel in turn gave $3,000 in cash to an
EMSHG employee who then distributed it to various hotel staff as tips. The only
accounting for the disposition of the $3,000 was on informal, handwritten notes.

If EMSHG continues to sponsor or participate financially in NDMS conferences,
EMSHG officials should obtain a proper accounting of funds sufficient to satisfy
themselves that VA funds were spent as intended. Also, unspent funds should be
returned to EMSHG or VHA Headquarters accounts for reallocation prior to year-end.
Because other Federal agencies are involved, it may be necessary for EMSHG to
negotiate with those agencies regarding acceptable fiscal controls related to NDMS
operations.

® EMSHG officials claim not to have authorized payment of medical center incurred costs from its funds.



VA Is Funding a Disproportionately Large Share of the NDMS Annual Conference

The audit identified serious fiscal issues related to EMSHG’s involvement, and by
extension, VA's involvement, in the intergovernmental National Disaster Medical
System. This related, in particular, to VA'’s financial participation in the annual NDMS
conference. Based on interviews with officials and staff in VA, PHS, FEMA, and DoD
the annual conference is of great value to the national emergency preparedness
community. However, it appears that VA has, for several years, financed a significant
portion of the conference’s expenses.

For example, although an old agreement calls for each of the four supporting agencies to
contribute about $50,000 annually to NDMS activities (principally the annual
conference), we were informed that both FEMA and DoD had, in recent years, declined
to contribute their share.

For the 1997 conference, PHS officials told us that they had contributed about $62,500
toward NDMS operations. However, we found no evidence of this in any of the VA,
EMSHG, RMEC, or contractor records we reviewed. In addition, PHS’s fiscal staff
informed us that they could not identify any such contribution. We were also told that
the $62,500 might have been used to fund (i.e., pay salary and transportation costs for)
PHS speakers at the conference. We are left with the conclusion that VA was probably
the only Federal agency that funded any part of the conference from its own resources.

Given the apparent lack of financial commitment from the other three Federal agencies
involved in NDMS, in our opinion, VHA top management needs to assess VA’'s degree
of financial commitment to NDMS activities, particularly to the annual conference.

EMSHG's Training and Development Activity Should Be Re-Evaluated

In our opinion, the functions of the organizational component in EMSHG responsible for
training and development need to be re-evaluated. EMSHG operates a Training and
Development (T&D) group located in Indianapolis, IN, which consists of four full-time
staff. This group produces a variety training materials for EMSHG staff.

However, we were unable to identify a clear function for this staff, and we were not
satisfied that the work they were doing required four full-time staff. We noted that
neither T&D staff, nor anyone else in EMSHG, plans, coordinates, oversees, executes, or
monitors AEM and PA training. When asked for the training records of AEMs, T&D
staff could not provide any, nor could anyone else in EMSHG provide them. AEMs told
us that they go through their medical centers for training. We also noted that, although
EMSHG has begun a certification program for AEMs, T&D staff involvement is
minimal.



AEMs did tell us that they do receive training materials from T&D staff occasionally,
such as training manuals and videotapes. However, some of these same AEMs
guestioned the value of the material. As one said, paraphrasing, “they sit on my shelves
gathering dust.” The quality of the material aside, we were unable to determine what the
T&D staff do on a day-to-day basis.

If, as we are recommending, EMSHG’s overall mission is significantly changed and
reduced in scope, there may be a greater role for training and development of non-
EMSHG staff in emergency, disaster, and contingency related issues. However, we did
not examine whether EMSHG'’s current T&D staff are qualified to take on that role. At a
minimum, T&D operations should be relocated to EMSHG Headquarters. This would
allow closer supervision, a better assessment of T&D staff capabilities, and a better
integration of T&D functions into whatever EMSHG’s mission will become.

Conclusion

EMSHG has several significant problems that have impacted its efficiency that need to be
addressed by VHA top management.

Some EMSHG staff perform tasks that would be better performed elsewhere in VA,
elsewhere in the Federal Government, or not at all. The most obvious examples of such
activities are many that are performed by AEMs and PAs. In addition, EMSHG
management philosophy is geared more toward “managing” disaster situations and less
toward simply facilitating delivery of VA medical care resources. As a consequence,
EMSHG has grown into a bureaucracy that appears to duplicate in large measure
important functions of the PHS and FEMA organizations.

EMSHG's officially approved organizational structure is significantly dissimilar to its
actual structure. EMSHG management does not have effective control over most of its
staff. Because EMSHG employees do work that does not need to be done, it is
overstaffed.

EMSHG does not have effective control over much of its operating expenditures. The
existence of significant unspent funds at the end of several fiscal years suggests that
EMSHG's budget and control processes could be improved. Finally, VA funds allocated
by EMSHG to support NDMS activities were poorly controlled.

There are serious fiscal issues related to VA's involvement in the intergovernmental

National Disaster Medical System. VA carried an undue financial and resource
consumption burden for NDMS operations, principally its annual conference.
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Finally, the mission and function of EMSHG'’s training and development staff should be
re-evaluated. The current training and development function is not contributing to
EMSHG mission accomplishment

For More Information

« Additional details about EMSHG's various missions are contained in Appendix II.

« Additional details about EMSHG and VA emergency and disaster-related mission
issues are contained in Appendix Ill.

« Additional details about organizational and staffing issues are contained in
Appendix V.

» Additional details about fiscal issues are contained in Appendix V.

Recommendation 1

The Under Secretary for Health should:
a. Determine what VA'’s role in disaster management should be.
b. Adjust EMSHG Headquarters staffing levels accordingly.

C. Eliminate AEM and PA positions and transfer their essential Federal Coordinating
Center duties to the 22 Veterans Integrated Service Networks.

d. Eliminate the Deputy Director and Director, Response Technical Support positions
in EMSHG Headquarters.

e. Establish accounting mechanisms to track and account for EMSHG expenditures,
and to identify and permit reallocation of unneeded funds.

f. Determine whether VA should continue to provide financial support to the annual
NDMS conference.

g. Evaluate the need for the EMSHG training and development unit in Indianapolis.

The associated monetary impact for Recommendations 1b., 1c., 1d., and 1f. are shown in
Appendix VII.
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Under Secretary for Health Comments

The Under Secretary for Health concurred with all recommendations, with the exception
of a deferred concurrence for the recommendation to eliminate certain field staff and
transfer their duties to the VISNs. The deferral for that recommendation is to allow time
for a new Chief Consultant for EMSHG to assess the situation. (The full text of the
Under Secretary’s comments and implementation plans is contained in Appendix VI.)

Office of Inspector General Comments

The Under Secretary’s comments and implementation plans are acceptable, and with the
one exception, we consider all issues resolved, although we will continue to follow up on
all planned actions until completion.

12



MANAGEMENT ADVISORY

In our audit of EMSHG operations, we identified two issues that need to be addressed,
but for which we have made no specific recommendations. These involve EMSHG top
management and the possibility of EMSHG, and VA, acquiring a new, seventh mission.

Top Management Issues

There existed a situation within EMSHG's top management that has caused divisiveness
within the organization. This situation has contributed to low morale within EMSHG and
to some of the other conditions we noted. In particular, it has contributed to the failure of
AEMs and PAs to identify with EMSHG as “their” organization.

EMSHG’s Director, or Acting Chief Consultant, displaced the previous Director in June
1993. The previous Director was reassigned to a Deputy Director position and retained
his Senior Executive Service (SES) level 2 grade and pay.

During our visits to EMSHG Headquarters, we observed that the Deputy Director
performed tasks that were not a traditional deputy’s role. He supervised two field AEMs
(the only two AEMs who are not supervised by local Medical Center Directors), one
other professional staff person (a GS-14), and a secretary. Although he was occasionally
given some tasks to perform or projects to complete, he never functioned in a true Deputy
Director’s role. For example, we observed that at no time during our on-site visits to
Martinsburg was the Deputy Director ever in attendance at our meetings with the
Director and his other “top staff.” In our opinion, the Deputy Director’s role at EMSHG
had been extremely minimized.

During the audit we interviewed every non-clerical employee at EMSHG Headquarters
and several field AEMs and PAs. Through these interviews we observed a significant,
and obvious “split” between staff regarding the former Director and his replacement.
Attitudes among some staff ranged from sympathy for the former Director to open
antipathy toward his replacement. On the other hand, other staff displayed respect for the
new Director and little or no respect for the former Director. Only a small number did
not express any bias toward one or the other. It was clear to us that the whole
organization was radically, and perhaps irreparably, divided in its attitude toward the two
managers.

In our opinion, this division cannot possibly be conducive to mission effectiveness.
Further, it has been a major contributing factor to the inordinately large number of
grievances, EEO complaints, and OIG hotline referrals that EMSHG staff have generated
against each other since 1993, some of which have been sustained in whole or in part.
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It is our understanding that VHA management is presently recruiting for a permanent
Chief Consultant for EMSHG. Assuming that either or both the Deputy Director and the
Acting Chief Consultant (the Director at the time of our review) remain in EMSHG, the
new Chief Consultant will have to consider this history in much of his or her
management decision making.

Seventh Mission

In addition to VA’'s six specific authorized disaster related missions, a seventh such
mission has been proposed for VA. Statements have been made to Congress that VA is
capable of leading a government effort to plan for and respond to terrorist use of weapons
of mass destruction, including nuclear, biological, and chemical weapons. While VA
certainly has medical care resources that could be employed in assisting victims of such
weapons, in our opinion, VA officials should be very careful to avoid overstating VA’'s
capabilities in this regard for the following reasons:

« While there are undoubtedly physicians and other health care workers in VA who
have knowledge of treatment methods for victims of chemical, biological, and
nuclear weapons, these workers have not been identified or inventoried. Whether
their numbers, locations, and willingness to be deployed are sufficient is unknown.

« It has not been established that VA has the “institutional knowledge” of the proper
response to the use of weapons of mass destruction. Mobilization, transport,
deployment, and site application of medical care resources in response to the use
of such weapons seems to us to be a kind of expertise that is more likely found in
DoD than in VA. In fact, DoD presently has a very active program to train local
community officials and others in responding to the use of such weapons.

« VA can cost effectively acquire pharmaceuticals to treat victims of weapons of
mass destruction and can store them at strategic locations. However, VA may not
have the infrastructure necessary to transport pharmaceuticals directly to a disaster
site timely and to administer them in mass quantities.
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OBJECTIVES, SCOPE, AND METHODOLOGY

Objectives

The purpose of our audit was to determine if EMSHG'’s various missions were properly
established in legislation, interagency agreement, or other enabling action and were
supported by published policies and procedures. We assessed whether desired program
results or benefits were being achieved. We evaluated EMSHG’s organization and
supervisory structure and whether its organizational position within VHA served to
achieve, efficiently and effectively, mission objectives. The audit also determined if
fiscal operations properly accounted for operating expenses and were adequate to account
for and collect funds owed VA for use of VA resources in support of emergency relief
operation. Finally, we assessed the adequacy of management controls over headquarters
and field staff.

Scope and Methodology

The scope of our audit was limited to reviews of documents pertinent to EMSHG'’s
mission, operations, organization, staffing, and interagency activities and agreements.
We interviewed EMSHG’s headquarters and field staff, staff of other VA elements, and
staff of other government agencies that interact with EMSHG. Through our reviews of
the documents and interviews we gained an understanding of how EMSHG’s operations
fit into a variety of interagency emergency and contingency operations and planning. We
reviewed travel, training, and fiscal records and various position descriptions and other
information relevant to emergency deployments.

We analyzed EMSHG's funds used to help finance the NDMS annual conference. Our
audit was limited to a review of the 1997 conference. This phase of the audit required
that we obtain additional information and financial documentation from the VA Medical
Center in Birmingham, AL to account for NDMS funds and expenditures made by the
Birmingham VA REMC.

We also reviewed pertinent documentation and financial information pertaining to two
private organizations that provided services for the NDMS conference. We also
reviewed the appropriateness of payments made to the hotel where the conference was
held.

The audit was conducted in accordance with generally accepted Government Auditing
Standards and consisted of such tests as were deemed necessary under the circumstances.
No automated data processing information was used to derive our conclusions or
recommendations.
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BACKGRO UND

The Emergeng/ Medical Strategic Healthcare Group (@SHG), formally referred to as
the Bnergency Medical PreparedseOffice (EMPO), waestablishd in the mid-1980’s.
However, accordng to EMSHG staff, thegroup was not fully operational with a byet
of its own until Fiscal Yeal992. Currently, the organization has an authorizel ceiling
of 97 FTEE. As of July 14, 1998, EBHG hal 875 FTEE on duty (9.5 FTEE vacancies)
with annu# salaries of about $5,001,%2 The projected operational bget for Fiscal
Year 1998 was $8.million.

EMSHG’s authorized ceihg of 97 FTTEE preides for 40 full tme Area Emergency
Managers (AEMs) and 29 FTEE pgpsam assistantsHAs), sane full time and sone part

time. The AEMs andPAs are asgned at 40 VA medical centers thughout the country,
which seve as Federal Coordinatj Centers (FCCs) in the N\DS. EMSHG also has
four FTEE training and avelopment staff located alndiangolis, IN. One FTEE is
assgned at Scott Air Bas in lllinois. The remaining 23 FTEE are asgied to BASHG

Headquarters at AMC Martinsbug, WV.

EMSHG’s mission is to preide technicd guidance, support, maragement, and
coordination necessary to conduct greomns ensumg health@are for eligible veterans
military persomel, and the public durgy DoD contirgences ard during natural,
manmade, and technofgical emergencies. EMBHG staf plan, coordinate administer, or
execute W'’s participation in the followig six distinct but relatecdhissiors:

Continuity of Govemment — Under Execuwve Order 12565 supportinthe
continuity of govemment piogram during nationd emergendes, EMSHG staff
maintan a relocation site in Martinshgyr WV and necessary canunication
facilities for use by YA top maragers in the gent these aneedé during a major
national energercy.

DoD Contingencies— Under Publt Law 97-174, ENBHG staff maintain data on
the availability of VA beds which would be pvaed to Depamert of Defense
(DoD) personnel durm time of war @ othe emergencies involving military
personnel. EMHG staff would also coordinate the ragag ard transfe of DoD
patients into the X sysem.

Federal Response Plan (BRP Under PublicLaw 93-288, EMBHG staf plan
and coordinate X's participation in the FRP. Under the FRFA ¥an be ded
to provide engineerng sevices, mass care and sheltegh resources support,
health andnedical sevices, and urban search and rescue assestanog disaster
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conditions. EMSHG staf may deploy to disaster sites to assist Federal
Emergency Management Agengy (FEMA) and Public HealthService (FHS) staff

ard to support any Veterans Heal&dministration (VHA) clinical staff whomay
also hae been deployed.

Nationd Disaste Medicd System (NDMS) — EMSHG personnel staff 40 of the
66 Federal CoordinatinCenters (FCCs) thatffim part d the NDMS. The NDMS
Is apartnershp among VA, DoD, PHS, and FEM\ for plannirg and coordinatig
the delvery of medical relief by the federal, state, local] private sectos during
and after disasters.

Naturd and Technolgical Hazars— Under Executie Order 12657, EBHG
staff plan and coordinateA/s response to natural and techrgial hazards (g.,
radiological accidents at nuclear power stations) pat of the Federal
Radiobgical Emegency Response Plan.

VA Contingendes— Through plannng and coordination, EHG staff help
ensure continuity of operations afA\Minedical facilities during locd emergency
conditions.

In addition, we were informed during the audit that there existednse Cagressional
interes in involving VA, and thus EMSHG, in plannirg for and respondg to disasters
caused by terrorist use of weaponsnass destruction (nuclear, bigiocal, or chenical).

Over the last seeral years a gnificant rumber of famal grievances ad EEO and other
complaints hare been Idged by, and gainst, EMSHGmanagement and staff. Because
of the natue of these cmplaints and the westgative results to date, A’'s Chief of Staff
(OOA) requestd tha we perfom an audit of ENMBHG's efficiency, operations,
organizdion, and personnel practice§nce many d the personnkissues are being, or
have been, addressed by otheA \and QG elements, the Ibki of our audit wok has
focused on issue pertaigirio the economy, efficiency, dreffectvenes of operations
and only those personnel issues that had atdimpact on the audit.
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DETAILS OF AUDIT

VHA Top Managers Ned to Deade VA’s Role
in Emergency and Disaster Relef

EMSHG has been t&ed with six specificmissions relatd to nationa and local

emergercy and disaster preparedness and relief. &haeslistedm the precediig section.

As theg missions lave been addedver tme, a relattely large, am at present
dysfunctional, bureaucracy has been created manggter then. It is time to reassess
whether EMBHG is the proper place ganizationally for sme of thesamissions.

In addition, based on an analysis of \atiés actually perfomed bty EMSHG staff,
EMSHG has assuned or been given tasks related to the sixnissions that would be better
perfomed elsewhee in VA, elsewhee in the Federal Geemment, or not at all. The
most dovious example of such actities aremany that are perfoned by EMSHG Area
Emergency Maregers AEMs) and their prgram assistantsRAs). Thes staff, who
make Yo more than two-thirds of all EBHG positions, perfon some duties that either
do not need to be denthat duplicate duties thahoutl be performed by VA medical
cente or VISN staff, or that are copletely unrelated to EBHG’s six authorized
missions.

We found that onenajor canporent of theAEM and FA function includes duties related
to their asgined FCCs within the NB®I1S. According to mary AEMs,’ these duties
typically included such adfities as:

» Netwaking among NDMS member hospitals and local and stajovemment
disaster gencies.

» Attendng meeings of local and statgovernment disaster agencies.

« Planning for area disasters.

e Plannng and coordinatig or assistig in the planmig and coordinatig of area
disaster drills.

« Keepirg up-to-cite on NDMS member hospital capabilities.
However, these FCC and NWDS-related duties are not consistent with duties pewaor

by smilar staff in other Federalgancies laving jurisdictian over otha FCCs. According
to the DoD official responsible for the FCC gram in his agency,FCC staf only spend

" Rder to footnote 1 on page 3 for clarification on AEM and PA duties.

19



APPENDIX Il

a small part of ther time on FCC and NDM duties. ForArmy staffed FCCs, this
represerd abou one weekerd a month for anArmy resevist. For Nay andAir Force
staffed FCCs,it is a minor collatera duty for actve duty personnel. We concluded that
once area private hospitas have been brought into the pogram, there is little else toaj
except to occasionally update their capabilitiesemory. While the othe listed duties
might have value,they are nat requirad of an FCC official, VA or otherwise, and need
not be perfamed for the purpose ohaintaining an FCC site.

Many AEMs perfom duties related to the delopment ofmedicd cente disaste plans,
eithe for their own medicd centers or for others within theirlSNs, thatgo substanally

beyond EMBHG's original taking®. We found that sme AEMs write their medical

centers disaster plansven thaigh that is a duty traditionally perfmed by medical
center safety officers, especially at facilities thanhdt have AEMs.

In addition,most AEMs told us that they oftenka on taks assgned by the Medical
Center Directors where they are housed that doetae to their EMSHG duties. A few
estmated that these duties representedragh as 6 percem of ther time. We also
found that this situation occurred at least as frequenttprg PAs. In one case, we
found tha the Medicd Cente Director had used @full-time BEMSHG PA for medical
center purposes which had no relationship to anysEG! mission or to anytimg having
to do with energencies or disasters.

The lack of consisteng we found among AEMs as to their dutiesnay relate to the
dissolution of the old Medical R@ns. Prior to 1995AEMs were directly supervisd by
Regional Emergency Managers (REMs) assgned to the rgions, andmany of the
actiities in which AEMs were nvolved (disaster planng, disaster drills, etc.) were
functions often coordinated through thegi®es. Neither the REMInor the coordinating
function they represented exist anyden Further, because B MG Headquartey does
not have effecive contrd of AEMs (see below), the 48EMs, with their RAs, tend to
function as 40 independent units.

Lastly, we found that se AEMs occasionally werdeployel to nationd disaste sites
to assis directly in disaster relief efforts. We question whether demleyt to a disaster
site is a necessary function of AEM. Becausg deploymert to disaste sites represerga
separategeneral issue alsawolving EMSHG Headquarters stafthis isswe is further
discussed below.

8 EMSHGwas taged with this function in 199 by the then Chief Medical Director (now Under Secretary for
Health). Unlike other authorized EMSHG misgons, this oneisinternal to VA.

® Réfer to footnote 2 on page 4 for clarification on AEM deploymert to disaster sites.
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Legitimate and beneficisdEM functions (and by extensighose of their PAs) shoutl be
transferred to the 22 VISNs. In our opinion, inmany cases these functions can be
assgned as collateral duties to exisgrVISN staff. Howeer, we aknowledge that there
may be local wdkload peculiarities thatight requie same VISNs to obtan additional
staff. For exanple,the nunber of FCCs in each®N varies fom one to asnany as Six.
In addition, sme VISNs are in rgions of the county tha are more susceptil# to large-
scale natural disasters than othet§.some VISNs require additiond staf to perfam
legitimate AEM functions, these can be funded rinosavings derived from eliminating
the present 69 FTEEEM and FA positions. For reaserdescribé in the nex section,
in our opinion,all VISN staff perfeming AEM functions should be directly funded from
VISN allocatians, and they should be exchusly controlled by VEN maragers.

While the above discussios relatemainly to one particulagroup of BMSHG employee,
we found tha there were othemission issues that related to BMG as a whole.lt is

our general assement that BMSHG's staffing, organization, and philosophical
orientation are geared towat “maraging” disaster relief efforts as opposed tongly

facilitating the delivery of VA medical care resources when called uporo stipport this
assesment, we can offer two anecdoteste following patagraph.

EMSHG officials statel tha the purpose of deploymm AEMs and headquarters staff to
disaster sites was to pide “support” to VA medical care resources (physicianstses,
technicianssupplies,and equipnent) thatmay also lave been deployed. While it was
not exactly clear to us what sgupport namally consisted of, we were infmed tha it
could include preiding transpotation and communication sevices tomedical care staff.
More importanty, it was never satisfactoriy explained to us why FEM and PHb staff
shoull nat be providing tha kind of support at a disaster sitén fact, P+ officials
complained to us that durghone deplgment BEMSHG staff wantd to sd up its own
separat suppot unit that would have duplicatel one set up by P8istaff. We wee also
informed that on another occasion EMG staff established enotor pool to povide
transportation for Y relief warkers despite the fact that Bitaff had already seip a
motor pool for the sae purpose.

In addition to those two er®les, we also offer the followmobsevations & evidence
tha EMSHG’s currert management is more focused ofimanaging” disaster relief efforts
than on facilitatig the delvery of VA medical care resources to a disaster situation:

¢ Much of the trainig and infomational material developed and dissminated by
EMSGH training staff relates more to disastemanagement techniques than it does
to the treatmen of disaste victims. This is to say its oriented towardnanagers,
not clinicians.
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« EMSHG has invested lage amounts of money in sophisticatednsmunications
equipment (satellite telephones and world-spangnshort wave radios) to support
EMSHG staff deploynents.

« EMSHG Headquartes staffing of 24 FTEE is about twice the szof DoD’s
equwalent office.

These obsentions illustrate that EMHG’s basic reason fobeing revolves around
disastemanagement, not the delery of VA medical cae in disaste relief. Further,this
managing of relief efforts appearsrgely duplicatve of FEMA and P missions.

VA does not need a @@ bureaucratic structure, as represented irSEHG!, simply to
deliver medical care resources whesked to do so by FEM or PHS officials.
EMSHG's role could be ited pimarily to:

» ldentifying and catalging availableV A resources for different disaster scenarios.
» Activating such resources when FBVMIPHS, or DoD ak for them.
e Arranging primary transportation for such resources.

VHA maragement, with guidance fom the VA Secretary’s office, needs to det@ne
whether ‘thanaging” disaster relief efforts is a proper role /dA or whether W'’s role
shoutl be more focused on defering medical care resources when called upon by other
Federal gencies that are specificallysieed with disastemanagement.
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DETAILS OF AUDIT

Organizational and Staffing Issues
Need To Be Addressd

We identified anumber of organizdaional and staffig issuesnvolving EMSHG that need
to be addressedWe found that ENSHG’s officially approved aganzational structure is
significantly dissmilar to its actual structure. EBHG does nbhave effecive control
over most of its staff and position descriptions foany of its staff are obsoleteWe
found that because it is dginvork it does not need to do, EBAIG has more staff than it
needs.

The AEM and PA positions are noa functioning pait of the EMSHG organization.
These staff are theoretically under the control of SH@ management. They are
reflected in the oganizational hierarchy, are paid for moEMSHG funds, and are
theoretically subject to EBHG policies and directes. Yet, ENMBHG does not have
effective controlover them. Rather AEMs and RAs are directly controlled by Directors
of the medical centers where they are gssd. This situation has created control
problems.

Baseal on interviews with 10 AEMs and 8 Rs, we concluded thahost of then believed
they wok for the local Medical Center Directors, tntor EMSHG. In addition,
document reviews showed that local Medical Center Direst@r their desgnee$ were
signing AEM position descripbns, perfomance appraiss, leave requeststime cards,
travel appovals, and trael vouches. We concluded that, for all intentsdapurposes,
AEMs andPAs weremedical center mployees, no EMSHG employees,even though
their salaries were funded froEM SHG's budget allocations.

As a consequence, we found thr@iny AEMs wele performing taks assgned to them by
the local Medical Center Directors that were not relate8EMSHG missions o were
only marginally related. The dgee varied widely. The use AAEMs and Rs by local
Directors for non-EMSHG misson dutieswas so parasve that it called into question the
need for dedicated, EBHG-funded AEM and FA positicns atmog medical centers.

We found that EMBHG maragement had no effective controlver AEM andPA position
descriptions. While EMHG management had preparedraodel position descriptiofor
AEMs, it was not in widespread uskn fact, we found thahostAEMs hal written their
own position descriptions. Thes@aried widely in content andniour opinion, often
reflected local priorities rather than EBAG mission priorities.
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Many AEMs traveled extenively. The aount of tavel depended on locatibhand,
apparently, on what thAEM believed his or her duties to beWe fourd that, despite
funding all AEM andPA travel, BMSHG management had no effette control @er their
travel. EMSHG officials appoved neitherAEM travel request nor their subsequent
travel vouchers. Locd Medicd Cente Directors,or their deginees, did this. Because
EMSHG fundea all AEM travel, there was no financial incevei for local Directors to
closely superise AEM travel.

We identified seeral cases of questionable AEM travdaims. For exanple, we
identified one case where a Director ama a trael clam for 7 days of TDY for an
AEM to atterd a 4% day trainig conference. W identified seeral cases where TDY
itineraries sumitted by AEMs were not supportedylaccurag¢ explanations. We also
identified two AEMs who had been issuednlied open trael authorizations by their
local Directors despite thisolating EMSHG policy.

We also found that EBHG management had little effectie controlover AEM ard PA

training. While EMSHG policies do recomend certain types of traimg credentials for
AEMs, BMSHG managers had no authority to regeithose training credentials. In

addition, no one in EHG was able to showswhat training ther AEMs and PAs had
actually recaied. What infomation we obtaing abou their training, we obtained
directly fron AEMs and fom personnel files anedical centers.

GeneralSchedule classifigtions of AEMs was inconsistentMost AEMs were GS-13s,
but among the 40 there were threeSA4s. These were famer Rejional Emergency
Managers who were displaced when the Medicalgitas were disdeed. Rather than
being downgraded to GS-13s with “save pay,” they had be€igrandithered” as G-14s,
even thaigh they perfom the sane duties as GS3IAEMSs. In addition,during our audit,
we were told that onefahese &14s was, indeed, dograded to a G13, bu an
attempt to downgrade another of the &14s was bloked by a VISN Director.

In our opinion, the status 0AEMs and RAs within BMSHG’s organizatonal structure
needs to be xewed by VHA top management. The present ganizational agnment is

not conduore to the effecveness or efficiencof VA’'s emergeng/ and contingency

missions. EMSHG maragement was fully aware of the control probigtha the current

organizdion of AEMs andPAs had created. They expressed saheir belief that the
solution lay ingiving full “ownership” of AEMs andPAs to BM SHG.

In addition to organizational prol@ms related toAEMs and RAs, we also identified
organizdional issues related to EBHG headquarts itself. EMSGH headquarters’

10 Generdly, there was less trael by AEMs an the dersely-populated East Coad.
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organizdion has undeone e/olutionary changes since the early 1990%he dissolution
of the Medical Rgions necessitated osie staffng adjusments. Supeavisory
realignments have beamade. None of theseeareflectad in EMSHG’s currert appioved
organizdion chart. To address these ches and to attept to soVe the problem of
AEM control, top management sumitted a fomal request for a new ganizatonal
structure to VA Headquarters in 1997. This request has nat heted on.

We also found that EBHG Headquarters vgeoverstaffed. If EMSHG’s bast misson
can be reduced to facilitagrthe delvery d VA medcd care resourcs to disaste sites,
ard AEM and PA duties can be transferred tol8N staff, EMBHG Headquarters staff
could be reducel by as mary as 15 positions.We base tlsassessent on experience in
DoD, on reaction from PHS officials, and on our analysis of 18 the 24 Headquarters
positions. According to DoD officials, EMBHG’s equvalent aganization withn DoD
has only about 10 staff.In addition, P officials expressé surprie to us when
informed of EMSHG’s present staffig level. EMSHG Headquartes staff could be
reduced fran its present 24 FTEE to between 9 and 15 FTEE.

The following represents our analysis and conclasregarding all of the positions
reflected in EMSHG Headquarters’ iganizaion. It shows the title, series, agdade of
each position as it existed atettime of our re@iew, a synopsis of the duties actually
performed in that position (rgardless of the duties described in official position
descriptionswhich were nat always the sane), and our assasent about the need for the
position in a redefined EBHG.

Chief Consultant, ES-340-4

This position represents thBirector” of EMSHG and is intendedtbe filled by a
physician. The inambent durig most of our audit was a non-physiciamho
filled the position on an actnbasis only. Th individual retired in late
November 1998. Our assessnt is that the position should be retained.

Deputy Director, ES-340-2

The incumbent was the foner EMSHG Director. Presently the position answers
directly to the Acting Chiegf Consultant. The position was not utilizedsa true
Deputy. The inconbent superised the Director of Respoassupport,the Director
of Response Technicabupport, and twoAEMs, all of which we are
recommending be elminated. The incmbent also wdted on an EISHG

newsletter and occasionally performed specialgasnts at th direction of the

Acting Chief Consultant. This position should berétated.
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Director, ResponseSupport, GS-301-15

The position descriptim was out of date. Some dowments referred to this
position as“Director, Response Fiel&upport” (emphasis added)). We were

unable to identify any specific or routine duties peried by this position.This
position should be etinated.

Director, Response Tehnical Support, GS-301-14

The incumbert was one of the four fomer Regional Emergency Maragers
(REMs) who functioned under the now-defunetdical egions. While tke other
three REMs were caerted toAEMs, this incumbent was not.He continue to
function as asupevisor for thoseAEMSs located in the former R®n 1. AEMs in

othe part of the countly functioned without such a position. Téposition should
be elminated.

Director, National Programs, GS-301-15

The incunbent functioned as a true deputy directbght. The incumbert had full
line authority over virtually the entire MSHG operation. (The only exceptions,
on pape at least, were théofficial” Deputy Director, the Director of Response
Suppat, and the Director of Response Techni@apport, all positions which we
recommend eliminating.) Experiene in a downsized EHG may be necessary
before it can be detemined if this position should neain. The need for this
position should be assessed.

Director, Administration and L ogistics, GS-341-13

The incumbent reported to the Director of National g@ns and functioned as
EMSHG’s administraitve officer, responsible for aariety of budet, fiscal,
personnel, and other mthistraive matters. Assuuming EMSHG is not downsized

past a point of needijpan adninistraive officer position, this posito should
probably be retained.

L ogistics $ecialist, GS-30141

The incumbert was essentialf a staff assistant to the Director éfdministration
andLogistics. In a downsized BSHG, this position cowl be combined with the
Budget Analyst positon. This position should be glinated.

Budget Analyst, GS-560-10

This position was responsible for bgdt and expenditure infoation in BMSHG.

In a downsized BSHG, this position should éocombined with the Logistics
Specialst position.
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Director, Plans and Policy, GS-301-14

The incunbent reported to the Director of National §wms. The position was
responsile for developing policies, plans, and procedures forettischage of
VA'’s obligations within the Federalmergeng/ preparednescommunity. This
position should be retained.

Planning Specialist, Natiral and Technological Hazards, GS-346-13

This position reported to the Director, Plangl &volicy. The position seed as
the plannirg and policy expert with rgard to natural disaster and industrial
acciden situations. In a downsized ENBHG, it may be possible to odbine this
position with tha of the Director, Plas and Policy. This position should be
reassessed basedmission requiements.

Program Analyst for Plans and Policy, GS-343-11

The position reported directly to the Director, Plang Bolicy. The position
provided assistance in collectincollating, and reportig data forvarious reports,
including reports to Cogress. The positio shoull be reassessk basel on
mission requiements.

Program Manager, Plans, GS-301-13

The position reported directly to the Director, Pland Ralicy. The position was
vacant at the mne of our eview. Accordng to the position description,an
incumbent would deelop plans and police covering ary and all operational
matteis and would provide technicalguidance and assistance to EMSHG and other
involved VHA officials and staff. Because we found no indication that these
duties needed to be penmaed, and because tleewere no active plars to fill the
position, we question whether it is needed eitheeEMSHG’s currert structue or

in a downsized structure. H®position should be etfinated.

Director, Operations, GS-301-14

The incunbent reported directly to the Director of National gfems. The
incumbent was responsible fomanaging all aspects of opewrtions” He was
responsil® for communications, security, infonation resources, exercises, and
physica suppot of deployel staff anong other related duties. Within the present
EMSHG structure this was avital position. Howeer, if EMSHG’s missions are
adjusted to efninate the deplgment of BMSHG staff and the direct suppoof
deployal VHA medicd care staff, this positionmay not be necessary. This
position should be reassessed baseaiiesion requiements.

27



APPENDIX IV

Program Manager, Teleconmunications, GS-391-13

This position reported to the Directof @perations. The incumbert assistd in
the acquisition of comunicatiins equpment formng VA’ s patt of the National
Communicatio System and was responsible for iteaintenance. Hower, by
the incumbent’s edimate, only about 20 percent of her dsiie this regard related

directy to EMSHG actvities. This position should be reassessed based on
mission requiements.

Program Manager, Infor mation Resources,GS-334-13

The incumbent reported to the Director of Operations. The nnment essentially
acted as thdRM officer for EMSHG, developing and maintaining EMSHG
information sysems and preiding support for bdt hardwae and software. The
neal for this position would increase based oa tharges in EMSHG’s gmary
focus that we recomend. This position should be retained.

ExerciseCoordinator, GS-30%313

This position reported to the Director of Operatioi$he incumbert coordinated
emergercy respons exercises, deeloped and maintained cost data related to such
exercisesand assesstand reported on té effectveness of exercisesAsuming

that EMSHG is to continue aatg as a resource for the VW medicd care
elements that actually condueimergency response exercises sthpsition or one

like it would be beneficial. This position should be retained.

Operations Specialist, GS-301-9

This position reported directly to the Director of OperatioAd.the time of our
review it wasvaant, and there were no plarssfill it. Accordirg to the position
description, an inaubent would be responsiblerfohe readines of EMSHG's
Emergency Operations Center and would assist invation d VA'’s Crisis Center

if needed. Baskon EMSHG acquirng a supporimission, the position should be
eliminated

Director, Tr ansportation, GS-343-14

The position reported directly to the Director of National geams. The
incumbent arrarged and coordinatethilitary transprtation for VA patients. Only
incidentaly did he do the same for EMSHG staff and for VIA resources deployed
for emergency relief operations. The incumbent al® maintained data onvailable
VA beds for possible DoD use in thgeat they should be needed dgria
military crisis. By the incmbent’s esimate, only about 50 percent of hisewas
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devoted directly to BMSHG functions. This position’s duties need be
reassessed basedmission requiements.

Six Secretarialand Program Assistint Positions, GS-6to GS-9

Suppating EMSHG Headquarters staff are fosecretarib (GS-318 and two
program assistat (GS-303) positions. These positions genfrom agrade 6to a
grace 9. We did not analyze thesositions indvidually for their need either
within EMSHG's currert structue or in a downsized structure.However, if
EMSHG’s mission is charged ard it is downsized, at least half these positions
will no longer be required.

If EMSHG’s mission is chaged and it is downsized as a result, at least nine positions
could be elninated fom headquarters starfi.

« Deputy Director

« Director, ResponsBupport

« Director, Response Technicaupport

« Logistics Specalist or Budyet Analyst

» Program Manager, Plans

e OperationsSpedaalist

e ThreeSecretarial and/or Bgram Assistant Posibins

We alo concludel tha anothe six positions need toebassessed by VA management
based on particular decisiongde about the functiong of a redefinel EMSHG. Two
of these iharked with an *) need to be assessedi¢étemine if they propery belong
within EMSHG.

« Director, National Prgrams

« Planning Specdlist, Natural and Technogical Hazards
» Pragram Analyst for Plans and Policy

« Director, Operations

» Program Manager, Teleconmunicdions*

« Director, Transportation*
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DETAILS OF AUDIT

EMSHG Management DoesNot Have Effective Contr ol Over
M uch of the Group’s Operating Expenditures

EMSHG does nat have effecive control over operatg expenditures related to its field
staff, such as salariesmployee tavel, equipnent, and supplies.In Fiscal Yeal998,
these expenditures exceeded3%8illion. In addition, \A funds allocatel by EMSHG to
support NIM S actiities, aminimum of $50,000 per year, wepoorly controlled.

EMSHG does nat have effecive control overmost of its operatig budget. Because
EMSHG monies are handled,and thus controlled, by geral oganizational eements in

VHA, control of funds is amberome and difficult tomarnage centrally. The following
description of the process illustrates this.

Like other \HA funds, EMBHG budgeted funds initially residenn VHA accounts
in VA Central Office. These funds are transfetteglarterly to 41 different VA
medical centers across the country that suppfSIEG operations and staffThe
funds are controlled and uttately disbursed by those 4dedicd centers. There
IS no one, centtaontrol point within EMBHG for EMSHG's funds.

Funds for EMHG Headquarters operatis are transferte to
VAMC Martinsbug, WV, themedical centetha suppors EMSHG Headquarters.
These funds reside inAMC Martinsbug’s fund control poirg and are expended
by medical center fiscal staff on instructionsrfr&M SHG officials.

Funds for AEM ard PA salaries, treel, and supplies are transferred to tilhevA
medical centers that supporteth. Those funds reside imedical center fund
control points and are expendednfrthose contrbpoints by medicd cente staff
at the 40 facilities as neededas requested.

Funds for EMBHG’s Trainng and Development staff in Indianapolis|N are
transferrel to VAMC Indianapolis. These funds reside imedical center fund
contrd points ard are expended frm those control points byedical center fiscal
staff at the reques of EMSHG staff. (MAMC Indianapolis also sees anAEM

position.)

1 Technically, it is the disbursng authority that is transferred (TDA — tenporary disburshg authority), nat the
funds therselves.
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e Funds for one out-based EAG headquarters staff person are transtetoe
VAMC Lyons, NJ, the mployee’s official duty station, and arevsiarly handled
from tha medical center's fund control points. AWIC Lyons also se/es an
AEM position.)

« Funds for another out-based BMIG staff person, located &cott Air Foree Base,
are handled by XMC Martinsbug fiscal staff.

« Fromtime to tme, fundsmay be transferred toetvarious medicd centes at the
direction of EMBHG officials as needed to support BNG staff.

Only one persm at EMSHG Headquarters, a bgek analyst, was t&ed specifically with
keepng track of EMSHG funds. G¥en the totally decentralized naturé BMSHG
allocatiors and expenditures, we found it not surprgsthat control probles occurred.
We found that sme medcal centers that suppodt&MSHG operatiors inappropriately
retained unspent ESHG funds, includig funds forvacait AEM andPA positions. We
alo found tha EMSHG Headquarters staff did not ve adequate contralver AEM
travel. Lastly,we identified seeral probém condiions related to funds primed byVA,
through EMSHG, to support NDNb acivities.

Because EMHG maragement did not adequatelynonitor expendures made by
supportng medical centers for EHG operations, appromately $414,000 in unspent
and unneeded ESHG funds were isnply absorbed by thesmedical centes for their
own purposes. The practicé medical center&eepng funds that were raneedd for
EMSHG operations depred both EMSHG and VA of the opportunity to reallocate
those funds basel on nationa priorities. We docunented the followig examples of this
practice:

- Appraximately $221,000 in n& unspent, end-of-year funds for support of
EMSHG Headquarters staff were absorbed bgxMC Martinsbug. This also
included salary, trzel, supply, and othemiscellaneous categories of fusdnd
covered the period ém Fiscal Year 1992 through Fiscal Year 1997.

« Appraximately $162,000 in unspent EBHG funds was absorbed by fomedical
centesfor AEM and FA positions that were eitheracant or werenisidentified as
to the applicable FTEE.Another $5,500 in VA funds for overhea for these
vacan or misidentified positions wa kept by thesemedical centers. These

12 Prior to Fiscal Yea 1996, EMSHGdid not have its omn seprate budget. Its budget was subsumedhithin the
Martinsburg medical certer budget. In Fiscal Yea 199, the medcal center actually transferred about $66,000
from its awmn furd control points to EMSHG fund control points to cover EMSHS operations. In all other years
from Fiscal Years 092 through 1997 abou $287,000 flowed te other way.
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examples occurred in Fiscal Yeal997 and 1998. The funds were for salaries
and for adhinistraive overhead.

« Appraximately $25,400 in unspent Fiscal Yd®97 funds for supporof field
AEMs andPAs was absorbed by 3tedicd centers. This included salay and
travel funds.

In addition,” we found that EBHG Headquarters staff did notJeaadequat control
over AEM travel. In Fiscal Yeal998, this totalé over $214,000. Directors at the
medicd centes where AEMs were asgned generally appoved AEM travel requests and
subsequent tkeel clams. This occurred despite the facttteBMISHG provided the travel
funds. We identified seeral cases of questionableveaby AEMs tha might have been
prevenid if the fundirg and the approng authority had beendm the sane source.

Lastly, BMSHG officials did not hee effecive controlover fund provided to support
NDMS operatons, which amounted to at least $50,000 each yeam cooperation with
PHS, FEMA, and DoD, VA helps fund operations of the National Disaster Medical
System. The lagest sihgle expenditure of NMS each year is its annudNDMS
Training Confeence.” For seeral years, A's EMSHG staff hae played tk lead role

in plannirg and execuhig this conference. Because NBMs only a “virtual”
organizaion'®, there § no central control pointotaccoun for funds from the four
agencies for conference expenditures.

We attenpted to audit the expenditure ofAVfunds for support of the 199NDMS
conference.Tha conference was hain April 1997 in Tanpa, A.. Approxmately 500
peopk attende the conferene from VA, PHS, FEMA, DoD, nunerous state and local
govemments,and various prvate sector organizationsvolved in disaster planng and
recovery. We were unable to account fdrfahds ostensiby expendd by VA in support
of that conference. Neithevere we ablea confirm any contributios made by ap of
the other three supporgragencies.

EMSHG staff responsible for verseemg the conference were unable perfom a
successful accoumiy of all conference-related expenditures. e Vdttanpted to
reconstrut conference-related contributions, attendance fees, and expenses in order to
accoun for all conference funds pvaded or controlled by ¥X. Conference-related
monies can be separated into tgemeral cadgories:

13 The language that is often use to refer to NDMS can be miskading. NDMSis a “system” rather than an agency
of the Federal governmant. It has no gaff, no space, and no appropriated funds of its own. Its functioning is
completely supported by funded Fedeal agencies.
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« “Pre-coifierence expenses” paid for moEMSHG bulgeted and appropriated
funds. The Rgonal Medical Education Center (RMEC) in Bingham, AL
handlal thes funds. The expenses pdifor consistedmostly of VA employee
travel relatal to finding and arraging for a suitable conference siteOther
expenss included the procurenent of rametags, paper binders, and other such
small cost iems.

« “Direct conferenceglated expenses” were paid for fro participant fees (not
appropriatedmonies). A non-profit prvate contraar, hired ly the RMEC,
collectal participant fees and paid conference-related expenses, such kar spea
fees, conference space, audisdal sevices, and brdatime snak food and
drinks.

We were unable to account fot &inds. Accordng to EMSHG and YA Centra Office

fiscal records, $26,686 was transferred, in two imstaits, to the Bmingham RMEC in

Fiscd Yea 1997 for NDMS conference-relatl purposes. Rgews of all aailable
RMEC and \AMC Birmingham fiscal records could only account for abckl3,785
actually spent by RMEC officials on conference-related expendesound tha another
$4,200 wasmproperly spent by RMEC officialon expenss nat relatel to EMSHG's

participation in the conferenc¢é. Available records iggest that the maining $8,700
was simply absorbd by VAMC Birmingham at fiscal year end, ilar to what other
medical centers had done with unspeM 3G funds.

We were also unable to detenine the disposition of EBHG funds that were reportedly
left over in RMEC accounts frm the prior year's (Fiscal Yed996) conference.
Accordng to secondary source daments provided by BSHG officials, there was an
unspent balance of $33,590 in RMEC accounttha conclusion of the 189NDMS
conference. Hower, our reiews of RMEC and YAMC Birmingham primary source
fiscal records showed that no such fundsenearried over for the 1997 conference.
Further inquiry rgealed that:

- Either, asmedical center fiscal staff speculated arsdttsey insisted sametimes
happenssame of the 1996 NDMs money arrived at thenedical center without
adequate explanation of its purpoself RMEC officials failed to clarify its
purpose, thanoney would hge been deposited into tHeniscellaneous RMEC
fund control point, thus coiingling it with other RMECmonies and making it
difficult to identify.)

14 1t appearsthat this was for experses dated to Birmingham VA Medical Center patticipation in the conference,
and thus slould nat have core from EMSHGfunds.
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e Or, medicd center staff“banked” the money. (Medical center fiscal staff
describd a practice they calletbarking.” This isa practice thatsweeps up” all
monies from the several RMEC fund control points before the close of a fiscal
year. These funds eredeposited it medicd cente fund contrd points and
spent formedical center purposegfter the bginning of the new fiscd year,the
medical center repays to one RMEC account all fundsithiaok in the previous
fiscd year. However, at this poih any EMSHG money would no loger be
identifiable fran othe monies thamay have been included in tHesweep.”)

e Or, medicd cente fiscd staf simply absorbed the money at year end as other
medical centers had done with other unspent EMSHG funds.

No conclusve dispositon of the $33,590 could be deténed. However, evidence
suggeded themoney was probapl“banked.” Reardless b that, this situatian clearly
demonstrates a need for ESHG officials to better control themoney.

We also identified a questionable transactiomliving monies related directlyotthe
conferene itself. Thes monies were from attendance fees paid by persons attenttia
conferene and were not, technically at thpoint, appropriated funds. RMEC staff
hired a non-profit aganization as a contractor to collect, controtl afisbure those
funds.

Our review of accountng records povided to us by the contractor identified one unusual
transaction.According to contractor records, éltontracto paid $3,0® from conference
receipts to the hotel for one d&ritem called ‘gratuities.” This $3,0® was then given in
cash to an EMHG amployee who was to ha distributed it tovarious vendor staff,
mostly hotel staff, as tips. The only docentation &ailade showng to whom the tips
were finally disburse were handwritten notes prepared by the M5 employee to
whom the cash was firggiven. These notegenerally only povided the first nees of
the staff who receed the tips.

It is important for us tamake clear that we h& no &idence that anyone or any
organizaion improperl profited from these conditions. We did conclude, howes, that
under the conditions we obsed, undetected fraud couldveabeen committed and that
it was mprudent of M SHG officials not to insist on a better accougtior EMSHG and
conferene monies. At a minimum, this lak of control allowed $46,400 ($8,700 +
$4,200 + $33,500) in EBHG monies to be spent for purposes fehich the funds were
not intended.

15 Of course in the caseof Federl participants, same, pethaps mog, of thee fees were pad by the Fedesl
agencies sporsoring the attendees. Those payments undaubtedly would have come from appropriated funds.
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In future years, if EMBHG continues to sponsor or participate financially in NDMS
conferences, EHG officials should insist on a thorglu accouning of all funds,
appropriatd or otherwise tha are associaté with the conference. Téiapplies both to
funds praided to a \A entity, such as a RMEG@Gn to funds controlled by non-VA
entities, whethe the funds derive from VA appropriations or &ém other sources
associated with the conference.

Becaus othea Federd agencies will Ikely be irvolved in NDMS conference planng,
execution, and fund@ it may be necessary for EBHG to regotiate wit those agercies
regarding acceptale fiscal controls. It is incumbert on EMSHG officials to assure
themsdves,through appropria¢ accountng mechatmsms, that EMSHG funds are used as
they are intended to be used, in sUppbEMSHG’s mission.
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FULL TEXT O F UNDER SECRETARY
FOR HEALTH COM MENTS

Department of

Veterans Affairs Memorandum

Date: APR 2, 1999
rrom: Under Secretary for Health (10/105E)

sub; OIG Draft Report, Audit of Emergency Management Strategic Healthcare Group
(EMSHG) Management and Operations, Project No. 7R4-465 (EDMS #43519)

1o:  Assistant Inspector General for Auditing (52)

1. The appropriate program offices have reviewed the draft report. Your report
appears to provide a thorough and candid evaluation of this important office, and |
believe it will be very useful to us as we restructure this Strategic Healthcare Group.
We generally concur with the report’'s recommendations and estimate of better use of
funds. We are, however, deferring our concurrence on recommendation c. until a
permanent Chief Consultant is appointed and has an opportunity to assess the
situation.

2. There are a number of circumstances that will affect the planning for and timing of
the implementation of the recommendations. First, a new Chief Consultant, EMSHG,
will be in place in late April 1999. Understandably, the new Chief Consultant will require
some time to assess the situation and to best determine how to proceed with
implementing needed change. We believe your report will greatly assist the new Chief
Consultant in this effort. Second, although we agree that staffing resources are not
currently being maximized, as part of the process of determining VA's future role in
disaster management, we must consider potential expanded roles for VA, such as in
the area of weapons of mass destruction, which you mention in your management
advisory. Resources that might otherwise be considered excess (including positions in
EMSHG headquarters, area manager and training staff) could be redirected to enhance
VA's ability to contribute to the federal role in this area.

3. Attached is an action plan for implementing the recommendations. If you have any
guestions, please contact Paul C. Gibert, Jr., Director, Management Review and
Administration Service (105E), Office of Policy and Planning, at 202.273.8355.

4. Thank you for the opportunity to review the draft report.

Original signed by

Kenneth W. Kizer, M.D., M.P.H.

Attachment

VA FORM
MAR 1989 2105
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FULL TEXT O F UNDER SECRETARY
FOR HEALTH COM MENTS
(Continued)

Action Plan in Response to OIG/GAO/MI Audits/Program Evaluations/Reviews

Name of Report: Audit of Emergency Management Strategic Healthcare Group
Management and Operations

Project No.: 7R4-465

Date of Report: Undated draft report

Recommendations/ Status Completion
Actions Date

The Under Secretary for Health should:

a. Determine what VA's role in disaster management should be.

Concur

As part of the restructuring of EMSHG, the new Chief Consultant will assume a lead
role in advising the Under Secretary for Health about a redefined role for VHA in
disaster management. All applicable public laws, executive orders, Presidential
Decision Directives and VA policies will be considered in this task. Affected external
agencies will also be consulted. Once VHA/DVA's roles are determined, VHA/DVA
directives and other policies will be amended as necessary.

In process 9/30/99

b. Adjust EMSHG Headquarters staffi ng levels accordingly.
Concur

Once the VHA/DVA's roles are defined, EMSHG Headquarters roles and
responsibilities will be addressed and staffing adjusted accordingly.

In process 9/30/99
c. Eliminate AEM and PA positi ons and transfer their ess ential Fede ral
Coordinating Center duties to the 22 Veterans Integrated Service Netwo rks.
Defer concurrence
The report identifies many deficiencies associated with the function and management

of these positions; however, we believe further study vis a vis the restructuring of
EMSHG
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FULL TEXT O F UNDER SECRETARY
FOR HEALTH COM MENTS
(Continued)

2. Action Plan in Response to OIG/GAO/MI Audits/Program Evaluations/Reviews

Name of Report: Audit of Emergency Management Strategic Healthcare Group
Management and Operations

Project No.: 7R4-465

Date of Report: Undated draft report

Recommendations/ Status Completion
Actions Date

Recommendation c. Continued:
is necessary to ensure that staffing resources are appropriate and to ensure that a
viable mechanism is in place for the networks or medical centers to meet the
requirements of the program with appropriate expertise. These needs will be
determined as part of the Chief Consultant’s restructuring effort.
In process 9/30/99
d. Eliminate the Deputy Director a nd Director, Response Field Support Unit
positi ons in EMSHG Headquarters.
Concur
To be accomplished as part of the EMSHG restructuring by the Chief Consultant.
In process 9/30/99
e. Establis h accounting mechanisms to track and account for EMSHG
expenditures, and to id entify and permit reallocatio n of unneeded funds.

Concur

Appropriate mechanisms will be established, and the Chief Consultant will be delegated
these authorities.

In process 10/1/99

f. Determine whether VA should continue to provide fin ancial supportto the
annual NDMS co nference.
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FULL TEXT O F UNDER SECRETARY
FOR HEALTH COM MENTS
(Continued)

3. Action Plan in Response to OIG/GAO/MI Audits/Program Evaluations/Reviews

Name of Report: Audit of Emergency Management Strategic Healthcare Group
Management and Operations

Project No.: 7R4-465

Date of Report: Undated draft report

Recommendations/ Status Completion
Actions Date

Recommendation f. Continued:
Concur

VHA determined in FY 1997 that financial support for the NDMS conference would end
with the May 1997 meeting. In FY 1998 and FY 1999 no funds were budgeted or
transferred by EMSHG to the Public Health Service, or any other agency, for financial
support of this conference. The decisions and their implementation to conduct the
annual NDMS conference on a self-sustaining basis and to employ an independent
entity to manage the finances were proposed by EMSHG management and made by
NDMS officials prior to the OIG audit.

Completed 10/1/97
g. Evaluate the need for the EMSHG training and develop ment unit in
Indianapolis.
Concur

An evaluation of the need for this unit will be completed as part of the restructuring
effort.

In process 9/30/99
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MONETARY BENEFITS
IN ACCORDANCE WITH IG ACT A MENDMENTS

Report Title: Audit of Veterans HeditAdministration
Emergency MedicalStrategic Healthcare Group
Project No: 7R4-465
OlIG_ESTIMATE AUDITEE ESTIMATE
Recommended Recommended

Rec. Quegioned Better Use  Quegioned Better Use
No. Reconmendation Codis of Funds Codis of Funds
1b. Approximate svings from

a reduton in EM&HG

Headgiarters $affing from

24FTEE to 17FTEE. $ 335000 $ 335000
1c. Approximate svings from

eliminating AEM and PA

postions. 4,000,000 4,000,008
1d. Approximate savingsfrom

eliminating two adlitional

Headgarters psitions. 190,000 190,000
1f. Annualy recuring VA

funds wed to supjrt

NDMS that could be better

controlled by adeqiate

acounting. 50,000 50,000

TOTAL $4,575,000 $4,575,000

*The Under Secreary for Health deferred oncurrence with Remmmendaion 1c. wuitil a
permanent Chief Conaultant was appinted and could asess the situaion.
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FINAL REPORT DISTRIBUTION

VA DISTRIBUTION

The Secretary of VeteraAffairs

UnderSecretary for Health (105E)

Assisaint Secretry for Public andntergovernmenal Affairs (002)
Assisant Secretry for Financial Mangement (004)

Assisant Secretry for Plannirg and Analysis (008)

Assisant Secretry for Corgressonal Affairs (009)

General Counsel (02)

DeputyAssisant Secretay for Finance (047)

Director, Mangement and Financial ReparService (047GB2)
DeputyAssisant Secretay for Corgressonal Operations (60)
DeputyAssisant Secretay for PublicAffairs (80)

Chief Netwok Officer (10N)

ChiefInformation Officer (19)

Chief Consultant, Eaergency Medich Strategic Healthcare Group (104)
Veterandntegrated Service Netwak Directas (1ON1 throgh 10N22)

NON-VA DISTRIBUTION

Office of Mangement and Bdget
U.S. GeneraAccountng Office
Corgressional @mmittees:
Chaiman, Senate @mmittee on Gvemmentd Affairs
Senate Raking Member, @mmittee on Gvemmentd Affairs
Chaiman, Senate ©@mmittee on VeteransAffairs
Senate Raking Member, @mmittee on VeteransAffairs
Chaiman, House Comittee on VeterarisAffairs
House Raking Democraic Member, Comittee on VeterarisAffairs

This report will be wailable in the near future ondlVA Office o Audit web site at
http://www.va.gov/oig/52/reports/mailist.nhtm List of Available Reports

This report will renain on the @G web site for two fiscal years afterstissued.
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