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Review of VHA Staffing Models

Executive Summary

This review was conducted in response to the fiscal year (FY) 2020 Appropriations Conference
Report, which directed the VA Office of Inspector General (OIG) “to review [the Veterans
Health Administration’s] VHA’s progress in developing a comprehensive staffing model and
timeline for implementation.”! The OIG reviewed VHAs staffing models, the implementation of
staffing models, and staffing levels and requirements. The OIG expanded the scope of the review
to include an analysis of VHA hiring during the COVID-19 pandemic.

VHA National Workforce Planning Team staff reported that staffing models exist for all
occupations and, generally, facility directors reported they were aware of VHA staffing models
for occupations designated as severe occupational shortages. Although the VHA staffing models
(reports developed by VHA Office of Productivity, Efficiency and Staffing (VHA OPES))
referenced by VHA’s National Workforce Planning Team were available for facility use and
“provide[d] information on staffing,” these models did not determine staffing requirements. VA
Directive 5010 requires that staffing models used to determine staffing requirements must be
verified, validated, and approved by VA Manpower. The OIG found that staffing models used to
determine staffing requirements were in development, and as of October 2020, only the
Caregiver Staffing Model had been validated as required by directive. At their current staffing
level, VA Manpower plans to develop initial staffing models for all direct patient care positions
by the end of FY 2022.° The VA Manpower Director indicated the initial staffing models will
use OPES provider productivity standards and the VA Enrollee Health Care Projection Model
provider work relative value unit projections to develop requirements for providers by specialty
and skill type. Initial support staff staffing models will use benchmarking, with appropriate
workload factors baselined to HR Smart positions by function, to develop staffing requirements.
This approach to staffing models will provide workload-based staffing requirements that can be
documented in the VA’s authoritative data source for staffing (HR Smart) for providers and
support staff. However, it is unclear whether these initial models will be validated by FY 2024,
VA Manpower’s anticipated completion date, given VA Manpower’s emphasis on the
importance of a feedback loop with VHA to validate staffing models. Additionally, the
manpower offices noted additional staffing resources may expedite the development and
validation of VHA staffing models.

! Congressional Record 116th Congress, 1st Session, 2019. Vol. 165, No. 204, accessed January 12, 2021,
https://www.govinfo.gov/content/pkg/CREC-2019-12-17/pdf/CREC-2019-12-17-house-bk3.pdf.

2 VA Directive 5010, Manpower Management Policy, October 28, 2019.

3 This excludes nurses as the Office of Nursing Services has a Staffing Methodology for VHA Nursing Personnel.
VHA Directive 1351, Staffing Methodology for VHA Nursing Personnel, December 20, 2017.
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Scope and Methodology

The OIG conducted a survey of VHA facility directors to evaluate awareness of staffing models,
staffing levels, staffing requirements, and implementation of staffing models. Through
interviews, follow-up questionnaires, and VA and non-VA data and literature reviews, the OIG
gained additional insight into the development, validation, and implementation of VHA staffing
models, facility-level staffing practices, and pandemic hiring during COVID-19. The OIG
interviewed all 18 Veterans Integrated Service Network (VISN) directors, VA’s Chief Human
Capital Officer, VHA Finance leaders, as well as staff from VA Manpower, VHA Workforce
Management and Consulting (VHA WMC), and VHA OPES.

Management of Staffing Models

Three offices have responsibility for VHA staffing models. VA Directive 5010, Manpower
Management Policy, established VA Manpower in October 2019 and tasked that office with
verifying, validating, and approving the staffing models and standards used to determine
manpower requirements for planning, budgeting, and strategic workforce management.* The
VHA Manpower Management Office (VHA Manpower), which is within VHA WMC, is tasked
with determining workload-based staffing levels. VHA OPES develops staffing reports designed
to inform managers’ staffing decisions at the facility level.

Staff from VA Manpower, VHA Manpower, and VHA OPES described their roles and
responsibilities associated with the development, validation, and implementation of VHA
staffing models. Through implementation of VA Directive 5010, VHA Manpower was assigned
primary responsibility for the development of staffing models within VHA.> However, when
asked which office was responsible for development of staffing models, the directors of VA
Manpower, VHA Manpower, and VHA OPES generally reported it was a collaborative effort.
Although VA Directive 5010 assigns the responsibility of staffing model validation to VA
Manpower, the VHA OPES Director noted they also have a role in validation.® While VA
Directive 5010 assigns responsibility for development and validation, it does not assign
responsibility for staffing model implementation.

Staffing Model Definitions and Development

In their broadest form, staffing models are analytic tools that provide workload-based staffing
data to support workforce optimization. Staffing models can be used to inform managers’
decisions regarding budgetary requirements and workforce planning. Staffing model program

4 VA Directive 5010.
3 VA Directive 5010.
% VA Directive 5010.

VA OIG 20-01508-214 | Page ii | August 19, 2021



Review of VHA Staffing Models

office directors from VA and VHA define staffing models differently. The VA Manpower
Director operationally defines the use of a staffing model as an approach to determine manpower
requirements by utilizing productivity standards or other workload-based approaches to produce
the minimum number of people required to meet the functional requirements of the mission for a
program or facility. In this Director’s view, the approach should not implement mandatory
staffing levels, but rather inform budget and workforce planning at the national level, in addition
to helping facilities determine their staffing needs. The Director of VHA Manpower, along with
the VHA OPES Director, defined staffing models as a set of reports that inform the process of
acquiring, deploying, and retaining staff without determining a minimum threshold of staff
required to fulfill operational demand. Directors from VHA Manpower and VHA OPES
explained that determining the minimum number of staff is not appropriate for health care.
Instead, the two staffing model program offices from VHA compare a single facility’s observed
staffing and productivity levels to the average levels of similar facilities.

VISN directors expressed that the available staffing models (such as those noted by VA
Manpower and VHA) were used as guides and facility directors were ultimately responsible for
determining staffing levels at facilities.” While the available staffing models were generally
described as helpful, VISN directors identified issues with these staffing models including
inconsistent standards and a lack of confidence in benchmarks. Flexibility was reported as a key
element of any staffing model. There was an overall concern that staffing models would be used
as a mandatory metric that facilities may not be able to meet.

Facility-Level Staffing Requirements

In previous reviews, the OIG used the survey-based annual OIG Determination of Occupational
Staffing Shortages reports to highlight severe occupational shortages. Since FY 2014, these
reports have consistently recommended the development and implementation of staffing models.
When asked why occupations were indicated as severe occupational shortages, facility directors
cited a lack of qualified applicants, noncompetitive compensation, staff turnover, and both
general and geographical recruitment challenges as the top reasons. The reasons for severe
occupational shortages have remained consistent over the past three years. VHA has created
action plans to address severe shortages, but these issues remain long-standing.®

7 Similar to VA Manpower, VHA Manpower, and VHA OPES; VISN directors did not all share the same definition
of staffing models. When asked what made staffing models useful, VISN directors described existing staffing
models (such as those noted by VA Manpower and VHA) as well as VHA staffing guidance (such as those
identified in appendix F).

8 In the past six years, the OIG has issued 13 recommendations to VHA to develop, implement, or modify staffing
models. All but one of these recommendations, to “[e]nsure police staffing models are implemented for determining
facility-appropriate levels for officers at medical facilities” from Inadequate Governance of the VA Police Program
at Medical Facilities, Report No. 17-01007-01, December 31, 2018, have been closed.
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Through this review, the OIG observed that the absence of validated and implemented staffing
models across VHA resulted in inconsistent approaches in how staffing requirements were
determined. The OIG found facility-developed methods were primarily used to identify
requirements. Additionally, the OIG requested facility directors provide the number of staff
required for the top five clinical and top five nonclinical occupational staffing shortages. The
OIG found that facility directors generally reported that their staffing requirements exceeded the
number of staff on hand. However, it must be noted this analysis does not account for severity of
the excess and is not necessarily an indicator for poor delivery of care. This highlights how
challenging it is to consistently identify staffing requirements in the absence of validated staffing
models.

When staffing requirements exceed the number of staff on hand, facility directors have to make
difficult staffing decisions. Facility directors, using facility-level resource management boards
and committees, determine which staffing requirements to prioritize and how to address those
requirements. Budgetary constraints, such as limited funding, can affect determinations. In these
scenarios, it was reported that facility directors make trade-off decisions in staffing, for example,
hires are made in one occupation instead of another depending on the priorities of the facility.

As part of the OIG’s review of staffing levels and requirements in this report, the OIG sought
staffing data on authorizations and vacancies for selected occupations at the facility level.
However, the data was not readily available as the authorization data could not be provided by
occupation. Additionally, staff from VHA WMC were not confident of the historical vacancy
data prior to December 31, 2019, due to a comprehensive cleanup of data. An estimated 20,000—
25,000 positions were involved in the cleanup, and VHA WMC staff reported that vacancy data
maintenance is not yet complete. Without this data, the OIG did not consider VHA in alignment
with policy that requires VHA Manpower to ensure validated manpower requirements and
position data are appropriately documented.’

VHA Staffing Related to VHA’s COVID-19 Pandemic Response

In response to the COVID-19 pandemic, Congress passed the Coronavirus Aid, Relief, and
Economic Security (CARES) Act in March 2020, which provided VHA with $17.2 billion in
funding to ensure VHA had the staff, equipment, telehealth capabilities, supplies, and support
services necessary to support employees and veterans.'® The COVID-19 pandemic altered the
delivery of health care, which in turn, affected staffing needs at facilities. However, CARES Act
funding is temporary, and the staff hired under this Act “do not reflect an ongoing capacity

? VA Directive 5010.
10 Coronavirus Aid, Relief, and Economic Security Act of 2020, Pub. L. No. 116-136 (2020).
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requirement.”'! The OIG suggests it is important for VA and VHA to accurately track and report
the number of COVID-19 employees as these positions are funded through the CARES Act.

During the pandemic, VA and VHA reported annual increases in net staffing levels at VHA.
However, VA and VHA could benefit from consistency when reporting staffing data. VHA's
methodology for calculating onboard staffing levels yielded annual net increases nearly three
times those indicated in VA’s Maintaining Internal Systems and Strengthening Integrated
Outside Networks (MISSION) Act 505 Data. Separately, the OIG obtained line-level HR Smart
data which indicated VHA increased net staffing levels by over 5,000 for the top five clinical and
top five nonclinical severe shortage occupations from March 2020 to October 2020.

VISN directors reported a hiring surge that included doctors, nurses, respiratory therapists,
custodians, and housekeeping staff to address increased demand for inpatient care, along with
human resources staff to support hiring efforts. Additionally, existing staff were repurposed to
address changes in workload. Examples given included utilizing outpatient doctors and nurses to
deliver care in inpatient settings, and training administrative staff for entrance screening duties.

VISN directors generally described positive outcomes related to the speed and volume of
pandemic hiring. Flexibilities in hiring practices increased staffing levels while decreasing time-
to-hire rates, allowing the backlog of care that was deferred by the pandemic to be reviewed and
addressed. However, a few directors reported negative outcomes that needed to be overcome,
such as issues with existing administrative processes and functions. For example, facilities were
not initially prepared to bring new employees onboard during a pay period because it was
standard practice to onboard new employees at the beginning of a pay period.

Some of the unintended consequences of the hiring surge required changes in processes. Prior to
the pandemic, provider credentialing and background checks took place before a new employee
was onboarded. In an effort to onboard providers as quickly as possible, these human resources
processes were postponed until after the employee was onboard. Despite these changes, VISN
directors expressed confidence in the quality of hired providers. Focused and ongoing
professional practice evaluations still applied, and VISN directors reported having the authority
to separate new providers who were deemed unsuitable for federal employment.

The Acting Director of the Office of Personnel Management authorized the use of temporary
appointments under 5 C.F.R. § 213.3102(1)(3) “to address the need for hiring additional staff in
response to [COVID-19].”!2 VISN directors expressed that bringing employees on in a
temporary appointment allowed the opportunity for both the facility and new employee to

""'VA, VA MISSION Act, Section 505 Annual Report — 2021 : Annual Report on the Steps Taken to Achieve Full
Staffing Capacity, May 2021.

120PM, “Coronavirus (COVID-19) Schedule A Hiring Authority,” March 20, 2020, accessed December 28, 2020,
https://www.opm.gov/policy-data-oversight/covid-19/opm-memorandum-coronavirus-schedule-a-hiring-authority/.
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determine if the VA was a good fit before converting to permanent employee status. VISN
directors were generally satisfied with the quality of staff hired during the surge.

VISN directors praised the hiring flexibilities afforded them during the pandemic and expressed
the need for continued or expanded authority to hire staff noncompetitively, with specific focus
on positions hired under Title 5, such as Housekeeping Aid positions. Leaders from VHA WMC
supported making the flexibilities granted during the pandemic permanent, and VA submitted a
legislative proposal aimed at expediting recruitment and hiring of Housekeeping Aids.

OIG Recommendations

The OIG made three recommendations to the VHA Under Secretary for Health to coordinate
with VA to

e Review the roles, responsibilities, and number of staff required for the VA and VHA
offices involved in the development, validation, and implementation of staffing models,
and ensure that staffing model-related efforts are prioritized and supported;

e Evaluate the status of, and provide a timeline for, the development, validation, and
implementation of VHA staffing models for all occupations; and

e Evaluate the status of, and provide a timeline for, the implementation of HR Smart-
related requirements referenced in VA and VHA policy, with a specific focus on the
authorizations, vacancies, budgeted positions, and unbudgeted requirements at the
facility, Veterans Integrated Service Network, and national levels.'

Comments

It is important that VA and VHA continue to work collaboratively on the staffing model issues
discussed in this report. The Acting Under Secretary for Health concurred with the
recommendations and provided an action plan (see appendix L). The OIG will follow up on the
planned actions until they are completed.

Tl ] 1

JOHN D. DAIGH, JR., M.D.
Assistant Inspector General
for Healthcare Inspections

13 VA Directive 5010; HR Smart is VA’s human capital system of record for positions.
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Introduction

This review was conducted in response to the fiscal year (FY) 2020 Appropriations Conference
Report, which directed the VA Office of Inspector General (OIG) “to review [the Veterans
Health Administration’s] VHA’s progress in developing a comprehensive staffing model and
timeline for implementation.”'* The OIG reviewed VHA’s staffing models, the implementation
of staffing models, and staffing levels and requirements. The OIG expanded the scope of the
review to include an analysis of VHA hiring during the pandemic.'’

Background

Legislative History

Congress has had a long-standing interest in ensuring appropriate staffing at VHA. The Veterans
Access, Choice, and Accountability Act of 2014 was passed by Congress in response to concerns
about the quality of VHA care, scheduling practices, and excessive wait times. The Choice Act
required the OIG to annually determine the five VHA occupations with the largest staffing
shortages.'® Starting with the first annual staffing determination report, published in

January 2015, the OIG made several recommendations regarding the development and
implementation of staffing models for critical-need occupations. '’

Since 2014, Congress has passed additional legislation regarding VHA staffing. The VA Choice
and Quality Employment Act of 2017 expanded the OIG’s annual determination to include a
minimum of five clinical and five nonclinical VHA occupations with the largest staffing
shortages within each medical center (facility).'® Subsequently, the VA Maintaining Internal
Systems and Strengthening Integrated Outside Networks (MISSION) Act of 2018 established the
Veterans Community Care Program to assess and improve how veterans receive care from
providers outside the VA.!” Additionally, the MISSION Act provided improvements to

14 Congressional Record 116th Congress, 1st Session, 2019. Vol. 165, No. 204, accessed February 4, 2020,
https://www.govinfo.gov/content/pkg/CREC-2019-12-17/pdf/CREC-2019-12-17-house-bk3.pdf.

15 Mayo Clinic, “Coronavirus disease 2019 (COVID-19),” accessed November 23, 2020,
https://www.mayoclinic.org/diseases-conditions/coronavirus/symptoms-causes/syc-20479963. A new virus known
as the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) was discovered to cause the novel
coronavirus outbreak in China. This disease was later renamed COVID-19 by the World Health Organization and
was declared a pandemic because it occurred over a wide geographic area and affected a high proportion of the
world’s population.

16 Veterans Access Choice, and Accountability Act of 2014, Pub. L. No. 113-146, 128 Stat. 1754 (2014).

7V A OIG, OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, Report No.
15-00430-103, January 30, 2015. Language has changed since the first report from critical need to severe shortage.

18 VA Choice and Quality Employment Act of 2017, Pub. L. No. 115-46, 131 Stat. 958 (2017).
1 VA MISSION Act of 2018, Pub. L. No. 115-182, 132 Stat. 1412 (2018).
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recruitment incentives for VA healthcare professionals. The VA MISSION Act requires the
Secretary of VA to submit to Congress an annual report of steps taken to achieve full staffing
capacity and the amount of additional funds necessary to reach full staffing capacity. The VA
MISSION Act also requires that VA publicly provides transparency of staffing and vacancies on
their website with the following information by facility: (1) number of personnel encumbering
positions, (2) number of acquisitions and separations during the quarter, (3) number of vacancies
by occupation, and (4) percentage of new hires within the time-to-hire target of the Office of
Personnel Management (OPM).

Staffing Models

Previous reviews conducted by the Government Accountability Office (GAO) and OIG related to
staffing models have not clearly defined what constitutes a staffing model. In their broadest
form, staffing models are analytic tools that provide workload-based staffing data to support
workforce optimization. Such a model can be used at various levels of the agency such as
individual VHA facilities, Veterans Integrated Service Networks (VISNs), or across VHA to
inform budgetary requirements and workforce planning.

It is important to note that within VA and VHA, staffing models used for manpower requirement
determinations must be validated.?° So, while staffing models may have been developed, if they
are to be used for determining requirements, they must also be validated.

Management of Staffing Models

VA Directive 5010, Manpower Management Policy, establishes roles, responsibilities, and
manpower management functions throughout VA.?! VA Manpower Management Service (VA
Manpower) was established to facilitate planning, budgeting, and strategic workforce
management by implementing policy and processes for oversight and organizational design.
Additionally, the directive requires VA Manpower to initially verify, validate, and approve
staffing standards or models used for manpower requirements determination. VA Manpower is
also responsible for the revalidation of staffing models every three years, or when there is a
change to mission or functions, and ensuring changes are documented within the VA’s human
capital system of record known as HR Smart.?

20 VA Directive 5010, Manpower Management Policy, October 28, 2019.

2l VA Directive 5010; The Office of Management and Budget Memorandum 17-22, Comprehensive Plan for
Reforming the Federal Government and Reducing the Federal Civilian Workforce, April 12,2017, required federal
agencies to adapt manpower management to reform the federal government and take long-term steps to reduce the
size and cost of the federal civilian workforce. Agencies were to develop long-term staffing plans to include
consideration of determining appropriate full-time equivalent levels utilizing data to establish appropriate staffing
levels in order to accomplish the agency’s objectives. In response, VA established VA Manpower on

October 5, 2017, and issued VA Directive 5010 in October 2019.

22 VA Directive 5010.
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The VHA Manpower Management Office (VHA Manpower), within VHA’s Office of
Workforce Management and Consulting (VHA WMC), is the appointed manpower management
program for VHA. This office is responsible for determining workload-based staffing levels, and
aligning staffing requirements to mission priorities and funding within VHA.*

VHA'’s Office of Productivity, Efficiency and Staffing (VHA OPES), within VHA’s Office of
Quality and Patient Safety, assists VHA Manpower with “developing management tools,
systems, and studies” to optimize staffing and inform decision-making. This office utilizes data
and mapping of productivity to produce staffing reports that include both the clinical and
administrative functions for medical specialties.

Although VA Manpower, VHA Manpower, and VHA OPES fall under different areas of the VA
organizational structure, they often collaborate. (For reference to the above offices’
organizational structures, please refer to appendix A.)

Budget Effects on Staffing Levels

VA requires facilities to use authorized positions for strategic workforce planning and
recruitment actions.>* Accordingly, facilities can hire for budgeted positions approved by a
resource board or authoritative resource manager through a budgeting process at each facility.
These budgeted positions are based on the total number of positions at the facility, including
part-time and intermittent positions, but do not account for staff turnover. A vacant position is a
required and budgeted position that is unfilled. Although the process for approving budgeted
positions is influenced by clinical need, VHA facilities also consider other non-staffing-related
expenses such as leases, contracts, equipment, and supplies. As such, affordability is a major
factor in the prioritization and authorization of positions. Unbudgeted positions are defined by
VHA as those positions that represent a requirement to complete a mission function, but funding
is unavailable to fund the requirement. For example, if a facility has 40 staff employed (on hand)
for an occupation that has an identified operational requirement of 70, but the funding stream
only allows the facility to hire 10 for a total of 50 positions, it would likely need additional
funding to be able to hire for the 20 required, but unbudgeted, positions. While facility directors
have autonomy over resource allocation, to include budgeting for positions, facility directors

would not be able to hire staff according to the operational demands of the facility if they were
not fully funded.

23 VA Directive 5010.
24 VA Directive 5010.
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The data for both budgeted and unbudgeted positions are required to be documented in HR
Smart.?> Position managers are responsible for this documentation, which involves creating a
position record using the functions in HR Smart’s Position Management pages.

COVID-19 and the Coronavirus Aid, Relief, and Economic Security Act

In late 2019, a new virus known as the severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) was discovered to cause the novel coronavirus outbreak in China. This disease was later
renamed COVID-19 by the World Health Organization and was declared a pandemic because it
occurred over a wide geographic area and affected a high proportion of the world’s population.?®
After the pandemic began in the United States, the Coronavirus Aid, Relief, and Economic
Security (CARES) Act was passed by Congress on March 27, 2020. The Act awarded VHA
$17.2 billion in funding to ensure that VHA had the staff, equipment, telehealth capabilities,
supplies, and support services necessary to support employees and veterans across facilities.?’

In response to the pandemic, VHA implemented the COVID-19 Response Plan to protect and
mitigate the impact of COVID-19 on veterans, employees, and the VHA healthcare delivery
system.”® Facilities assessed patients and placed them into one of two treatment zones:

(1) suspected and confirmed COVID-19 cases, and (2) standard healthcare cases. Care providers
in community-based outpatient clinics were to use an “all telehealth” mode with the exception of
some urgent care patients. Patient aligned care teams and specialty clinics were also to use non-
face-to-face methods of communication with their scheduled patients, and elective surgeries
were to be deferred in anticipation of a patient surge related to COVID-19 cases.?

Prior Reports

The development, validation, and implementation of staffing models at VHA has been an
ongoing topic of concern for several years. In the past six years, the OIG has issued 12 reports

25 VA Directive 5010.

26 Mayo Clinic, “Coronavirus Disease 2019 (COVID-19): Symptoms & causes,” accessed November 23, 2020,
https://www.mayoclinic.org/diseases-conditions/coronavirus/symptoms-causes/syc-20479963.

27 Coronavirus Aid, Relief, and Economic Security Act of 2020, Pub. L. No. 116-136 (2020).

8 VHA—OfTice of Emergency Management, COVID-19 Response Plan, Incident-specific Annex to the VHA High
Consequence Infection (HCI) Base Plan, ver 1.6, March 23, 2020.

29 “Patient-aligned care team is a team-based model of care in which a team of health professionals, led by a
provider, works collaboratively with the patient to provide for all of the patient’s healthcare needs—or appropriately
coordinates care with other qualified professionals.” Health Services Research & Development, Research Topics:
Patient-Aligned Care Teams, accessed December 30, 2020,
https://www.hsrd.research.va.gov/research_topics/pact.cfm.
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related to occupational staffing shortages and the impact to operations at VHA facilities.*® The
OIG has issued 13 recommendations to VHA involving the development, implementation, or
modification of staffing models. Two of the 13 recommendations were specific to single
programs, Mental Health and Police. The remaining 11 recommendations have been issued for
critical-need occupations in six of the OIG’s seven annual staffing determination reports.>! As of
this report, one recommendation from the OIG’s 2019 Inadequate Governance of the VA Police
Program at Medical Facilities report, to ensure police staffing models are implemented, remains
open. (Appendix B provides detailed information on the status of the recommendations for all 12
reports.)

Within the VA report, Department of Veterans Affairs Agency Financial Report Fiscal Year
2020, the OIG had the opportunity to provide input and identified Leadership and Governance as
a VA Management and Performance Challenge, stating the “OIG has repeatedly called for VHA
to develop additional comprehensive staffing models that address national needs while
supporting flexibility at facilities. This approach would help ensure taxpayer dollars are invested
in delivering the highest quality of care to veterans as promptly as possible.”*?

The OIG staffing determination reports differ from most other national-level reviews in that they
are required, by law, to be repeated annually. The OIG recognized, from the very first report, that
implementation of staffing models would take more than a year. The recommendation to develop
staffing models for critical-need occupations from the FY 2014 report was closed because a
similar recommendation to develop and implement staffing models was made in the FY 2015
report. Similarly, recommendations from the FY 2015 and 2016 reports were closed and re-
issued in the FY 2016 and 2017 reports, respectively. The OIG recognized that VHA had
provided evidence of work that demonstrated a progression toward a staffing model and closed
the recommendations.

30V A OIG: OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, Report No.
15-00430-103, January 30, 2015. Audit of VHA'’s Efforts to Improve Veterans’ Access to Outpatient Psychiatrists,
Report No. 13-03917-487, August 25, 2015. OIG Determination of Veterans Health Administration’s Occupational
Staffing Shortages, Report No. 15-03063-511, September 1, 2015. OIG Determination of VHA Occupational
Staffing Shortages, Report No. 16-00351-453, September 28, 2016. OIG Determination of VHA Occupational
Staffing Shortages, FY 2017, Report No. 17-00936-385, September 27, 2017. OIG Determination of Veterans
Health Administration’s Occupational Staffing Shortages, FY 2018, Report No. 18-01693-196, June 14, 2018.
Inadequate Governance of the VA Police Program at Medical Facilities, Report No. 17-01007-01,

December 31, 2018; Staffing and Vacancy Reporting under the MISSION Act of 2018, Report No. 19-00266-141,
June 25, 2019. OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2019,
Report No. 19-00346-241, September 30, 2019. VA Improved the Transparency of Mandatory Staffing and Vacancy
Data, Report No. 20-00541-149, June 3, 2020. Review of Veterans Health Administration’s COVID-19 Response
and Continued Pandemic Readiness, Report No. 20-03076-217, July 16, 2020. OIG Determination of Veterans
Health Administration’s Occupational Staffing Shortages, FY 2020, Report No. 20-01249-259, September 23, 2020.

31 The OIG did not issue any recommendations in the report, OIG Determination of Veterans Health
Administration’s Occupational Staffing Shortages, FY 2020.

32 VA, Agency Financial Report Fiscal Year 2020, November 24, 2020.
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Scope and Methodology

The OIG conducted a survey of VHA facility directors to identify staffing levels, staffing
requirements, and implementation of staffing models at each facility across VHA. In addition,
the OIG analyzed administrative data and conducted interviews with VHA staff to review
pandemic hiring during COVID-19.

From October 15, 2020, through December 16, 2020, the OIG team interviewed and/or surveyed
all 18 VISN directors, the VA Manpower Director, VA’s Chief Human Capital Officer, VHA
WMC and VHA Finance leaders, and VHA OPES staff.

The OIG reviewed VA and VHA directives, policies, memorandums, and documentation;
conducted a literature search for VA and VHA staffing models; and researched staffing
flexibilities granted by the OPM during the pandemic.

Survey Development and Distribution

The OIG consolidated the data request for this review and the data request for the FY 2020
staffing determination report into a single survey to limit the number of requests being made of
facilities.®®> As part of the survey, the OIG requested that each facility director identify, specific
to their facility, the occupations with severe occupational staffing shortages, on hand and
required staffing levels, the methods to determine required staffing levels, and their awareness of
VHA staffing models.>* Because this review was conducted in response to a congressional
request related to staffing models, the analysis in this report primarily focuses on the questions
related to VHA staffing models and requirements (see questions 5-9 listed below).

The occupations listed on the survey were categorized by (1) OPM occupational series code,
(2) VHA assignment code, (3) clinical or nonclinical designation, and (4) hiring authority.>
Facility directors were asked to select their facility from a pre-populated, drop-down menu based

3 VA OIG Report, OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages,
FY 2020, Report No. 20-01249-259, September 23, 2020.

34 The VA Choice and Quality Employment Act of 2017 requires the OIG to determine, on an annual basis, a
minimum of five clinical and five nonclinical VHA occupations with the largest staffing shortages within each VHA
facility. Facility directors determined severe occupational staffing shortages as defined by 5 Code of Federal
Regulations (C.F.R.) CFR § 337.204.

35 The survey listed 474 VHA clinical and nonclinical occupations. The list included both OPM occupational series
and VHA assignment codes. OPM created occupational series to classify positions in the General Schedule. To
provide further detail to the OPM occupational series, VHA developed assignment codes as an administrative option
within the VA Human Resource Information System. The Office of Workforce Management classifies occupations
as clinical and nonclinical. For example, a Thoracic Surgeon would have an OPM occupational series of 0602 —
Medical Officer, and a VHA assignment code of 11. VHA facilities may or may not hire for a given occupational
category or assignment code depending on VHA requirements and other factors such as local demands or facility
complexity level.

VA OIG 20-01508-214 | Page 6 | August 19, 2021



Review of VHA Staffing Models

on a directory provided by VHA, and to answer the following questions for each occupation
listed in the survey:

1. What was the number of staff within the occupation as of December 31, 2019?

2 Do you consider there to be a severe shortage in this occupation?

3 If yes to #2, why do you consider there to be a severe shortage in this occupation?

4. How would you rank the designated shortages in priority order?

5 What is the total number of staff required in this occupation to meet the demands,
clinical or otherwise, of the facility as of December 31, 2019?

6. How did you determine the number of staff required in this occupation?

7. What was the source of the method used to determine the number of staff required to

meet demand in this occupation?

8. Why is there a difference between the number of staff in this occupation and the
number of staff required to meet the demand of the occupation?

9. Are you aware of a VHA staffing model that exists for this position?

The OIG distributed the survey to 139 facility directors on February 18, 2020, with a completion
requirement of March 13, 2020. To facilitate completion of the survey, the OIG met with VHA
leaders to discuss the survey and its purpose and responded to questions.*® Additionally, the OIG
reviewed submissions as received and, when necessary, worked with the facility to clarify
responses.

As the deadline for survey submissions approached, the COVID-19 pandemic crisis began to
affect VHA facility operations. Facility leaders shifted their primary attention to emergent
facility response activities. Consequently, on behalf of VHA directors, VHA’s GAO OIG
Accountability Liaison requested, and the OIG granted, four successive extensions of the survey
submission deadline.?” The OIG confirmed receipt of surveys from 130 facilities as of September
16, 2020. The OIG did not receive completed responses from nine facilities and the OIG did not

36 The OIG presented at the VISN Directors’ Call on February 13, 2020, and hosted a national call with facility
directors on March 3, 2020.

37 The third extension was granted and modified prioritize to obtain data associated with OIG’s Determination of
Veterans Health Administration’s Occupational Staffing Shortages, F'Y 2020 (Report No. 20-01249-259) review,
which has an annual congressionally mandated publication date of September 30. Although that data request was
prioritized, the OIG informed facility directors the Staffing Model review was still an active project and the data

would be collected later.
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grant additional extensions.*® (See figure 1 for a timeline of the OIG survey deadlines,
extensions, and select COVID-19-related events.)

38 Completed responses were not received from the following nine facilities: White River Junction VA Medical
Center in Vermont (VISN 1, Station 405); Washington, DC VA Medical Center (VISN 5, Station 688); San Juan
VA Medical Center in Puerto Rico (VISN 8, Station 672); Nashville VA Medical Center in Tennessee (VISN 9,
Station 626); Chillicothe VA Medical Center in Ohio (VISN 10, Station 538); Biloxi VA Medical Center in
Mississippi (VISN 16, Station 520); Michael E. DeBakey VA Medical Center in Houston, Texas (VISN 16, Station
580); Rocky Mountain Regional VA Medical Center in Aurora, Colorado (VISN 19, Station 554); Sheridan VA
Medical Center in Wyoming (VISN 19, Station 666).
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Figure 1. Timeline of OIG survey deadlines, extensions, and select COVID-19-related critical events.
Source: OIG analysis.
Survey Data Analysis

The OIG compiled survey data, using JMP®, from the 130 facilities to create a master file of 23,270 responses for the top

five clinical and top five nonclinical severe occupational shortages.>* The occupations used for analysis were those most frequently
cited by facilities as severe occupational staffing shortages. Although the OIG received complete responses from 130 facilities for
this review, these 10 occupations were the same as those identified by 139 facilities in the OIG Determination of

39 JMP® is a suite of data analysis software programs developed by the SAS® Institute that includes a tool to consolidate data from multiple sources. The
responses for these 10 occupations accounted for 38 percent (23,270/61,620) of all responses. Top five clinical OPM occupational series and titles:

0602 Medical Officer, 0610 Nurse, 0620 Practical Nurse, 0180 Psychology, 0644 Medical Technologist. Top five nonclinical OPM occupational series and
titles: 3566 Custodial Worker, 0083 Police, 0801 General Engineering, 7408 Food Service Worker, 0679 Medical Support Assistance.
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Veterans Health Administration’s Occupational Staffing Shortages, Fiscal Year 2020 report.*°
VHA designates an occupation as clinical or nonclinical based on whether the occupation
provides direct patient care or services.*! This designation is important because the OIG
requested that facility directors identify the number of staff required to meet the demand, clinical
or otherwise, of the occupation and how those requirements are determined may differ. Because
the OIG did not analyze the data for all occupations, analysis conducted on these 10 occupations
may not reflect all VHA occupations.

The OIG used the on board (employed) and required numbers provided by facility directors to
create three staffing level categories for the 10 occupations the OIG reviewed:

1. Employed Equal to Required. The number of staff employed is equal to the number of
staff required to meet the demands of the occupation at the facility.

2. Employed Less than Required. The number of staff employed is less than the number of
staff required to meet the demands of the occupation at the facility.

3. Employed More than Required. The number of staff employed is more than the number
of staff required to meet the demands of the occupation at the facility.

Responses that did not fall under these three categories were captured in the “Unable to
Calculate” category. Examples included if an occupation had no staff employed and the
occupation was not required at the facility or if an occupation had staff employed but the number
of staff required was null or unknown.

The OIG used Braun and Clarke’s thematic analysis approach to generate themes for the free text
responses received in the survey.*? Upon initial review of the data, the OIG discovered that many
of the responses were brief and lacked detail thereby making it difficult to understand the
underlying meaning in the free text responses. As a result, the OIG analyzed the data for content,
not meaning. Additionally, some facilities designated multiple reasons for a given occupational
shortage, while other facilities provided only one reason per occupational shortage. The OIG did
not make a judgment with respect to the accuracy of each reason provided.

The OIG derived theme assignments for the Medical Officer and Nurse occupations because the
survey was constructed to allow responses at the OPM occupational series level, the VHA

40 The OIG needed completed responses for all nine survey questions for this review and needed responses for only
questions 1—4 of the survey to complete the OIG Determination of Veterans Health Administration’s Occupational
Staffing Shortages, Fiscal Year 2020 report.

41 Clinical: Personnel who provide direct patient care or services incident to patient care, and whose efforts have a
therapeutic intent (such as physical, mental, social, spiritual). Nonclinical: Administrative and maintenance
personnel who do not provide direct patient care or services incident to patient care.

42 Virginia Braun and Victoria Clarke, “Using thematic analysis in psychology,” Qualitative Research in
Psychology, 3(2), 77-101. July 2006.
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assignment code level, or both. The OIG assigned a theme to one of these occupations if the
theme showed up either at the occupational series or VHA assignment code level. For example,
if “Lack of qualified applicants” was the theme for how a facility determined that Medical
Officer (an OPM occupational series job title) and Psychiatry (a VHA assignment code job title
falling under Medical Officer) were both severe occupational staffing shortages, “Lack of
qualified applicants” would be counted once for the theme in Medical Officer.

HR Smart Data Analysis

The OIG worked with VHA to obtain line-level staffing data from their human resources
information system, HR Smart, for the top five clinical and top five nonclinical severe
occupational staffing shortages at two points in time: March 28, 2020, and October 10, 2020.*
March 28, 2020, was selected because it was the earliest date after VHA issued the COVID-19
Response Plan, and October 10, 2020, was selected because it was the most recent data available
at the time of the OIG review.*

To understand changes in staffing levels, the OIG compared the HR Smart data across the

two points in time. The OIG counted the total number of unique employees as of March 28,
2020, and subtracted that from the total number of unique employees as of October 10, 2020, to
calculate net changes in onboard staffing levels.

Authorities

In the absence of current VA or VHA policy, the OIG considered previous guidance to be in
effect until superseded by an updated or recertified directive, handbook, or other policy
document on the same or similar issue(s).

Oversight authority to review the programs and operations of VA medical facilities is authorized

by the Inspector General Act of 1978, Pub. L. No. 95-452, 92 Stat. 1105, as amended (codified at
5 U.S.C. App. 3). The OIG reviews available evidence within a specified scope and methodology
and makes recommendations to VA leaders, if warranted. Findings and recommendations do not

define a standard of care or establish legal liability.

The OIG conducted the review in accordance with Quality Standards for Inspection and
Evaluation published by the Council of the Inspectors General on Integrity and Efficiency.

4 VA Directive 5010; HR Smart is VA’s human capital system of record for positions.

4 COVID-19 Response Plan, Incident-specific Annex to the VHA High Consequence Infection (HCI) Base Plan,
March 23, 2020.
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Results

1. Staffing Models

The OIG explored perspectives on, as well as the availability of, staffing models to better
understand to what extent VHA had implemented staffing models. The OIG analyses of VHA
staffing models determined that

e Program office directors reported inconsistent staffing model roles and responsibilities,
e VA and VHA Manpower offices had limited staffing resources,

e VA and VHA defined staffing models differently,

e Validated VHA staffing models did not exist for all occupations,

e VISN directors described staffing models as guides and stressed flexibility as key, and

e Facility directors reported being generally aware of VHA staffing models for the top
five clinical and top five nonclinical severe shortage occupations.

As of October 2020, VA Manpower has only validated the Caregiver Staffing Model. However,
other staffing models have been, or are currently being, developed by various program offices
throughout VHA. Developed staffing models must be validated, as required by VA directive, if
they are to be used to determine staffing requirements.*> Although staffing models (reports
developed by VHA OPES) were available for facility use, these models did not determine
staffing requirements and had not been validated by VA Manpower. VA and VHA Manpower
directors reported that additional staffing may expedite the development and validation of VHA
staffing models. The VA Manpower Director anticipates that initial staffing models will be
developed for all direct care positions, excluding nursing, by the end of FY 2022. However, it is
unclear whether these models will be validated by FY 2024 given VA Manpower’s emphasis on
the importance of a feedback loop with VHA to validate staffing models.

Program Office Directors Reported Inconsistent Staffing Model
Roles and Responsibilities
The OIG surveyed directors from VA Manpower, VHA Manpower, and VHA OPES (staffing
model program offices) to determine their perception of the roles and responsibilities related to

the development, validation, and implementation of VHA staffing models. The reported
responses were inconsistent regarding the roles and responsibilities of each office.

4 VA Directive 5010.
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Development of VHA Staffing Models Was Reported to Be a
Collaborative Effort Between VA and VHA

The OIG found that perceptions of which office was responsible for the development of VHA
staffing models differed between staffing model program office directors. VHA Manpower is the
appointed manpower office for VHA. As of November 2020, VA Manpower was establishing
technical foundations and promoting skill development, such as development of staffing models,
throughout all VA Manpower management programs, which includes VHA, the Veterans
Benefits Administration, and the National Cemetery Administration.

Through implementation of VA Directive 5010, the responsibility for the development of VHA
staffing models resides with VHA Manpower.*® The VA Manpower Director reported the
responsibility resides with VHA Manpower. The VHA Manpower Director reported VHA
staffing models were developed through a collaboration of all three staffing model program
offices. The Director of VHA OPES reported that, in addition to the three staffing model
program offices, VHA program offices, VISNs, and VA facility leadership are also involved in
the collaborative effort. While all three staffing model program office directors reported VHA
Manpower is involved in the development of VHA staffing models, the directors of the

two VHA staffing model program offices reported that responsibility is a collaborative effort
across VA and VHA.

The OIG proposes that it is important that relevant areas of VA actively and continuously
collaborate to develop VHA staffing models. Further, the collaborative environment described
could result in the development of more comprehensive staffing models for VHA. However, the
OIG concludes it is important for a single office to take responsibility for those developed
staffing models. In VA’s Management Response to the OIG’s identified Leadership and
Governance challenge, VA reported that VHA OPES takes the lead in developing staffing
models for clinical positions.*” This response serves as a point of departure from VA Directive
5010 and suggests a lack of organizational clarity in roles and responsibilities with respect to the
development of staffing models.*3

46 VA Directive 5010, Manpower Management Policy, October 28, 2019. Responsibility for the development of
staffing models within VA resides with appointed Manpower Management Programs. VHA Manpower is the
appointed manpower office for VHA.

YTVA, Agency Financial Report Fiscal Year 2020, November 24, 2020.

“8 VA Directive 5010.
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Staffing Model Program Office Directors Largely Agreed that VA
Manpower Was Responsible for Validation of VHA Staffing Models

Validation of staffing models and standards is the responsibility of VA Manpower per VA
Directive 5010.% (See appendix C for the VA Manpower five-step validation process.) The
staffing model program office directors’ responses were in alignment with VA Directive 5010,
with the exception of the VHA OPES Director. The VHA OPES Director reported validation
efforts were a collaboration between VHA WMC and VA Manpower. The VA Manpower
Director also emphasized the importance of a model’s inputs and outputs when determining
staffing requirements. To improve the accuracy of staffing requirements, data input into the
model must be valid and the outputs must be thoroughly vetted by VHA within an ongoing
feedback loop.>°

The OIG recognizes a natural collaboration between VA and VHA when validating staffing
models because VHA Manpower is responsible for the development of staffing models.
However, the directive does not give VHA authority to validate staffing models.>! Developed
staffing models must be validated by VA Manpower in order to be used for staffing requirement
determination.*? Clarity on the status of both developed and validated VHA staffing models
promotes transparency in which staffing models can be used to determine staffing requirements.

Authority to Implement Staffing Models Has Not Been Specified

Implemented staffing models can help inform workforce resource decisions.’® While the
responsibilities for development and validation of VHA staffing models are defined within VA
Directive 5010, authority to implement staffing models is not specified.** VA Directive 5010
suggests VHA Manpower is responsible for implementation of staffing models as this office is
responsible for coordinating with position managers and budget boards or officials to align

4 VA Directive 5010.

30 The VA Manpower Director stated “VA (Manpower) will work with VHA (Manpower) to develop an approach to
review and vet the results with each VAMC [VA Medical Center] through virtual meeting[s] and [an] ongoing
feedback loop to ensure the impact of emerging issues such as market area assessments, decisions to leverage
community care network contracts, changes in physical space, and ability to hire the skills needed. This review will
clarify those factors and additional unknowns not available in the workload projections and other transactional data
used to develop the models or benchmarks.”

51 VA Directive 5010.

52 VA Directive 5010.

33 The OIG considers a staffing model to have been implemented when it has been made available to staff,
VHA-wide, and is actively used to identify and inform staffing requirements and decisions at the facility, VISN, and

national levels. Staffing models should only be implemented upon completion of both the development and
validation processes as directed by VA Directive 5010.

34 VA Directive 5010.
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manpower requirements with mission priorities and available funding.’®> However, the VHA
Manpower Director stated there is no direct authority or order to implement staffing models. As
a result, VHA and VA Manpower could expend manpower resources developing and validating
staffing models that may or may not be used because program offices and facilities are not
required to use the staffing models. Without clear authority to implement staffing models, the
return on resources utilized to develop and validate staffing models may be diminished.

VA and VHA Manpower Offices Had Limited Staffing Resources

Directors from both VA and VHA Manpower offices reported limited staffing resources. This
limitation could result in delays in manpower program functions.’® The VA Manpower Director
reported that limited staffing affects the ability to quickly carry out their responsibilities. Some
of the responsibilities include supporting staffing model development, validating staffing models,
and promoting manpower management technical foundations and skill development within VA
Manpower and across VA. The VHA Manpower Director reported that while the office has 12
staff members, work on staffing models is hindered due to additional responsibilities not related
to staffing models and the effort staffing models require.’’ The OIG found that additional
staffing resources for both VA and VHA Manpower offices may expedite the development,
validation, and implementation of staffing models.

VA and VHA Defined Staffing Models Differently

The OIG requested the directors of VA Manpower, VHA Manpower, and VHA OPES provide a
definition for the term staffing model as these three program offices collaborate in the
development of staffing models. An understanding of their definitions contextualizes how each

35 VA Directive 5010.

56 According to organizational charts obtained by the OIG, VA Manpower is authorized to have eight positions and
VHA Manpower is authorized to have 17 positions.

57 The VHA Manpower Director stated one staffing model can take up to a year to develop, validate, and implement.
One example of an additional responsibility, as required by VA Directive 5010, is the development of a VA
Manning Document for VHA Central Office. The VA Manning Document “maps the qualitative and quantitative
expression of manpower requirements and budgeted positions for an organization. It is the authoritative source of
current and future human resource requirements to guide strategic human capital plans for recruiting, training,
retention, compensation, and distribution.” As of October 2020, the VHA Manpower Director was in the process of
securing a contract to assist with this effort. The time frame for completion, with the office’s current staffing level,
was estimated to take two to three years.
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program office approaches the development and utility of any staffing model.>® The OIG found
VA and VHA define staffing models differently, in part, because their developed models serve
different purposes for VA.

VA issued Directive 5010 on October 28, 2019, in response to the Office of Management and
Budget Memo 17-22.%° The directive established a manpower management program that, among
other things, provided a framework for identifying workload-based staffing requirements across
VA and created VA Manpower.® The VA Manpower Director operationally defines the use of a
staffing model as an approach to determine manpower requirements by utilizing productivity
standards or other workload-based analyses to produce the minimum number of people required
to meet the functional requirements of the mission for a program or facility.®! An example of this
approach would be a staffing model that identifies the specific number of medical officers and
medical support assistants needed to facilitate the facility’s projected number of patient
encounters for the year. The VA Manpower Director believes staffing models and standards
should inform budget and workforce planning, as well as local management resource boards,
without implementing mandatory staffing levels. (See appendix C for the VA Manpower
Director’s full response.)

In contrast, the VHA Manpower Director, in collaboration with the VHA OPES Director,
defined a staffing model as a set of reports that “provide information on staffing: the process of
acquiring, deploying and retaining a workforce of sufficient quantity and quality to create
positive impacts on the organization’s effectiveness.” Using standards similar to those defined by
VA Manpower, these reports (staffing models) provide a comprehensive picture of a facility’s
existing workforce, and how that compares to internal benchmarks (medical complexity group

38 For example, other federal healthcare agencies use staffing models to determine staffing requirements. According
to a 2018 GAO report, the Army uses a workload-based staffing model to determine the number of dentists required
at each facility. The Army’s dental clinic staffing model utilizes the historical number of dental procedures
performed and how long it takes to perform each procedure. Additionally, the Army’s model factors in variables
such as fixed positions required at each clinic, and variable positions, which are workload dependent. GAO, Military
Personnel: DOD Needs to Improve Dental Clinic Staffing Models and Evaluate Recruitment and Retention
Programs, GAO-19-50, December 13, 2018.

% Office of Management and Budget Memorandum 17-22, Comprehensive Plan for Reforming the Federal
Government and Reducing the Federal Civilian Workforce, April 12,2017.

60 Office of Management and Budget Memorandum 17-22, Comprehensive Plan for Reforming the Federal
Government and Reducing the Federal Civilian Workforce, April 12, 2017. This memorandum required federal
agencies to adapt manpower management to reform the federal government and take long-term steps to reduce the
size and cost of the federal civilian workforce. Agencies were to develop long-term staffing plans to include
consideration of determining appropriate full-time employee equivalent levels utilizing data to establish appropriate
staffing levels in order to accomplish the agency’s objectives. In response, VA established VA Manpower on
October 5, 2017, and issued VA Directive 5010, Manpower Management Policy, on October 28, 2019.

! The VA Manpower Director defines productivity (staffing) standards as approved quantitative and qualitative
expressions of manpower requirements needed to perform prescribed tasks at varying levels of workload. The object
of such a standard is to articulate the mathematical relationship between a work center’s requirements and workload.
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average).? VHA OPES staff explained that their approach intentionally does not determine the
number of staff required to meet demand, because of the complexity of staffing and care
provided in VHAs healthcare system.®® (See appendix D for the VHA Manpower Director’s, in
collaboration with the VHA OPES Director’s, full response.) VHA likely takes this approach
because VHA Directive 1065 states that facilities must monitor and assess data provided in VHA
OPES staffing models annually to determine whether productivity levels fall within “acceptable
range of productivity,” requiring an action plan when productivity is below the “minimum
productivity threshold.”%*

While the program offices differ in their definitions, the VHA OPES staffing models can inform
the development of what VA considers a staffing model. The VA Manpower Director stated that
reports created by VHA OPES for VHA could, with significant changes, be developed into
staffing models that determine the required levels of staff. The VA Manpower Director pointed
out that comparing staffing levels to the medical complexity group average does not accurately
reflect what staffing levels should look like; if facilities are not staffed appropriately in a
particular occupation, the benchmark of the average staffing levels would reflect inappropriate
staffing levels. For example, if a medical complexity group consisted of 15 facilities, which were
all understaffed in the custodial workers occupational series, the average for custodial workers
would reflect a benchmark that is less than the number of custodial workers needed.

While both VA and VHA consider a staffing model to be an assessment of staffing, VA
considers a model to be a tool that determines workload-based staffing requirements whereas
VHA considers a model to be a set of reports that provides information on staffing and

2 Medical Complexity Groups are defined in VHA OPES, “Facility Complexity Level Model Fact Sheet,”
December 15, 2017. “Facilities are categorized into one of five groups: 1a (most complex), 1b, 1c, 2, and 3 (least
complex).” VHA describes Level 2, medium complexity as, “[f]acilities with medium volume, low risk patients, few
complex clinical programs, and small or no research and teaching programs.” VHA describes Level 3, low
complexity as “[f]acilities with low volume, low risk patients, few or no complex clinical programs, and small or no
research and teaching programs.”

9 VHA OPES staff stated they prefer analyzing the existing state of health care over projecting an ideal state of
health care because they don’t know what the workload will be. VHA OPES staff added that an approach identifying
a prescribed number of people drives down productivity, as such approaches don’t necessarily take efficiency of
staff into account. To determine adequate staffing levels, VHA OPES develops staffing models that identify whether
existing staff are able to keep up with workload, and how that compares to other facilities using the medical
complexity group average as a benchmark.

% VHA Directive 1065, Productivity and Staffing Guidance for Specialty Provider Group Practice,

December 22, 2020. By default, the acceptable range of productivity falls within the 25th to 75th percentile of the
medical complexity group productivity values for each medical specialty group. Based on input from program
offices, acceptable range of productivity may be set at different levels to ensure quality and patient access standards
are not compromised. Minimum productivity threshold is set to the median productivity minus 1.25 standard
deviations of prior VHA internal experience for each medical specialty group. The minimum productivity threshold
may be altered based on input from responsible parties.
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productivity relative to internal benchmarks. Given the different definitions, it is incumbent on
VA to provide clarity to stakeholders when discussing the status of VHA staffing models.

Validated VHA Staffing Models Did Not Exist for All Occupations

The OIG interviewed leadership and staff from staffing model program offices and reviewed
prior OIG reports, GAO reports, reports from a VA contracted advisor, and VA and VHA
documentation to assess the existence of VHA staffing models, regardless of the definition, and
to establish which staffing models are available to facility directors.®® Through directive, VHA
Manpower is responsible for the development of VHA staffing models, and VA Manpower is
responsible for the validation of developed VHA staffing models. Staffing models verified,
validated, and approved by VA Manpower are to be used for determining staffing
requirements.®

Inconsistent Messaging from VHA Pertaining to Staffing Model
Availability, Development, Validation, and Implementation

The OIG reviewed information regarding VHA staffing models provided by VA and VHA to
better understand VHA’s progress in developing staffing models. The OIG found that the
availability of staffing models, as portrayed through VHA leadership and program offices, is not
consistent. Published oversight reviews further demonstrate conflicts regarding VHA staffing
model availability, development, implementation, and validation.

VA, in their FY 2020 Budget Request, stated VHA has staffing models for nearly all functional
areas including mental health, primary care, women’s health, and rehabilitation services.®’
Additionally, the OIG received communication from a facility in which the VHA National
Workforce Planning Team—an office within VHA WMC—had provided data to assist facilities
in completing the OIG’s FY 2020 staffing determination and staffing model survey. The email
informed facility personnel that national staffing models for all occupations and specialties can
be found on VHA OPES’ website. The email specifically referred to the Specialty Productivity
Access Report and Quadrant Tool and Operational Workforce Report as the staffing models that
provide benchmarking for all occupations and specialties. However, in VHA WMC’s VHA
Workforce and Succession Strategic Plan FY 2020-21, it was noted that while staffing models

%5 National Academy of Sciences, Engineering, and Medicine is an independent advisor. This private,
nongovernmental institution provides objective analysis and advice to solve complex problems and inform policy
decisions.

% VA Directive 5010.

7 VA, Volume II Medical Programs and Information Technology Programs, Congressional Submission, FY 2020
Funding and FY 2021 Advance Appropriations, March 2019.
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had been developed for specialty care, primary care, mental health, nursing, pharmacy, and
rehabilitative care, there is continuing effort to develop and validate other models.®®

Recently published oversight work provides additional clarity and context regarding VHA
staffing models, as well as VHA’s response to the identified deficiencies within these reports:

e Both VA and VHA stated that a VHA mental health staffing model existed. However, the
absence of a specific VHA, VISN, or local staffing methodology to determine the
required number of medical providers within inpatient mental health units was identified
by the OIG in August 2020. Within this report, the Office of Mental Health and Suicide
Prevention reported a safe rule of thumb was used to determine the maximum number of
acute patients a psychiatrist can safely manage.*’

e Development of staffing models for some of the top five nonclinical occupations is in
progress.”’ VHA contracted an advisor for assistance with developing a staffing model
guidebook to assist with the development of a General Engineering staffing model.”!
Additionally, a Police staffing model has been developed as highlighted in a previous
OIG report. This report has one open recommendation related to implementation of the
staffing model.”

e Validation of staffing models remains a critical aspect of ensuring consistent and accurate
identification of staffing requirements throughout VHA. An oversight review of
Psychiatry staffing noted two separate staffing models were available for use by facilities.
The staffing models were developed by different offices within VHA, and each presented
different results. The differing results created a scenario in which facility leaders reported
not knowing how to use or interpret the information from the two staffing models.”

e Two oversight reports identified the presence of psychiatry and community care staffing
models that determine staffing requirements; however, the reports found that facilities

8 VHA, VHA Workforce and Succession Strategic Plan FY 2020-21.

VA OIG, Inadequate Inpatient Psychiatry Staffing and Noncompliance with Inpatient Mental Health Levels of
Care at the VA Central Western Massachusetts Healthcare System in Leeds, Report No. 19-09669-236,
August 20, 2020.

70 The top five nonclinical OPM occupational series and titles refers to those identified in VA OIG Report, OIG
Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2020, Report No. 20-
01249-259, September 23, 2020.

"I National Academies of Sciences, Engineering, and Medicine. 2020. Facilities Staffing Requirements for the
Veterans Health Administration Resource Planning and Methodology for the Future (2020), Washington D.C.
National Academy Press. DOI 10.17226/25454.

2 VA OIG, Inadequate Governance of the VA Police Program at Medical Facilities, Report No. 17-01007-01,
December 13, 2018.

3 GAO, Veterans Health Administration: Better Data and Evaluation Could Help Improve Physician Staffing,
Recruitment, and Retention Strategies, GAO-18-124, October 19, 2017.
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were able to choose whether or not to accept and adopt those staffing models.”* One
report presented statements from the Under Secretary for Health suggesting, but not
requiring, a staffing model to determine the number of psychiatrists at a facility. The
second report found that the Community Care program office lacked organizational
authority to enforce use of a staffing model used to determine the number of community
care staff needed. Facilities reviewed within the reports that did not use the available
staffing models were determined to have less than the required number of staff.

The OIG identified several reports that reviewed progress toward the availability, development,
validation, and implementation of VHA staffing models. Oversight work from the OIG and GAO
determined that several occupations lack staffing models due to issues with the development and
validation processes. Although VA’s FY 2020 Budget Request states that nearly all functional
areas have staffing models within VHA, the OIG found several sources that differed with that
statement. VHA’s inconsistent messaging conveys a general lack of clarity with respect to the
availability, development, validation, and implementation of VHA staffing models.

VHA’s Developed Staffing Models Provided Staffing Information Using
Broad Occupational Families

Through directive, VHA Manpower is responsible for the development of VHA staffing
models.” Since VHA Manpower and VHA OPES were in agreement in their definition of a
staffing model, the OIG requested that the VHA Manpower and VHA OPES Directors provide
available staffing models for the top five clinical and top five nonclinical severe occupational
staffing shortage occupations. In response, the VHA OPES Director provided three reports
(staffing models) that provide staffing information across broad occupational families instead of

" VA OIG, Veterans Health Administration Audit of VHA's Efforts to Improve Veterans’ Access to Outpatient
Psychiatrists, Report No. 13-03917-487, August 25, 2015. GAO, Veterans Community Care Program:
Improvements Needed to help Ensure Timely Access to Care, GAO-20-643, September 28, 2020. The referenced
OIG report uses the term staffing model whereas the referenced GAO report uses the term staffing tool. For the
purposes of this report, the OIG used the term staffing model when referencing the staffing tool in the GAO report
because, similar to the referenced OIG report, it determined a required number of staff.

75> VA Directive 5010.
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individual OPM occupational series.’® These staffing models, by design, do not determine the
number of staff required to meet demand. (Examples of the Operational Workforce Report, the
Specialty Workforce Report, and the Specialty Productivity Access Report and Quadrant Tool
can be found in appendix E.)

There are merits to how the VHA-provided staffing models are constructed because the delivery
of health care is not specific to a single OPM occupational series.”’ Grouping by broad
occupational families is helpful, for example, when determining whether clinical teams (which
are composed of medical officers, nurses, and other support staff) in a particular service line,
such as gastroenterology, are staffed appropriately. However, such groupings are not as helpful
in determining whether a specific OPM occupational series within the service line is staffed
appropriately. This is especially the case for nonclinical staff who may not be aligned with a
clinical team, such as custodial workers, police, engineers, and food service workers. The OIG
proposes that consideration be made to how VHA staffing models are constructed because that
affects how developed staffing models can, and will, be used.

Currently, according to VHA Finance leadership, staffing models do not inform the budget
request. The VA Enrollee Healthcare Projection Model produces workload projections, and those

76 1) The Operational Workforce Report identifies the total number of full-time equivalent employees associated
with providing medical services to veterans, and a metric comparing the number of full-time equivalent employees
to the amount of work being completed (productivity). The Operational Workforce Report also included the medical
complexity group average for total full-time equivalent employees and the productivity metric. The Operational
Workforce Report used broad groupings and sub groupings to provide data for occupational groups labeled Medical
Providers, Nursing, Associates & Assistants, Support Staff, and Other.

2) The Specialty Workforce Report provides several staffing and productivity metrics for each medical specialty
within a single facility, the selected facility’s medical complexity group average, and the VHA average. The
Specialty Workforce Report’s objectives include identifying opportunities to enhance productivity and
administrative and clinical support staffing levels. The report identifies the number of full-time equivalent
employees for each specialty, the number of residents, and productivity score. It uses ratios to compare physicians to
number of unique patients, and number of various support staff groups to physicians. While the report only provides
observed metrics at the facility and VHA average level, the medical complexity group average includes an Annual
Productivity Target. This target allows a facility to compare productivity not only to the observed rates of their
medical complexity group and VHA average, but a target identified for all facilities within the medical complexity
group.

3) The Specialty Productivity Access Report and Quadrant Tool expands upon specialty practice management data
found in the Specialty Workforce Report to help determine the resource levels of a specialty. The Specialty
Productivity Access Report and Quadrant Tool report provides several more staffing, demand and productivity
measures for medical specialties within a single facility, and provides a medical complexity group comparison at the
10™, 50, and 90™ percentile. This report is designed to determine if each specialty, when compared to the medical
complexity group, is an Optimized Practice, Possibly Under-Resourced, Inefficient, or Possibly Over-Resourced.

7 The VHA OPES reports group categories based on occupational specialties, budget object class codes, and cost
centers. Budget object class codes classify obligations and expenditures according to the nature of the services or
items purchased. Cost centers are mechanisms used to accumulate costs incurred by area of responsibility or
geographic regions. They represent a fusion of organization, function, type of procurement (such as travel and
commodities), project, and in some cases may represent an individual employee.
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projections inform VHA’s budget request.”® Because VHAs full-time staff accounts for

89 percent of all VA staff, and “Medical Services FTE [full-time equivalent] represents the
largest share of VHA obligations by budget class,” it is incumbent upon VHA to construct
staffing models in a way that informs budget.” If VHA’s staffing models are meant to inform
budget, consideration should be made as to how staffing models are constructed—whether by
OPM occupational series, broad occupational families, a mix, or some other method.*

While Some VHA Staffing Models Have Been Developed, VA Manpower
Has Validated a Single VHA Staffing Model

As of October 2020, only the Caregiver Staffing Model, developed by the VA Manpower
program office in May 2020, had been validated as required by VA Directive 5010.8' (See
appendix C for the VA Manpower five-step validation process.) By directive, VA Manpower is
responsible for validating staffing models and standards that are used to determine staffing
requirements. Although one staffing model has been validated by VA Manpower, the OIG
located, through a review of VHA directives and handbooks, VHA-issued guidance on staffing
requirements, in which a minimum number of staff is either required or suggested, for

14 occupations or service lines. These are separate from the VHA OPES reports (staffing
models). (See appendix F for a listing of staffing guidance and affected occupations or service
lines.) Since VA Manpower is responsible for validating staffing models and standards used to
determine staffing requirements, and VHA has issued guidance related to staffing requirements,
the OIG proposes VA Manpower review and validate VHA’s existing staffing guidance in
accordance with VA Directive 5010.

It will take years to validate additional staffing models at VA Manpower’s current staffing
levels. The VA Manpower Director reported in January 2021 that their office was conducting a
staffing analysis to generate staffing benchmarks that will cover approximately “50 percent of all
VAMC [VA medical center] positions.”®> While the VA Manpower Director expected to have
benchmarking results by March 2021, those results would be considered preliminary. The

8 The VA Enrollee Health Care Projection Model projects, for 20 years into the future, the number of veterans
expected to enroll for VA health care in a geographic area, their total health care needs, and what proportion of care
is expected to be received from VA versus other healthcare providers.

VA, Volume II Medical Programs and Information Technology Programs, Congressional Submission, FY 2021
Budget Submission, February 2020.

80 Of note, the Office of Management and Budget Circular A-11 and 31 U.S.C. 1104(b) require federal agencies to
use object codes when reporting obligations as part of the Presidential Budget request. VA uses budget object class
codes, the lowest level of object codes, to categorize and report the Department’s obligations and expenditures.

81 VA Directive 5010.

82 Staffing benchmarks provide an approximate range of full-time equivalent employees. This percentage excludes
nurses as the Office of Nursing Services has a Staffing Methodology for VHA Personnel. VHA Directive 1351.
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importance of a feedback loop with VHA Strategic Analysis Service, VISN planners, VISN
leadership, and the facilities to improve the accuracy of the benchmarking results was
emphasized to complete the benchmarking results. Contingent on VHA’s availability for
feedback, VA Manpower anticipates the first iteration of staffing models for all direct care
positions to be completed by the end of FY 2022. These initial staffing models will use the OPES
provider productivity standards and the VA Enrollee Health Care Projection Model provider
work relative value unit projections to develop requirements for providers by specialty and skill
type. Initial support staff staffing models will use benchmarking, with appropriate workload
factors baselined to HR Smart positions by function, to develop staffing requirements. This
approach to staffing models will provide workload-based staffing requirements that can be
documented in the VA’s authoritative data source for staffing (HR Smart) for providers and
support staff. Using these initial staffing models, the VA Manpower program office plans to
refine them by FY 2024 given their current staffing level. In light of the program office’s
emphasis on the importance of a feedback loop with VHA in the development and validation of
staffing models, it was unclear if these models would also be validated by FY 2024.%3

Separate from VA Manpower’s effort to conduct a staffing analysis and validate staffing models
for direct care positions, the VA Manpower Director reported that VHA staffing models were in
various stages of development and validation. Although VHA considered the VHA OPES reports
staffing models, the VA Manpower Director indicated VHA had developed additional staffing
models for acquisitions, supply management, scheduling, mental health, readjustment
counseling, sterile supply, environmental management, nurse staffing, and dental services.
Additionally, the VA Manpower program office is currently reviewing VHA’s Procurement
Staffing Model and VHA’s Readjustment Counseling Staffing Model. The VA Manpower
Director also informed the OIG that a staffing model for Police was developed and has been
provided to VHA for review and vetting. However, none of these developed staffing models have
been validated by VA Manpower.

8 The VA Manpower Director also indicated that their office could “validate the staffing models for nurse staffing
and develop staffing models for provider requirements using the [VHA] OPES productivity standards and EHCPM
[Enrollee Healthcare Projection Model] projections in FY 2022 (note this is not the current approach [VHA] OPES
uses for providers). In addition, estimated requirements for support staffing by function (i.e., housekeeping,
appointment scheduling, medical records) by like medical complexity groups using internal benchmarks of staff size
and workload indicators appropriate for that function (i.e., square footage, unique patients, etc.) can be developed to
provide information for VAMCs [VA medical centers] in their decisions on staffing levels. The benchmarking will
be a starting point for the support staff with ‘bands of reasonableness’ around standard deviations. Because the
benchmarking approach would be based upon current staffing levels at like medical complexity group facilities,
there is a risk of either under or overestimating the staffing needs. The benchmarking should only be used as an
interim measure until standards (models) for each function can be developed. But the benchmarks against
meaningful workload indicators to set initial requirements consistently across the VAMC:s is better than the status
quo.”
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Validation of developed staffing models is central to having staffing models to determine
staffing requirements. Because, to date, only one staffing model has been validated, the OIG
proposes that VA prioritize the development, validation, and implementation of staffing models,
and identify how that priority can be supported.

VISN Directors Described Staffing Models as Guides and Stressed
Flexibility is Key

The OIG interviewed all 18 VISN directors to get their perspectives on how facilities determine
the number of positions necessary to meet clinical, and operational demand.

Similar to VA Manpower, VHA Manpower, and VHA OPES, VISN directors did not all share
the same definition of staffing models. When asked what made staffing models useful, VISN
directors described existing staffing models (such as those noted by VA Manpower and VHA) as
well as VHA staffing guidance (such as those identified in appendix F). The OIG did not define
staffing models for VISN directors and did not make a judgment with respect to what they
considered a staffing model to be. This resulted in VISN directors discussing staffing models
fairly consistently.

VISN directors generally responded that staffing models were used as guides to help determine
staffing requirements. Facility directors are ultimately responsible for determining staffing levels
at each facility. To accomplish this task, facility directors designate other facility leaders and
subject-matter experts, often referred to as a resource management committee or board, to review
staffing levels, workload, demand, and budget. Based on the committee’s recommendations,
facility directors use discretion to authorize and hire a set number of positions for each
occupation to fit within the available budget. Authorized numbers of staff are adjusted
throughout the year to respond to shifts in demand, efficiency, policies, or funding.

One VISN director explained that not every staffing model was set up the same way. VHA’s
Office of Nursing uses a formula to determine the number of nursing hours per patient day,
based upon the occupancy rate of beds.** Environmental management models use the square
footage to clean. Laundry models are based on the pounds of laundry. Staffing models are a
multifactorial process that differ greatly across occupations. The VISN director further stated
that the most useful staffing models use industry standards for work that were developed over
time with a historical baseline describing how long it takes to perform a particular task.

Another VISN director explained that using a single staffing model, such as VHA OPES’
Specialty Productivity Access Report and Quadrant tool is problematic, as it does not show the

8 VHA Directive 1351, Staffing Methodology for VHA Nursing Personnel, December 20, 2017.
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whole picture.®’ The VISN director went on to say facilities are compared to their medical
complexity group average, which creates issues as facilities within the same medical complexity
group are different. Facilities within a medical complexity group do not necessarily offer the
same services or have the same patient demand. An example provided compared the size of
community living centers within Level 3 facilities. Even more variability was described as the
complexity increased where Level 1a facilities may or may not offer transplants. From the VISN
director’s perspective, the medical complexity group is based on rankings, which change every
other year, rather than a certain set of conditions. The VISN director explained that one facility,
that completes more surgeries than another, was recently changed to a lower complexity group
than the facility with lower surgery rates.

Almost unanimously, VISN directors responded that an element of flexibility was most useful in
staffing models. Staffing models that produce a minimum level of staff required to meet demand
were described as helpful. However, VISN directors were concerned that a model determining a
minimum level of staff would be used as a mandatory metric. VISN directors explained that
budgetary restraints, or the inability to hire certain occupations due to a lack of qualified
applicants, especially in more rural areas, often made mandatory staffing levels unachievable in
certain occupations.

One VISN director stated that some facilities cannot hire the number of psychologists specified
by the mental health staffing model because the patient-to-provider ratios do not consider local
challenges. For example, in some geographical areas, psychologists are difficult to recruit. The
facility could hire a combination of social workers, pharmacists, and other providers who could
provide mental health services within their licensure as a team, but that would not meet the
specified number of psychologists identified by the mental health staffing model.

VISN directors noted current staffing determinations are made locally by the facility and must fit
into a specified budget. In general, VISN directors gave favorable comments about the staffing
models available to facility directors, but stated they often result in occupational trade-offs,
taking staff away from one service to add staff to another service. While the VA Manpower
Director conveyed staffing models identifying minimum staffing levels should be used to inform
manpower and budget allocations, VISN directors require flexibility to respond to local
demands.

85 The Specialty Productivity — Access Report and Quadrant Tool is a report that allows for the comparison of key
specialty measures of productivity and access to identify potential areas for improvement within a specialty and a
station. A particular specialty’s productivity is plotted against its access measures for a given peer group. This
allows for identifying which specialties are inefficient (low productivity, low access), possibly over-resourced (low
productivity, high access), possibly under-resourced (high productivity, low access), or optimized (high
productivity, high access).
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Facility Directors Reported Being Generally Aware of VHA Staffing
Models for the Top Five Clinical and Top Five Nonclinical Severe
Shortage Occupations

Facility directors were asked about their awareness of existing staffing models for all
occupations through the FY 2020 staffing determination and staffing model survey. The OIG
asked facility directors to reply to the awareness question even if the facility did not hire for the
occupation. Therefore, responses may have been No because the facility did not hire for the
occupation and, understandably, would not be aware of a staffing model. Additionally, the OIG
did not define the term staffing models for facility directors. So, facility directors may have
responded using different interpretations of what a staffing model is. The OIG determined that
the majority of facility directors were not aware of VHA staffing models for a// occupations.
However, facility directors were generally aware of VHA staffing models for the top five clinical
and top five nonclinical severe shortage occupations.

Seventy-eight percent of facility directors reported they were generally not aware of staffing
models for all occupations (see table 1a). Among the 28 facility directors who indicated
awareness of staffing models for all occupations, 54 percent responded they had awareness at
mixed levels (see table 1b).%

Table 1a. Facility Director Awareness of Staffing Models for All Occupations

e (el Percentage of
All Occupations Facilities tag
Facilities
(130)
No 102 78
Yes* 28 22

Source: OIG analysis of VHA facility directors’ responses to the FY 2020 Staffing
Determination and Staffing Model survey
* Aggregation of Yes, National; Yes, VISN, Yes, Local; and Yes, Mixed responses

8 Facility directors were asked about their awareness of staffing models for each occupation. Available responses
included No; Yes, National; Yes, at the VISN; Yes, Local; and Yes, Mix. The OIG derived a response of Yes, Mix for
those responses which contained more than one Yes response or Yes, Mix was directly reported.
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Table 1b. Facility Director Yes Awareness of Staffing Models for All Occupations

All Occupations Faciltios (26) | Facitios
Yes, National 10 36

Yes, at the VISN 1 4

Yes, Local 2

Yes, Mix 15 54

Source: OIG analysis of VHA facility directors’ responses to the FY 2020 Staffing
Determination and Staffing Model survey

The OIG also reviewed the responses by assessing awareness of staffing models for the top

five clinical and top five nonclinical severe shortage occupations. (See appendix G for additional
detail on facility directors’ reported awareness for each of the occupations.) Of note, less than 50
percent of facility directors indicated they were aware of staffing models for 3 of the

10 occupations: Medical Technologist, General Engineering, and Food Service Worker (see
table 2).

Table 2. Facility Director Awareness of a Staffing Model for Top Five Clinical and
Top Five Nonclinical Severe Shortage Occupations

Facility Directors

Occupation Aware of Staffing
Models (%)*

Psychology 76 (58)
Medical Officer 80 (62)
Nurse 107 (82)
Practical Nurse 87 (67)
Medical Technologist 60 (46)
Police 80 (62)
Medical Support Assistance 69 (53)
General Engineering 53 (41)
Custodial Worker 70 (54)
Food Service Worker 49 (38)

Source: OIG analysis of VHA facility directors’ responses to the F'Y 2020 Staffing
Determination and Staffing Model survey
* Aggregation of Yes, National; Yes, VISN; Yes, Local; and Yes, Mixed responses.

The OIG reviewed selected VHA assignment codes within the OPM occupational series Medical
Officer to further explore staffing model awareness in this occupation. VHA assignment codes,
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such as Chief of Staff, were removed from analysis as there would not necessarily be a staffing
model for this occupation—typically only one position is needed at each facility. The OIG
focused on 52 specialty assignment codes that provided a significant portion of veteran care.
Facility director responses, for these specialty assignment codes, were aggregated for reporting.
(See appendix H for the list of specialties.)

Sixty-two percent of facility directors reported being aware of a staffing model for the Medical
Officer occupation when reviewing responses at the OPM occupational series level. However,
when analyzing the focused Medical Officer specialties, awareness of a staffing model
decreased. Forty-five percent of facility directors indicated awareness of a staffing model for the
specialties at any level. While facility directors indicated general awareness of any level staffing
model for the Medical Officer occupation, more than half stated they were unaware of an
existing staffing model for the provider specialties providing the bulk of veteran care.

The interpretation of responses for the Nurse occupation was more complex due to the presence
of VHA Directive 1351. The directive provides a must follow nurse staffing methodology for
staffing direct care nursing occupations.®’” Because there may be various interpretations of
whether or not this directive applies to all VHA assignment codes within the Nurse occupation,
the OIG utilized only responses to the OPM occupational series for analysis.®

Eighty-two percent of facility directors reported awareness of a staffing model for the Nurse
occupation, the majority of which, indicated knowledge of a staffing model at the national level.
Approximately one in six facility directors reported no awareness of a staffing model for the
Nurse occupation despite VHA Directive 1351.%° Some facility directors may have perceived
VHA Directive 1351 as a staffing model, whereas others may not have. This illustrates the
importance of consistency in terminology when discussing staffing models. Had the OIG used
terms in the survey such as standards, guidance, and methodologies, the ‘yes’ response rate could
have been higher.”

Facility directors indicated that they were generally aware of staffing models for the top

five clinical and top five nonclinical severe shortage occupations. However, variation exists
across facilities regarding at what level a staffing model comes from (National, VISN, Local, or
Mix). This suggests facilities may have differing views or familiarity with a staffing model, or
that an occupation may have multiple models at different levels within VHA.

87 VHA Directive 1351.
8 VHA Directive 1351.
8 VHA Directive 1351.
% VHA Directive 1351.
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2. Staffing Levels and Requirements

Upon learning of the inconsistencies related to staffing models throughout VHA, the OIG
reviewed staffing levels and requirements across VHA facilities. The absence of validated and
implemented staffing models across VHA can promote differing approaches in how operational
staffing requirements are determined. Additionally, the OIG wanted to better understand how
facilities were making resource decisions. In the course of the review, the OIG found:

e Reliance on facility-developed methodologies to determine staffing requirements

e (Gaps between staffing levels and staffing requirements for occupations most frequently
reported as severe occupational staffing shortages

e Deficiencies in VHA-collected occupational data

e The lack of qualified applicants, noncompetitive compensation, and staff turnover were
reasons for severe occupational staffing shortages

e Budget constraints on the ability of facilities to meet staffing requirements

Facility-Developed Methods are Primarily Used by Facility Directors
to Determine Staffing Requirements

Because only one staffing model has been validated and VHA has issued staffing guidance
related to staffing requirements, the OIG determined it was important to understand the source of
the methods facilities were using to determine their staffing requirements. (See appendix F for a
listing of staffing guidance and affected occupations or service lines.) The OIG asked facility
directors to provide the source of the method used to determine the number of staff required to
meet the demands of the facility for each occupation listed in the survey. This provides insight
whether a facility is using, for example, VHA (national-level) or local (facility-developed)
guidance to determine requirements. Forty-five percent of facility directors indicated using
facility-developed methods to determine staffing requirements for the top five clinical and top
five nonclinical severe shortage occupations.
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Figure 2. Distribution of facility responses to the source of the method used to determine the number of staff
required to meet the facility’s operational demands.

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing Determination and Staffing Model
survey.

Not every occupation is hired at every facility; therefore, the number of responses varied
between each occupation. To account for responses that fell outside of the standard six sources,
the OIG created an Assorted source. This source reflected free text responses, responses that
were reported as Unknown, and responses indicating the facility did not hire for the occupation.”!

The OIG found that, for 8 of the 10 occupations the OIG reviewed, facility-developed methods
were most frequently used by directors to determine staffing requirements.”? Food Service
Worker represented the occupation with the largest percentage (59 percent) of facility directors
using facility-developed methods to determine staffing requirements. While VHA has not
developed a staffing model that determines staffing requirements for Food Service Worker,
one has been developed for Police.” Forty-six percent of facility directors indicated the use of
facility-developed methods to determine number of staff required for Police. Five percent and

9V If a facility director did not know the number of staff required for the occupation, the OIG provided a drop-down
menu response of Unknown. This response, within the survey, did not require a source of method used to determine
the number of staff needed for the occupation.

92 Facility directors reported primarily using a mix of methods for Medical Officer and Nurse, 73 percent and
61 percent, respectively.

9 VHA OPES developed a staffing model for Clinical Dietetic Services (formerly titled Nutrition and Food
Services) in their Operational Workforce Report, but it does not determine staffing requirements. VHA considers a
staffing model to be a set of reports that provides information on staffing and productivity relative to internal
benchmarks. The referenced Police staffing model “establishes the minimum patrol FTE” and has not yet been
validated by VA Manpower.
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14 percent of directors reported using national-level methods to determine requirements for these
two occupations, respectively. These percentages suggest development of VHA staffing models
may increase the use of national-level methods to determine requirements. (Additional
information on each occupation can be found in appendix 1.)

The OIG derived responses for the OPM occupational series Medical Officer and Nurse to
include the VHA assignment codes into a singular response for each occupation.®* If a facility
director indicated more than one type of source in their response, within these two occupations,
the source for the occupation was determined to be Mix. VHA Directive 1351 is recognized by
VHA as a national staffing methodology for the Nurse occupation; however, less than 10 percent
of facility directors reported that a VHA source of method was used to determine staff for this
occupation. %>

Validated staffing models can provide a level of consistency in how staffing requirements are
determined across facilities. The OIG finds it is unlikely there is currently consistency in how
requirements are determined because facilities are primarily using locally-developed methods to
determine their staffing requirements. For example, one facility may use a ratio of one provider
per 1,000 patients to determine they require 10 providers, whereas another facility may base their
requirements on available funding. The absence of a consistent way to identify requirements
makes it difficult to identify whether facilities are appropriately funded. An opportunity exists
for VHA to develop staffing models that provide a level of consistency in how staffing
requirements are determined across facilities.

Facility Directors Reported Variation in How They Determined
Requirements Across Staffing Methods
The OIG conducted a bag-of-words text analysis to examine which words and phrases

commonly appeared in facility directors’ responses to the question “Explain how you determined
the number of staff required in this occupation” when grouped by source as referenced above:”®

e For responses with the source specified as local, the analysis showed staffing
requirements were determined by facility decision makers and use of operational data.

%4 The Medical Officer occupation contains one OPM occupational series code and 99 VHA assignment codes. The
Nurse occupation contains one OPM occupational series code and 70 VHA assignment codes. The OIG analysis
used both OPM occupational series and VHA assignment code responses to derive a singular response for the
Medical Officer and Nurse occupations in order to compare them with other occupations.

% VHA Directive 1351.

% Bag-of-words is a text analysis approach within the JMP software package. The approach provides frequency
counts of terms and phrases from text.
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Commonly cited words and phrases were workload, demand, organizational chart, HR
Smart, annual service-level planning, and resource/position management committees.

e For responses with the source specified as V'HA, the analysis highlighted that staffing
methodologies was the most common phrase identified in this group, with the nurse
staffing methodology being the most frequently cited of these.

e For responses with the source specified as mixed, the analysis showed words and phrases
from the previous two groups such as workload and staffing models, but it also
emphasized new words and phrases such as productivity and PACT [Patient Aligned
Care Team] models.

Most facilities were using either facility-developed or a mix of methods to determine
requirements even though national-level staffing guidance existed for some occupations.®’
Although facilities may have used a single staffing method to determine their staffing
requirements, variation existed in how facility directors were determining requirements across
methods. This data provides VHA insight on the use of national-level staffing guidance in
determining requirements by facilities in the absence of validated staffing models. Opportunity
also exists to view the sources used for severe shortage occupations for prioritization of staffing
model development and validation.

Review of Staffing Data

The OPM Workforce Planning Best Practices document states that an organization’s review of
its supply and demand, and conducting an evaluation of the gap between supply and demand, are
“primary elements of a workforce analysis framework and methodology.””® These reviews would
not only evaluate the current number of staff and identify current skills and competencies in the
existing workforce, they will also provide a forecast of what the optimal number of staff should
be, as well as “identify skills and competencies needed in mission-critical occupations in the
future workforce.”

The OIG proposes that awareness of occupational staffing levels and staffing requirements,
especially in severe shortage occupations, is crucial for informing strategic planning to meet
current and anticipated operational demands. For VHA, this information includes access to data
that confirms if the number of staff employed in each occupation is equal to, less than, or more
than what its facilities require. An understanding of staffing levels relative to staffing
requirements is helpful in identifying whether or not VHA is fully staffed.

7 See appendix F for a listing of staffing guidance and affected occupations or service lines.

% OPM, Migration Planning Guidance Information Documents, Workforce Planning Best Practices,
October 7, 2011.
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For this reason, quality data on VHA’s authorized staffing levels, as well as on vacancies
(vacancies are unfilled authorized positions), are essential. Accurate and reliable data on
authorized and vacant positions may help enable VHA to conduct assessments of staffing more
accurately.

More Than Half of Facility Directors Reported the Number of Staff
Employed was Less Than the Number of Staff Required

The OIG found that while most facilities were using facility-developed or a mix of staffing
methods to determine requirements, it was also important to understand what those staffing
requirements were given the general absence of validated staffing models. The OIG asked
facility directors to provide both the number of staff employed as well as the number of staff
required to meet the demand for each occupation listed in the survey.

An understanding of the number of staff employed relative to the facility’s operational
requirements can provide a basis for manpower management discussions. The OIG created
three staffing level categories to understand whether or not the number of staff employed was in
alignment with staffing requirements.

Generally, facility directors reported that staffing requirements exceeded the number of staff
employed. For example, over three-quarters of facilities indicated having fewer staff than what
was required to meet the demands for both Police and Custodial Worker occupations.”® Both
occupations perform critical functions at facilities.

VHA relies on VA Police for security and law enforcement services at its facilities. VA police
officers provide protection to patients, visitors, employees, and federal property. Custodial
Workers perform additional cleaning and disinfection after a person screens positive for
respiratory symptoms or COVID-19 exposure.'? A shortage in custodial workers may affect
compliance with VHA’s COVID-19 Response Plan, Incident-specific Annex to the VHA High
Consequence Infection (HCI) Base Plan as well as VHAs ability to provide care safely during
the pandemic.

9 Police and Custodial Worker were reported as two of the most frequently cited nonclinical severe occupational
staffing shortages in OIG’s FY 2020 staffing determinations report. A severe shortage is defined by OPM as when
particular occupations are difficult to fill, and a shortage exists as defined by 5 C.F.R. § 337.204 for the occupational
series. The staffing level categories presented in Table 3 are distinct from the designation of a severe shortage.
Using Police as an example, 98 out of 130 facilities reported having fewer staff than what was required to meet the
demands, whereas 57 out of 130 facilities reported Police as a severe occupational shortage.

100 COVID-19 Response Plan, Incident-specific Annex to the VHA High Consequence Infection (HCI) Base Plan,
March 23, 2020.
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Table 3. Staffing Level Categories for the Top Five Clinical and Top

Five Nonclinical Severe Occupational Staffing Shortages

Employed | Employed | Employed | Unable
. Clinical/ Equal to | Less than | More than to
Occupation Nonclinical | Required | Required | Required | Calculate
# (%) # (%) # (%) # (%)

Psychology Clinical 27 (20.8) | 89 (68.5) 4 (3.1) 10 (7.7)
Medical Officer* Clinical 27 (20.8) | 74 (56.9) 2 (1.5) 27 (20.8)
Nurse* Clinical 19 (14.6) | 79(60.8) 4(3.1) 28 (21.5)
Practical Nurse Clinical 28 (21.5) 89 (68.5) 2 (1.5) 11 (8.5)
Medical Technologist Clinical 37 (28.5) | 87 (66.9) 1(0.8) 5(3.8)
Police Nonclinical 21(16.2) | 98 (75.4) 1(0.8) 10 (7.7)
Medical Support Assistance | Nonclinical 24 (18.5) 91 (70.0) 2(1.5) 13 (10.0)
General Engineering Nonclinical 43 (33.1) 75 (57.7) 1(0.8) 11 (8.5)
Custodial Worker Nonclinical 19 (14.6) | 102 (78.5) 1(0.8) 8 (6.2)
Food Service Worker Nonclinical 31 (23.8) 85 (65.4) 3(2.3) 11 (8.5)

Source: OIG Analysis of facility Directors’ responses to the F'Y 2020 Staffing Determination and

Staffing Model survey

* VHA facilities provided the number of staff employed and the number of staff required for Medical
Officer and Nurse at the OPM occupational series level, the VHA assignment code level, or both. The
comparatively high numbers shown for the Medical Officer and Nurse in the “Unable to Calculate”
category is likely due to this reporting variability.

The OIG acknowledges that facility directors tried to provide the most accurate number of staff
required to meet the operational demand of the facility and recognizes the difficulty of making
precise determinations for what that required number of staff is. Given the multiple factors
involved, it is important to exercise caution when interpreting this information.

These categories are not necessarily an indicator for the delivery of care. While the information
highlights staffing level categories, the categories should be interpreted less as an assessment of
sufficiency of staffing and more as highlighting the challenges of interpreting, what appears to be
a simple number, staffing requirements in the absence of consistency. Further, table 3 does not
account for the severity of requirements exceeding the number of staff employed for a given
occupation (magnitude). For example, if Facility A reported five staff members were employed
for an occupation and required six to meet demand (a difference of only one), Facility B could
have also reported five employed but required 15 to meet demand (a difference of 70).
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(Histograms of the magnitude of shortages for each of the occupations can be found in
appendix J.) Additional caveats included the reporting variability for Medical Officer and Nurse
by OPM occupation code, VHA assignment code, or both; changes in staffing requirements
throughout the year given the OIG requested survey data as of December 31, 2019;
methodological differences between facilities for determining requirements; and, differences in
geographical demand for care and regional availability of staff to hire. For example, even if a
facility hired all the physicians in a single geographic area, their requirements may exceed
available staff in that area due to the demand of the patient population.

The OIG analysis does not consider budgeted positions that are unfilled or unbudgeted staffing
requirements. For example, if a facility has 40 custodial workers employed and a funding stream
that limits them to 50 budgeted positions, the facility can hire 10 more custodial workers.'%!
However, if the facility has an identified operational requirement of 70, the facility would likely
need additional funding to be able to hire the 20 required, but unbudgeted, positions.

Although facility directors have autonomy over resource allocation (to include budgeting for
positions) at their facilities, if they are not funded appropriately, they will not be able to staff
according to the operational demands of the facility. Regardless of whether positions are
budgeted or unbudgeted, the OIG found that facilities have unmet staffing requirements, and
facilities generally reported more unmet staffing requirements in nonclinical occupations than
clinical occupations.

The OIG proposes that the lack of validated staffing models makes accurate and consistent
assessments of staffing requirements challenging. This limits VHA’s ability to identify and
mitigate instances in which staffing requirements exceed staffing levels and, by extension, makes
it difficult for VHA to determine which facilities are fully funded. This puts facility and VISN
directors in a position where they may make trade-offs between staffing requirements and budget
in the absence of input from VHA. The OIG concludes that the development, validation, and
implementation of VHA staffing models will help VHA strengthen and support its efforts to
better identify the number of staff required to meet operational demands.

VHA-Level Authorized Position Data Not Readily Available

Per VA Directive 5010, VA Manpower management is requirements-based as well as workload-
based.!%? The directive requires that position data are maintained and that validated manpower
requirements are appropriately documented in HR Smart. The OIG requested VHA-level
authorized position data to better understand how VHA is tracking budgeted and approved

101 Although the facility's budget allows it to hire 10 more custodial workers in this example, it does not mean the
facility would not have difficulty filling those 10 positions. Prior OIG work identified lack of qualified applicants as
a primary reason for severe occupational staffing shortages at VHA.

102 VA Directive 5010.

VA OIG 20-01508-214 | Page 35 | August 19, 2021



Review of VHA Staffing Models

positions. The OIG also requested vacancy data, which reports the number of authorized
positions that are unfilled. Both data requests focused on the top five clinical and top five
nonclinical severe shortage occupations at the facility level as of December 31, 2019.1%

VHA WMC’s response to the OIG’s data request indicated that the authorized data by
occupation was not readily available. Staff from VHA WMC noted their office could provide
authorized positions by facility and VISN levels, but did not have authorized positions by
occupation. While staff from VHA WMC likely could have provided the total number of
authorized positions at a facility, they could not say, for example, how many Custodial Workers
were authorized at that facility. The VHA Manpower Director did not expect to have authorized
positions by occupation until the manpower module in HR Smart was fully implemented in mid-
2021.!%* The VHA Manpower Director also informed the OIG there are plans to initiate
manpower assessments to identify staffing requirements. These assessments would promote a
better understanding of unbudgeted staffing requirements and help identify the appropriate
number of authorized positions at each facility. Staff from VHA WMC anticipates that
assessments of each facility would take approximately eight months. VHA’s intent for the
assessments is to identify need in terms of authorized and budgeted positions, as well as identify
unbudgeted requirements.

Staff from VHA WMC also indicated vacancy data as of December 31, 2019, was significantly
different from current vacancy data due to a comprehensive cleanup of the data after that date.!%
VHA WMC staff offered to provide the data as requested; however, they were not confident of
the historical data as of December 31 because of the subsequent cleanup and preferred to provide
updated data, because it was more accurate. VHA WMC staff estimated that between 20,000 to
25,000 positions were involved in the cleanup, which included removal of duplicate positions
and marking positions as unbudgeted if they were not under active recruitment. Although VHA
conducted this cleanup, staff from VHA WMC indicated vacancy data maintenance is not
complete and is an ongoing, continuous process.

The OIG does not consider VHA in full alignment with VA Directive 5010 that requires VHA
Manpower to ensure that validated manpower requirements and position data are appropriately
documented in HR Smart. Although steps were taken, VHA did not yet have program office
level access to data on authorized positions by occupation to enable stronger management of its

103 The OIG requested authorized and vacant position data from the VA Office of the Under Secretary for Health for
Operations and Management on September 21, 2020, and subsequently met with VHA WMC staff on
October 26, 2020.

104 Per the VHA WMC Director, the manpower module will allow the identification of authorized positions in HR
Smart through the use of an indicator field. The indicator is determined at the facility level and shows whether a
position is funded or not.

105 VHA conducted the data cleanup after noticing a disconnect between the budget and the anticipated number of
vacant positions after accounting for an assumed 10 percent vacancy rate.
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position inventory as of the date of this report. The inability to provide VHA-wide authorized
data by occupation is problematic given HR Smart is VA’s human capital system of record.
Program office leaders’ awareness and VISN and facility-level maintenance of accurate data on
authorized and vacant positions are essential to understanding occupational staffing levels across
VHA. Accuracy in staffing level data serves as the basis of comparison for which staffing
requirements, as identified by validated staffing models, can be compared.

Lack of Qualified Applicants, Noncompetitive Compensation, and
Staff Turnover Were the Most Commonly Cited Reasons for Severe
Occupational Staffing Shortages

As noted earlier, the OIG asked facility directors to provide a reason for each designated staffing
shortage. Among other uses, this information can help VHA address challenges associated with
retention and recruitment, resource allocation, and action planning.

The most frequently cited reasons for severe occupational shortages among the top five clinical,
and top five nonclinical occupations were (1) lack of qualified applicants, (2) noncompetitive
compensation, (3) staff turnover, (4) recruitment challenges, and (5) geographical recruitment
challenges. !

Table 4. Top Five Themes for Severe Occupational Staffing Shortages'%’

Number of

Percent of

Themes Responses Responses
(565) P

Lack of Qualified Applicants 207 36.6
Noncompetitive Compensation 191 33.8
Staff Turnover 182 32.2
Recruitment Challenges 148 26.2
Geographical Recruitment 132 234
Challenges

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing Determination
and Staffing Model survey

196 The OIG counted the number of times a theme showed up for each of the top five clinical and top five nonclinical
occupations.

197 Some facilities designated multiple reasons for a given occupational shortage, while other facilities provided only
one reason per occupational shortage resulting in the sum of the percentage of responses exceeding 100 percent.
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While many directors noted a general lack of qualified applicants, some directors highlighted
challenges when selected candidates could not pass preemployment screening and were no
longer considered qualified.

Directors also highlighted challenges associated with the inability to compete with private-sector
pay, benefits, and incentives. One director noted a “high percentage of declinations for pay,”
which resulted in it taking “up to a year to fill one vacancy.” Some directors reported that
incentive caps, or the inability to offer incentives, had contributed to shortages. Other directors
reported severe shortages despite incentives, with one director opining, “Other local hospitals are
difficult to compete with due to significant disparities in pay and incentives packages.”!%®

High rates of staff turnover pose a challenge for facility directors, with several directors noting
difficulty retaining staff. Subsequently, high staff turnover necessitates increased recruiting,
which remains a challenge. One director highlighted how several of the themes discussed above
impacted turnover and recruiting and resulted in a severe shortage:

Competition for qualified staff in this field is extremely challenging. Other local
hospitals pay significantly more than our facility and offer benefits and
flexibilities not available to us. We experience difficulty both recruiting and
retaining staff in this occupation.

Just under 50 percent of responses cited recruitment challenges as a reason for shortages. Upon
review, the OIG divided these responses into two themes. The first theme, recruitment
challenges, represents general recruitment challenges. Geographical recruitment challenges refer
to challenges specific to the facility’s location to include the desirability of the location, rurality,
and high cost of living. While one director noted that “there is a high cost of living in our area
and the wage limitation makes it difficult to attract candidates,” another stated their facility’s
“highly rural location” was the reason for numerous shortages.

While most reasons for severe shortages fell into one of the five themes discussed above, there
were additional themes that represented other challenges faced by facilities. Examples of other
themes noted by directors included non-VA competition to hire staff, position-specific
challenges that included the desirability of certain shifts, and national shortages.!” The range of
themes identified by the OIG highlights that facilities are facing varied challenges beyond a lack
of qualified candidates, noncompetitive compensation, staff turnover, and recruiting.

As discussed in the OIG Determination of Veterans Health Administration’s Occupational
Staffing Shortages, F'Y 2020 report, the total number of severe occupational shortages has

108 The quotations listed are not the full listing of quotations by respondents but were selected to provide the reader
with examples. The OIG made edits to statements to correct spelling.

109 Regarding national shortages, the Association of American Medical Colleges reports that physician shortages
have increased over the last two decades and projects that these shortages will continue to increase.
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decreased comparatively over the last three fiscal years.!!® However, the reasons for severe
shortages provided in this survey were consistent with many of the challenges noted in the OIG’s
FY 2018 and FY 2019 staffing reports. While VHA has put together action plans to address
severe occupational shortages, these issues are long-standing and require regular attention. As
such, the OIG continues to identify the cause of shortages to facilitate better understanding of
opportunities for staffing improvements across VHA.

VISN Directors Reported That Facility Directors Prioritized Staffing
Requirements Within the Constraints of Available Budgets

VHA facilities are organized into 18 VISNs that are responsible for managing operations,
planning, and allocation of resources among the facilities within their control. To better
understand the responsibilities and process for determining the number of positions at VHA
facilities, the OIG interviewed all 18 VISN directors. Such an understanding provides insight
into how directors balance staffing levels and requirements.

VISN directors explained that authorizing positions was typically done through local governance
processes, by committees comprised of various facility leaders that consider and prioritize
requests for resources. They reported that when considering staffing requests, leaders and
committees weighed evidence of need, including available staffing models and local factors,
against the budget and priorities of the facility. VISN directors reported that responsibility for
authorizing the number of positions at VHA facilities ultimately rests with facility directors.

VISN directors reported that the number of authorized positions was reviewed or revised at
various intervals. They reported meeting with facility leaders to review their staffing levels and
needs during annual reviews associated with budget allocations. They reported that facility
leaders also make quarterly attestations to the accuracy of facility and service-level
organizational charts. VISN directors also reported monthly or more frequent reviews and
revisions by facility governance committees to authorize new positions or make other changes to
their facilities’ organizational structures.

The OIG also asked VISN directors about the relationship between the budget and the number of
authorized positions for an occupation at a facility. VISN directors reported that the number of
authorized positions was generally dependent on available budgets. They made distinctions
between authorized and budgeted positions, explaining that some positions might be authorized
but not necessarily budgeted. Several VISN directors reported that there was a disconnect
between the way budgets are informed by historical workload and mandated staffing levels for

119V A OIG, OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2020,
Report No. 20-01249-259, September 23, 2020. There were 2,430 occupations identified as severe staffing shortages
in FY 2020; this is down from 2,685 in FY 2019 and 3,068 in FY 2018.
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certain occupations. They cited caregiver support and homeless programs as examples with
workloads not sufficiently measured to support the fiscal burden of their staffing requirements.

VISN directors reported that if the number of budgeted positions does not meet the number
required to address staffing requirements, facilities would attempt to reduce their expenditures to
free up the necessary funds. Examples given included delaying hiring for authorized positions or
delaying execution of contracts for necessary equipment. If a facility were unable to free up the
funds to support those positions, the VISNs may then supplement the facility budget from the
VISNs’ reserves. VISN directors stated that in some instances, a VISN may receive additional
funding from other VISNs or VHA Central Office.

Several VISN directors reported that limitations in how they can use various appropriations to
fund different types of positions creates challenges for VISNs and facilities to resource identified
staffing requirements. VISN directors reported being well-resourced to support their clinical
staffing needs but reported issues with the amount and timing of funding for administrative
staffing. It was explained that in order to address staffing needs in the context of such limitations,
VISNs with different funding needs may trade funds of one appropriation type for another. An
example given was trading funds for community care for funds to support administrative
staffing.

VISN directors described the identification of requirements and authorization of positions as
constrained by the level of funding at the facility level, the need to support staffing for mandated
programs, and limitations on the use of funds. The reported result of these constraints was the
need to prioritize between identified needs and requirements.

3. Pandemic Hiring

The COVID-19 pandemic altered the delivery of health care in several ways. For example,
healthcare systems began shifting care from in-person to telehealth to limit face-to-face
interaction. In addition, the demands for inpatient care increased as COVID-19 hospitalizations
grew, whereas the demand for elective and outpatient care decreased. As a result, healthcare
staffing needs changed and one study indicated that healthcare practices, ranging from small
private practices to large provider organizations, began furloughing providers due to decreases in
demand.'!!

1 The New England Journal of Medicine Catalyst Innovations in Care Delivery, “Economic and Clinical Impact of
Covid-19 on Provider Practices in Massachusetts,” September 11, 2020, accessed December 10, 2020,
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0441.
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While VA faced similar alterations in the delivery of health care, VA is, through their

fourth mission, the nation’s support system during times of emergencies.'!> As a result of the
COVID-19 pandemic, Congress appropriated VA money through the CARES Act to, among
other things, bolster staffing levels. In an April 2020 press release, VA’s Office of Public and
Intergovernmental Affairs noted that the VA was moving “aggressively” to hire staff who could
provide care for the rising number of patients as a result of the COVID-19 pandemic. The VA’s
Office of the Chief Human Capital Officer stated it was “imperative that VA fill positions
expeditiously if not immediately.” Consequently, VA sought and obtained direct hire authority
for several occupations from OPM eight days after the Worldwide Health Organization declared
COVID-19 a worldwide pandemic. With support from OPM, as well as through the use of
existing flexibilities and by modifying internal policy, VHA reportedly dropped hire time from
94 days to approximately 11 days. The OIG obtained staffing data from VA and VHA as well as
line-level HR Smart data for the occupations that were most frequently cited as severe
occupational shortages prior to the pandemic, and interviewed all VISN and VHA WMC
program office directors to better understand COVID-19 hiring and staffing.!!3

Workforce Levels During the Pandemic

HR Smart Data Limitations

HR Smart provides personnel data useful to this review; however, it has documented reliability
issues.!!* The OIG used this data because it provides personnel data at the occupation level, and
is VA’s human capital system of record for positions.'!”

VA and VHA Could Benefit from Consistency when Reporting Staffing
Data

Data made available by VA indicated a substantial hiring effort by VHA. VA’s COVID-19
Pandemic Response Weekly Report reported that VHA had over 100,000 new hires in just over a
year. Additionally, VHA's methodology for calculating onboard staffing levels yielded annual
net increases nearly three times those indicated in VA’s MISSION Act 505 Data (16,157 versus

12 VHA, Coronavirus Disease 2019 (COVID-19) Response Report, October 27, 2020. “In emergency situations,
VA avails itself to national, state, territorial, tribal, and local [civilian] governments to prepare and support relief
efforts. This service is known as VA’s Fourth Mission.”

113 A severe shortage is determined by OPM when particular occupations are difficult to fill, and a shortage exists as
defined per 5 C.F.R. § 337.204 for the occupational series. 5 C.F.R. 337.204 — Severe Shortage of Candidates.

114 HR Smart issues included VHA WMC reporting data quality issues as a result of the pandemic, recent OIG work
related to the MISSION Act that identified staffing and vacancy reporting issues with HR Smart data, and OIG staff
who analyzed the data for this report identified records that may inflate full-time equivalent totals.

115 VA Directive 5010.
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5,487). The differing numbers made it difficult to reconcile and interpret reported staffing data
across VA and VHA.

Public data from VA indicated significant hiring increases at VHA. VA’s COVID-19 Pandemic
Response Weekly Report, May 15-21, 2021, reported there were 113,950 VHA “new hires”
from March 29, 2020-May 15, 2021.''¢ The reported data suggests an unprecedented level of
hiring given that VHA indicated having 353,268 staff onboard as of March 31, 2020. Assuming
the phrase “new hires” refers to unique external hires, as it did in VHA’s COVID-19 Response
Report, it suggests an annual net increase of over 60,000 staff at a loss rate of nine percent.!!’

However, in a press release associated with VHA’s COVID-19 Response Report, it was noted
that VA hired over 59,000 “new employees” from March 2020 to November 2020.!'® VHA
WMC leadership indicated the term “new employees” referred to total hires—both internal and
external. It was unclear whether the referenced internal “new employees” included those who
were reassigned or reallocated in response to the increased patient demands related to the
pandemic.'" The OIG proposes that VA and VHA consider the verbiage used when describing
staffing data so there is clarity and consistency in the interpretability of their reporting.

To better understand the reported size of VHA’s workforce, the OIG sought onboard staffing
data from VA and VHA. VHA WMC staff indicated the data obtained through VHA’s HR
Employee Cube could be used for reporting, and VHA Support Service Center staff indicated the
HR Employee Cube data was a monthly extract from HR Smart.!?° The OIG applied VHA’s
methodology to VHA’s HR Employee Cube and calculated quarterly onboard staffing levels at

116 VA’s COVID-19 Pandemic Response Weekly Report, May 15-21, 2021, accessed May 25, 2021,
https://www.va.gov/health/docs/VA_COVID_Response.pdf.

17 The OIG interpreted these terms using similar methodology and verbiage as presented in VHA’s COVID-19
Response Report, October 27, 2020, because there was a lack of clarity in the weekly report defining a “new hire.”
“New Hires represents unique external hires, which is exclusive of transfers from other VA entities; Total Loss
represents all employees who have been removed from, or departed, the VA for any reason.”

18 In a November 2020 press release, VA’s Office of Public and Intergovernmental Affairs reported hiring over
59,000 employees since March 29, 2020. VA, VA releases COVID-19 Response Report, November 9, 2020,
accessed November 15, 2020, https://www.va.gov/opa/pressrel/pressrelease.cfm?1d=5564.

9 VA OIG, OIG Inspection of VHA’s COVID-19 Screening Processes and Pandemic Readiness, Report No. 20-
02221-120, March 26, 2020. VA OIG, Review of Veteran Health Administration’s COVID-19 Response and
Continued Pandemic Readiness, Report No. 20-03076-217, July 16, 2020. “Facility leaders reported allocating staff
from to needed areas, moving towards telehealth, and offering overtime pay to address staff absences.” “Facility
leaders reported using a variety of methods to address staffing shortages, most notably with contract staff,
reassigning staff to higher areas of need, and utilizing staff from other VHA facilities.”

120 VHA indicated the HR Employee Cube data on VHA Support Service Center yielded similar results to HR
Smart. To support their statement, VHA used the HR Employee Cube to identify onboard employees for the

ten occupations the OIG reviewed as of March 31, 2020, and September 30, 2020, the closest possible dates to the
two points in time to the OIG review (March 28, 2020, and October 10, 2020), and compared them to the total
onboard numbers to the HR Smart data pull which showed a difference of 92 onboard staff. Similar methodologies
were applied to both the HR Employee Cube data as well as the HR Smart data the OIG reviewed.
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VHA."?! The OIG compared VHA’s calculated onboard staffing levels to those in VA’s
MISSION Act Section 505 Data.!?? Documentation for VA’s MISSION Act Section 505 Data
indicates that quarterly comparisons cannot be drawn prior to March 31, 2020, therefore, the
OIG used March 31, 2020, as the initial point in time and analyzed VHA’s quarterly onboard
staffing levels through March 31, 2021.1%

As of March 31, 2021, VHA’s HR Employee Cube reported 369,425 VHA onboard employees
whereas VA’s MISSION Act 505 Data reported 357,578 VHA onboard employees resulting in
annual net increases of 4.6 percent and 1.6 percent, respectively (see table 5). While VHA’s
onboard levels increased over the year, both VHA and VA data indicated declining quarterly net
increases after September 30, 2020. Additionally, the differences between VHA’s and VA’s
quarterly net increases generally grew. As of March 31, 2021, VHA’s Employee Cube indicated
a quarterly net gain whereas VA’s MISSION Act 505 Data indicated a quarterly net loss, 2,180
and -1,026, respectively. However, VA’s MISSION Act 505 Data uses a different methodology
than VHA to calculate onboard staffing levels.'?* While the primary source of data for both is
HR Smart, it is likely VHA’s HR Employee Cube yields different onboard staffing levels than
VA’s MISSION Act 505 Data, in part, due to the differing methodologies applied.'?®
Additionally, neither VA’s reported 113,950 new hires nor the suggested net increase of 60,000
is consistent with the data in VHA’s HR Employee Cube or VA’s MISSION Act 505 Data.

121 VHA methodology exclusions for HR Employee Cube: non-VHA employees (Organization field), employees
who are trainees/unknown trainee status (Trainee field), employees in an intermittent/unknown status (Duty Basis
field), employees in a non-pay/unknown status (Pay Status field), and medical residents (Medical Resident field).

122 Human Resources and Administration/Operations, Security, and Preparedness, VA MISSION Act Section
505 Data, accessed June 11, 2021. https://www.va.gov/employee/va-mission-act-section-505-data/.

123 The MISSION Act 505 Data was produced using VHA Support Service Center cubes prior to March 31, 2020,
and HR Smart thereafter. The VA Manpower Director indicated the transition from using the VHA Support Service
Center cubes to using HR Smart occurred because the cube data was not static or transparent. As a result, the cubes
could not be validated or recreated. It was also indicated that because there were known coding issues within HR
Smart, that may have gone undetected when using the cubes to produce the data, VA Manpower staff were now able
to conduct quality checks on reported MISSION Act 505 Data.

12¢ VHA methodology exclusions for HR Employee Cube: non-VHA employees (Organization field), employees
who are trainees/unknown trainee status (Trainee field), employees in an intermittent/unknown status (Duty Basis
field), employees in a non-pay/unknown status (Pay Status field), and medical residents (Medical Resident field).
VA MISSION Act 505 Data methodology exclusions: trainees, medical residents, students, interns, fellows, unpaid
health professional trainees or other volunteers, employees in a non-pay/intermittent status, the OIG, the Veterans
Canteen Services, fee-basis only employees, and employees hired in support of COVID-19.

125 VA Directive 5010; HR Smart is VA’s human capital system of record for positions. VA’s MISSION Act 505
Data is a direct pull of data from HR Smart. VHA’s HR Employee Cube is a monthly extract from HR Smart.

VA OIG 20-01508-214 | Page 43 | August 19, 2021


https://www.va.gov/employee/va-mission-act-section-505-data/

Review of VHA Staffing Models

Table 5. Comparison of Quarterly Onboard Staffing Levels at VHA

VHA’s HR Employee Cube VA’s MISSION Act 505 Data
Date (as of) Onboard Net Change Onboard Net Change
Levels at Levels at
VHA Number | Percent VHA Number | Percent
March 31, 2020 353,268 = - 352,091 - -
June 30, 2020 358,287 5,019 1.4 354,213 2,122 0.6
September 30, 2020 363,474 5,187 1.4 357,843 3,630 1.0
December 31, 2020 367,245 3,771 1.0 358,604 761 0.2
March 31, 2021 369,425 2,180 0.6 357,578 -1,026 -0.3
Annual
(March 31, 2020, vs. 369,425 16,157 4.6 357,578 5,487 1.6
March 31, 2021)

Source: OIG analysis of VHA’s HR Employee Cube and VA’s MISSION Act Section 505 Data
* This indicates there is no data because this is a baseline value and comparisons are unavailable.

The OIG found it difficult to reconcile reported staffing data received from VA and VHA. VA as
well as VHA reported annual net increases in staffing at VHA from March 2020 to March 2021.
However, the inconsistencies in methodologies as well as reported data made it difficult to
quantify the extent of hiring during the pandemic as VA and VHA indicated different increases
in staffing levels. While the OIG commends VA and VHA’s efforts to provide staffing data
publicly, the OIG concludes that it is important VA and VHA report consistent information
related to staffing levels so that a clearer narrative can be provided to the public.

VHA Increased Net Staffing During the COVID-19 Pandemic in
10 Occupations Reported by VHA as Severe Shortages

From FY 2015-FY 2019, VA reported an average annual net increase of 11,011 onboard
employees across all components and occupations.'?® From March to October 2020, VHA
experienced a net increase of over 5,600 staff in the 10 occupations most frequently cited by
facility directors as severe shortages (see table 6).'?” This increase brought VHAs staffing levels

126 VA, VA MISSION Act, Section 505 Annual Report — 2020: Maintaining Internal Systems and Strengthening
Integrated Outside Networks (MISSION) Act Section 505(b), June 2020. The term component refers to VHA,
National Cemetery Administration, Veterans Benefits Administration, and Staff Offices. “Staff Offices include all
General Administration appropriations, Board of Veterans Appeals, and the Office of Information Technology.”

127 The OIG used VHA’s methodology for analyzing line-level HR Smart data. VHA’s methodology exclusions for
line-level HR Smart data were non-VHA employees, fee basis employees, trainees, and intermittent employees. Top
five clinical OPM occupational series and titles: 0602 Medical Officer, 0610 Nurse, 0620 Practical Nurse,

0180 Psychology, and 0644 Medical Technologist. Top five nonclinical OPM occupational series and titles:

3566 Custodial Worker, 0083 Police, 0801 General Engineering, 7408 Food Service Worker, and 0679 Medical
Support Assistance.
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for those occupations to over 181,000 and was largely driven by increases in clinical staff. The
net increase for these 10 occupations represented approximately half of VA’s average annual net
increase for all components and occupations. Because VHA accounts for approximately 90
percent of all VA employees, this net increase suggests VHA may have onboarded more staff as
a result of the pandemic than they have, on average, in recent years.

The OIG used line-level HR Smart data for the analysis of the selected occupations. This level of
data allowed the OIG to identify who was onboard at VHA and their assigned occupation, which
provided insight into workforce levels during the pandemic. However, the data did have some
analytical limitations. The OIG could not use this data to review movement within the VHA
system during the pandemic, because the data represented two single points in time, March 28,
2020, and October 10, 2020. For example, the OIG could not identify VHA providers who
transferred to other VHA facilities that were experiencing surges in demand because of the
pandemic. Additionally, the nearly seven months between those two points in time limited the
OIG’s visibility into short-term, temporary appointments as those cannot exceed four months
(120 days). The analysis below was based on the 10 occupations most frequently cited by facility
directors as severe shortages and represents a subset of the occupations for which VHA hires.
The OIG focused on these occupations because they were determined to be the most frequently
cited severe shortages; however, the results of the analysis may not be reflective of all VHA
occupations.

To better understand how staffing levels changed for the 10 occupations reviewed, the OIG
analyzed the HR Smart data by clinical or nonclinical occupational series. As of

October 10, 2020, clinical employees made up 72 percent of the total number of employees in
the occupations the OIG reviewed. The OIG found that VHA increased net staffing in the clinical
and nonclinical occupations at similar rates, four percent and three percent, respectively.

Analysis of selected occupations suggested that hiring patterns changed during 2020. Data from
VHA’s COVID-19 Response Report suggested VHA experienced net increases of approximately
28 Medical Officers and 185 Custodial Workers per month from February through June 2020.'2
The data the OIG reviewed, which reflected onboard employees as of March and October 2020,
showed monthly net increases of 62 and 58 employees per month for these two occupations,
respectively. Given the end dates of June and October 2020, it suggests that the rate of hiring for
Medical Officers increased over the summer as COVID-19 positivity rates were decreasing, and
the rate of hiring for Custodial Workers increased during spring 2020 but declined during the
summer. (Additional occupation-level data can be found in appendix K.)

Among the clinical employees on board as of October 10, 2020, in the 10 occupations the OIG
reviewed, nearly 80 percent were either Medical Officers or Nurses. These two occupations are

128 COVID-19 Response Report, October 27, 2020.
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key to the delivery of health care and have been the most commonly cited occupational shortages
since 2014 in the OIG’s annual Determination of VHA'’s Occupational Staffing Shortages
reports.'?’ Nursing was the clinical occupation with both the largest percentage net increase

(3.8 percent) as well as the largest net increase (2,821).

Thirty-six facilities reported the Nurse occupation as a severe shortage in FY 2020, and this
occupation has been cited annually as a severe shortage since FY 2018.!3° Other OIG work
identified that facility leaders reported being sufficiently staffed to manage the increased patient
demands related to the pandemic.!*! As of October 2020, twenty percent of Nurses were
Registered Nurse Staff Nurses-Inpatient—an occupation of high demand during the pandemic.
VHA increased staffing by five percent in this occupation when comparing staffing levels from
March to October 2020, which exceeded the rate of the Nurse occupation overall (4 percent).
However, leaders also had to use a variety of methods, such as reallocating staff due to
absenteeism, to address staffing shortages to manage those demands.'3?> The OIG found that
VHA increased the number of Resource/Float Pool Nurses by 43 percent suggesting VHA
increased staffing levels of nurses who could move across units to address shifting patient
demands during the pandemic.

Eighty-five percent of the approximately 2,000 nonclinical net increase in staff were in either the
Medical Support Assistance or Custodial Worker occupations. Custodial Worker was the most
cited nonclinical severe occupational staffing shortage in FY 2020. VHA’s Response Plan
requires both routine cleaning as well as additional cleaning and disinfection if someone presents

129 VA OIG: OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, Report No.
15-00430-103, January 30, 2015; OIG Determination of Veterans Health Administration’s Occupational Staffing
Shortages, Report No. 15-03063-511, September 1, 2015; OIG Determination of VHA Occupational Staffing
Shortages, Report No. 16-00351-453, September 28, 2016; OIG Determination of VHA Occupational Staffing
Shortages, FY 2017, Report No. 17-00936-385, September 27, 2017; OIG Determination of Veterans Health
Administration’s Occupational Staffing Shortages, FY 2018, Report No. 18-01693-196, June 14, 2018; OIG
Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2019, Report No. 19-
00346-241, September 30, 2019; OIG Determination of Veterans Health Administration’s Occupational Staffing
Shortages, FY 2020, Report No. 20-01249-259, September 23, 2020.

130 VA OIG: OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2018,
Report No. 18-01693-196, June 14, 2018; OIG Determination of Veterans Health Administration’s Occupational
Staffing Shortages, FY 2019, Report No. 19-00346-241, September 30, 2019; OIG Determination of Veterans
Health Administration’s Occupational Staffing Shortages, FY 2020, Report No. 20-01249-259, September 23, 2020.

BI'VA OIG, Review of Veteran Health Administration’s COVID-19 Response and Continued Pandemic Readiness,
Report No. 20-03076-217, July 16, 2020.

132 VA OIG, OIG Inspection of VHA'’s COVID-19 Screening Processes and Pandemic Readiness, Report No. 20-
02221-120, March 26, 2020. VA OIG, Review of Veteran Health Administration’s COVID-19 Response and
Continued Pandemic Readiness, Report No. 20-03076-217, July 16, 2020. “Facility leaders reported allocating staff
from to needed areas, moving towards telehealth, and offering overtime pay to address staff absences.” “Facility
leaders reported using a variety of methods to address staffing shortages, most notably with contract staff,
reassigning staff to higher areas of need, and utilizing staff from other VHA facilities.”
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with COVID-19 symptoms or has been exposed to COVID-19.!3* The OIG concluded there will
be a continued need to increase staffing levels in this occupation during the pandemic as the
Center for Disease Control reported that weekly hospitalization rates increased in fall 2020 and,
although vaccines have been developed, the director of the National Institute of Allergy and
Infectious Diseases did not anticipate herd immunity prior to the fall of 2021.13

Table 6. VHA Onboard Levels for the Top Five Clinical and Top Five Nonclinical
Severe Shortage Occupations

Five Clinical Five Nonclinical
Hiring Status Overall Severe Shortage Severe Shortage
Occupations Occupations
Total Onboard as of March 28, 2020 175,777 126,492 49,285
Less than Full-Time 14,222 12,612 1,610
Total Onboard as of October 10, 2020 181,427 130,229 51,198
Less than Full-Time 14,493 12,837 1,656
Net Change* 5,650 3,737 1,913

Source: OIG analysis of VHA-provided HR Smart data
* The OIG compared VHA onboard staffing levels as of March 28, 2020, to those as of October 10, 2020.

Net change represents the total onboard as of October 10, 2020, minus the total onboard as of
March 28, 2020.

As reported in each of the past seven OIG annual Determination of VHA Staffing Shortages
reports, staffing shortages exist throughout VHA. However, VHA experienced net increases in
every clinical and nonclinical occupation the OIG reviewed. The net increases in these

10 occupations total approximately half the net increases VA experiences over an entire year
suggesting that VHA may be able to increase staffing at a greater rate than they had, on average,
in recent years.

Looking forward, it is unclear how budget resources may be allocated given providers were
shifting on-site workload to virtual care during the pandemic.'**> The Veterans Equitable
Resource Allocation Model allocates financial resources to VISNs based on two categories of

133 COVID-19 Response Plan, Incident-specific Annex to the VHA High Consequence Infection (HCI) Base Plan,
March 23, 2020.

134 Centers for Disease Control and Prevention, COVIDView Week 45, ending November 7, 2020, accessed
November 15, 2020, https://www.cdc.gov/coronavirus/2019-ncov/covid-data/pdf/covidview-11-13-2020.pdf. Herd
immunity refers to a reduction in the risk of infection with a specific communicable disease (such as measles or
influenza) that occurs when a significant proportion of the population has become immune to infection (because of
previous exposure or vaccination) such that susceptible individuals are much less likely to come in contact with
infected individuals.

135 VA OIG, Review of Veterans Health Administration’s Virtual Primary Care Response to the COVID-19
Pandemic, Report No. 20-02717-85, March 11, 2021.
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care: basic care that is calculated using two years of historical patient workload data, and
complex care that is calculated using five years of historical patient workload data. The increased
staffing levels coupled with the shifts in the delivery of health care from face-to-face
examinations to virtual care bring in to question the utility of the Veterans Equitable Resource
Allocation Model in its current state as it uses historical data to allocate funds to the VISN. VHA
Finance Office staff reported they are reviewing available information to determine how the
shifts in the delivery of care will affect the Veterans Equitable Resource Allocation model.

Tracking Staff Funded Through the Coronavirus Aid, Relief, and
Economic Security Act

In response to the pandemic, Congress passed the CARES Act that provided VHA with a time-
limited $17.2 billion to, among other things, hire new staff. This funding is temporary, and the
staff hired under this Act “do not reflect an ongoing capacity requirement.”!*¢ VHA Finance
leadership reported it was up to facility and VISN leadership to identify pandemic hires. Staff
from VHA WMC noted HR Smart was not the ideal human resources information system for
tracking COVID-19 hires, and they usually have a year to implement statutory requirements, but
only had 30 days to implement the CARES Act.

At the time of this review, there was not a way to identify COVID-19 employees in VHA’s HR
Employee Cube. As a result, the OIG was unable to compare COVID-19 employees against
statements made in VA’s MISSION Act 505 2021 Annual Report regarding an “estimated”
8,000 additional employees funded through the CARES Act or the 7,246 onboard VHA COVID
employees in VA’s MISSION Act 505 FY 2021 Quarter 2 report.'’

The OIG has concerns with the accuracy of HR Smart data regarding VHA’s COVID-19
employees. First, VHA’s Chief Officer for Workforce Management indicated there was a
loosening of controls as to who can enter data (allowing additional staff to enter data), which
resulted in less than clean data that may create a challenge when analyzing data. Second, the
VA Manpower Director indicated that there was a potential for HR Smart data coding issues that
could impact the accuracy of reported COVID-19 employees. However, internal VHA
documentation obtained by the OIG indicated that VHA conducted a review of approximately
15,000 filled and vacant COVID-19 positions within HR Smart during March 2021; but, it was
unclear how VHA’s review changed the number of COVID-19 positions. The OIG suggests it is

136 VA, VA MISSION Act, Section 505 Annual Report — 2021: Annual Report on the Steps Taken to Achieve Full
Staffing Capacity, May 2021.

BTVA, VA MISSION Act, Section 505 Annual Report — 2021: Annual Report on the Steps Taken to Achieve Full
Staffing Capacity, May 2021. VA MISSION Act 505 Data FY 2021 Quarter 2, accessed June 10, 2021,
https://www.va.gov/EMPLOYEE/docs/Section-505-FY21-Q2.xlsx.
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important for VA and VHA to accurately track and report the number of COVID-19 employees
as these positions are funded through the CARES Act.

VISN Director Interviews

VHA'’s operational model places “decision authority for daily operations and execution with the
[VISN directors] applying standards, support and tools supplied by the VHA Central Offices.”!3®
In the context of rapid implementation of policies to address a novel pandemic, the OIG sought
the perspectives of VISN directors to gain insight into how VHA operationalized its staffing
response to COVID-19. The majority of VISN directors reported that major shifts in the delivery
of health care and associated staffing requirements were met by a surge in hiring, and by
leveraging existing VHA personnel to support pandemic-related demands. VISN directors were
generally satisfied with the quality of staff hired during the surge. VISN directors also expressed
that they were hopeful that those staff members and the flexibilities used to hire them would
become permanent.

Significant Changes to Staffing Requirements at VHA Facilities Related
to the COVID-19 Pandemic

During interviews, every VISN director reported significant changes in staffing requirements
since the beginning of the COVID-19 pandemic. The changes in staffing requirements were
reported as being driven by necessary operational responses to the pandemic, including

¢ Increasing capacity for inpatient care,

e Cancelling or deferring elective and nonemergent care,

e Converting in-person appointments for outpatient care to virtual appointments,
e Managing COVID-19 exposures of staff,

e Supporting the pandemic-related hiring surge,

e Screening individuals entering VHA facilities, and

e Supporting VA’s Fourth Mission.

The majority of VISN directors reported hiring for various occupations and functions within
their VISNSs to address the shift in staffing needs associated with the pandemic. VISN directors
reported hiring doctors, nurses, respiratory therapists, custodians, and housekeeping staff to
address the increased demand for inpatient care. Additionally, VISN directors reported hiring
additional human resources staff to support the surge in hiring.

138 COVID-19 Response Report, October 27, 2020.
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The majority of VISN directors also reported training and repurposing existing staff to address
changes in workload and staffing requirements. Examples included utilizing outpatient
administrative staff for screening and training outpatient doctors and elective procedure nurses in
competencies necessary to deliver care in inpatient settings.

VHA Guidance and Resources to Support Planning Since the Beginning
of the COVID-19 Pandemic

VISN directors emphasized how difficult or even impossible it was to accurately predict their
needs at the outset of the pandemic. Most VISN directors spoke favorably of staffing models and
resources provided by the Office of Nursing Services in planning for nurse staffing needs during
the pandemic. VISN directors also cited a VHA-specific report by McKinsey & Company as
being helpful to plan for potential staffing and bed shortages based on projected numbers of
COVID-19 cases in their respective VISNs.!* Additionally, VISN directors reported utilizing
their incident command systems in communication with VA Central Offices to plan and respond
to needs as they developed.

Consequences Associated With the Hiring Surge Related to the
COVID-19 Pandemic

As aresponse to COVID-19, VHA’s Executive in Charge set an initial goal of hiring

5,000 personnel and shortening onboarding time to 3 days. To meet this goal, VHA utilized
various waivers and flexibilities to expedite the hiring process in response to the COVID-19
pandemic. Accordingly, the OIG asked VISN directors to describe unintended consequences
related to the speed and volume of surge hiring and plans to address those consequences. The
majority of VISN directors did not report negative consequences. Rather, several VISN directors
described positive consequences, such as the influx of staff allowing VHA facilities to work
through the backlog of care deferred due to the pandemic and to help compensate for vacancies
and attrition.

Of those who reported negative consequences, VISN directors described issues with existing
administrative processes and functions unable to initially handle new demands associated with
expedited hiring processes. Several VISN directors explained that facilities were not initially
prepared for new employees to start work in the middle of a pay period, versus the pre-pandemic

139 VHA, “COVID-19 update — Key Markets,” March 27, 2020. “Our COVID-19 work in the United States,”
McKinsey & Company, accessed December 28, 2020. https://www.mckinsey.com/industries/public-and-social-
sector/how-we-help-clients/our-covid-19-work-in-the-united-states. McKinsey & Company described this
pandemic-related work as “help[ing] the VA better understand the COVID-19 outbreak’s potential impact on the
VA’s enrollees and medical centers. Initial work includes modeling and scenario analysis pertaining to
epidemiology and the availability of workforce, supplies, and capacity.”
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norm of starting at the beginning of a pay period, but had addressed this by revising onboarding
processes. Several VISN directors cited an unanticipated increase in workload to ensure that
credentialing and other hiring requirements were monitored and met. That increased workload
was reported to have overwhelmed human resources staff. To address these issues, VISN
directors reported solutions such as developing tracking systems and hiring additional human
resources staff.

Notably, several VISN directors expressed concern about future budgetary implications of the
surge in hiring. Those concerns arose from increased staffing in response to the COVID-19
pandemic using temporary funding from the CARES Act.

Quality of Staff Hired Since the Beginning of the COVID-19 Pandemic

The majority of VISN directors expressed confidence in the quality of providers hired since the
beginning of the pandemic. They noted that despite some processes being expedited or waived,
the normal checks and processes such as credentialing and background checks were still
required, albeit on a different timeline. VISN directors across the country reported that the hiring
surge came at a time when the private sector was laying off or furloughing healthcare
professionals, creating an opportunity for VHA to recruit quality candidates who might not have
applied for VHA positions. Additionally, VISN directors reported that once hired, normal
professional practice evaluation processes still applied; and that if new employees were found to
be unsuitable, they could be separated within their one-year probationary period.'*°

The OIG also asked VISN directors if they had concerns about temporary employees hired under
pandemic-related authorities. While some VISN directors expressed concerns about the future
budgetary implications or the reluctance of candidates to accept temporary appointments, the
majority of VISN directors expressed minimal concern with hiring temporary staff. VISN
directors described the temporary appointments of staff in positive terms as an opportunity to see
if an employee would be a good fit for conversion to a permanent appointment. VISN directors
reported that many employees hired temporarily would be extended or retained permanently.

COVID-19 Pandemic-Related Process Changes and Flexibilities to
Enhance VHA Hiring Efforts

Most VISN directors expressed support for permanently adopting processes and flexibilities that
shortened the time to hire new employees. VISN directors credited a combination of process
changes and waivers that resulted in reduction in the time to hire new staff including delaying
fingerprinting, physical exams, drug testing, and portions of the credentialing processes until

140 VHA Handbook 1100.19, Credentialing and Privileging, October 15, 2012. The normal evaluations referenced
by VISN directors include focused professional practice evaluations and ongoing professional practice evaluations.
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employees were onboarded. However, VISN directors also reported that despite the success in
reducing the time to hire, improvements were needed to human resources processes and HR
Smart to sustain expedited hiring.

VISN directors expressed the need for continued or expanded authority to hire staff
noncompetitively, specifically related to hiring staff under Title 5."*' VISN directors expressed
support for an exception to the hiring requirements related to preference eligible veterans for
Housekeeping Aid positions under 5 U.S.C. § 3310.!*? VISN directors were also in favor of
extending pay flexibilities; delegation of approval for dual compensation waivers; and use of
recruitment, relocation, and retention incentives.'*

VISN directors supported reviewing pandemic-related flexibilities to help sustain the speed of
hire achieved during the pandemic. Staff from VHA WMC supported making permanent the
flexibilities granted during the pandemic. Additionally, VA’s Office of the Chief Human Capital
Officer noted that certain authorities assisted VA in meeting staffing needs during the pandemic.
That Officer also examined barriers to expedited hiring and submitted a legislative proposal
aimed at expediting recruitment and hiring of Housekeeping Aids.

141 VA Directive 5005, Staffing, April 15, 2002. Title 5 occupations utilize competitive hiring processes and follow
veterans’ preference and preference eligible rules. OPM, “Coronavirus (COVID-19) Schedule A Hiring Authority,”
March 20, 2020. This temporary authority allowed agencies to hire Title 5 employees in response to the COVID-19
into excepted service appointments without the need to follow normal competitive hiring requirements.

1425 U.S.C. § 3310. “In examinations for positions of ... custodians in the competitive service, competition is
restricted to preference eligibles as long as preference eligibles are available.” An exception as proposed by VA was
intended to allow hiring managers to initially consider a wider pool of candidates for Housekeeping Aid positions.

143 OPM, “Dual Compensation Waiver Requests for COVID-19 Emergency,” March 20, 2020. This OPM delegation
of dual compensation waiver authority enables agencies to waive a salary off-set when rehiring retired employees in
response to COVID-19.
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Conclusion

Staffing models provide a way to proactively, and consistently, identify staffing requirements.
An understanding of staffing requirements—the number of staff required to meet the operational
demands, clinical or otherwise, of VHA—provides a basis for comparison against the number of
staff VHA has on board. Such a comparison can help inform VHA’s budget and workload
analysis.

However, limitations related to staffing models can exist. First, although staffing models can
provide a way to identify requirements, the requirements may exceed available staff.'** Second,
staffing requirements change as the demand for healthcare shifts. As seen during the COVID-19
pandemic, there was an increased need for inpatient providers. Third, budget constraints may
limit how many people a facility can hire, regardless of the facility’s requirements. Implemented
staffing models should acknowledge such limitations. Staffing models should be used to inform
discussions around staffing and should not be used as a measure of success. Currently, staffing
models do not inform VHA’s budget requests. However, as indicated in their strategic plan,
VHA hopes that the staffing needs determined by validated staffing models will eventually drive
budget requests.

VA Manpower, VHA Manpower, and VHA OPES are collaborating to develop and validate
VHA staffing models. However, the three staffing model program office directors reported
differing views on which office was responsible for the development, validation, and
implementation of VHA staffing models. Additionally, VA and VHA provided differing
perspectives on the definition of a staffing model. The VA Manpower Director also emphasized
that outputs of any staffing model should be routinely reviewed for accuracy by VHA prior to
implementation.

Staff from VHA’s WMC reported that national-level staffing models exist for all occupations;
facility directors reported they were generally aware of a VHA staffing model for selected
occupations. However, the OIG found that staffing models used to determine staffing
requirements were still in development and that only one staffing model had been validated by
VA Manpower. VA Manpower plans to develop initial staffing models that provide staffing
requirements for all direct care positions by the end of FY 2022 given their current staffing
level.'* It is unclear whether these initial models will be validated by FY 2024, VA Manpower’s
anticipated completion date, provided VA Manpower’s emphasis on the importance of a
feedback loop with VHA to validate staffing models.

144 The Association of American Medical Colleges projected a physician staffing shortage of 54,000—-139,000
physicians by 2033.

145 This excludes nurses as the Office of Nursing Services has a Staffing Methodology for VHA Nursing Personnel.
VHA Directive 1351, Staffing Methodology for VHA Nursing Personnel, December 20, 2017.
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The OIG concludes that governance, with respect to staffing models, could be improved.
Inconsistencies in program office perceptions of staffing model roles and responsibilities, as well
as terminology, likely contributed to the conflicting responses the OIG received regarding the
existence of VHA staffing models. If the program offices responsible for developing and
validating staffing models are not consistent in their perceptions, facilities receive conflicting
information regarding the availability of staffing models, and by extension, may result in
inconsistent implementation. The OIG considers clarity across VA as key to ensuring the success
of staffing models at VHA.

VA Manpower and VHA WMC directors also noted they had limited staffing resources and that
was a barrier to the development, validation, and implementation of VHA staffing models. The
OIG proposes that VA prioritize the development, validation, and implementation of staffing
models, and identify how that priority can be supported.

Facility directors have annually, since FY 2018, reported widespread severe occupational
staffing shortages in large part due to a lack of qualified applicants, recruitment challenges,
turnover, and noncompetitive salary. Although the total number of reported severe shortages has
decreased, approximately two-thirds of facilities reported having fewer staff than was required to
meet the operational demands of the facility for the five clinical and five nonclinical occupations
the OIG reviewed. Additionally, nearly half of the facilities were using local methods to
determine their staffing level requirements. This suggests there was a lack of consistency in how
requirements were determined across VHA. Without some level of consistency across VHA in
how requirements are determined, collected facility-level requirements cannot be aggregated in a
reliable way to inform budget or workload. Additionally, staff from VHA WMC reported known
data issues within HR Smart and expressed a desire to replace it as the human resources
information system for VHA.

VHA'’s inability to reliably identify aggregated requirements puts them at a disadvantage when
attempting to align staffing levels with operational requirements because VHA’s budget requests
are not tied to a facility’s operational requirements. This inability suggests operational
requirements are not informing VHA’s budget requests. Instead, VHA’s budget request is based
on workload projections made by the VA Enrollee Healthcare Projection Model. Consequently,
facilities make trade-offs in their staffing decisions. Facility directors are allocated funds at the
beginning of each year and must determine staffing needs to fit within that allocation. VISN
directors reported that facilities must make trade-offs in how they address such gaps based on
available budget. Facilities are balancing efficiencies by taking positions away from one service
with less demand to authorize new positions in a service with higher demand. This can create
difficulties when position funds are authorized through different appropriations, such as clinical
positions and administrative positions. Some VISN directors described having insufficient
nonclinical staff, because funds cannot be transferred from medical operations appropriations
into general purpose appropriations, even if there was a surplus in medical operations funds.
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Transfers above one percent require congressional notification and approval. If the facility
cannot fund additional staff, they cannot hire additional staff.

The OIG has identified long-standing and widespread staffing shortages throughout VHA. !4
During the COVID-19 pandemic, there were alterations in the delivery of health care as
COVID-19 hospitalizations increased. The demand for VHA health care increased to a point
where providers needed to be hired immediately to respond to the pandemic. VA and VHA
reported annual increases in net staffing levels at VHA from March 31, 2020 to March 31, 2021,
but VA and VHA reported different increases making it difficult to reconcile and interpret the
reported staffing data. It is important for VA and VHA report consistent information related to
staffing levels so that a clearer narrative can be provided to the public.

During the pandemic, VHA reported bringing hire time down by over 80 days with support from
OPM, as well as through the use of existing flexibilities and by modifying internal policy. VISN
directors supported making such flexibilities and process changes permanent. VISN directors
also noted few negative consequences as a result of the reported hiring surge and expressed
confidence in those hired. VHA should identify those legislative and regulatory issues that
provided benefit during the pandemic and consider seeking legislative relief, as necessary, to
address staffing shortages.

146 VA OIG: OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages, Report No.
15-00430-103, January 30, 2015; OIG Determination of Veterans Health Administration’s Occupational Staffing
Shortages, Report No. 15-03063-511, September 1, 2015; OIG Determination of VHA Occupational Staffing
Shortages, Report No. 16-00351-453, September 28, 2016; OIG Determination of VHA Occupational Staffing
Shortages, FY 2017, Report No. 17-00936-385, September 27, 2017; OIG Determination of Veterans Health
Administration’s Occupational Staffing Shortages, FY 2018, Report No. 18-01693-196, June 14, 2018; OIG
Determination of Veterans Health Administration’s Occupational Staffing Shortages, FY 2019, Report No. 19-
00346-241, September 30, 2019; OIG Determination of Veterans Health Administration’s Occupational Staffing
Shortages, FY 2020, Report No. 20-01249-259, September 23, 2020.

VA OIG 20-01508-214 | Page 55 | August 19, 2021



Review of VHA Staffing Models

1.

Recommendations 1-3

The Under Secretary for Health coordinates with VA to review the roles, responsibilities, and
number of staff required for the VA and Veterans Health Administration offices involved in
the development, validation, and implementation of staffing models, and ensure that staffing
model-related efforts are prioritized and supported.

The Under Secretary for Health coordinates with VA to evaluate the status of, and provide a
timeline for, the development, validation, and implementation of Veterans Health
Administration staffing models for all occupations.

The Under Secretary for Health coordinates with VA to evaluate the status of, and provide a
timeline for, the implementation of HR Smart-related requirements referenced in VA and
Veterans Health Administration policy, with a specific focus on the authorizations,
vacancies, budgeted positions, and unbudgeted requirements at the facility, Veterans
Integrated Service Network, and national levels.
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Appendix A: Manpower Management Governance Structure
Organizational Charts

U.S. Department of Veterans Affairs'#’

Office of the Secretary

Office of the General Counsel

Office of Inspector General

[ |

Veterans Experience Office

Veterans Benefits Veterans Health National Cemetery Board of Veteran's Ofﬁc? of Office of Public &
Administration Administration Administration Appeals Congressional & Intergovernmental
Legislative Affairs Affairs
Office of Hi
Office of Enterprise Office of Information Office of Acquisition, R;E:;rce:?;m Acc?uiﬁz%icfiiy &
Inte atio;p Office of Management & Technology Logistics & Administration/ Whistleblower
& Construction Operations, Security& .
Protection
Preparedness

Source: U.S. Department of Veteran’s Affairs VA Functional Organization Manual Version 6.0

147 The OIG modified the organizational chart to remove names, to ensure consistent formatting, by adding color to highlight the program offices relevant to
this review, and by adding a dotted line to the Office of Inspector General. Although the U.S. Department of Veteran’s Affairs VA Functional Organization
Manual Version 6.0 indicates that the Office of Inspector General reports to the VA Secretary, the Inspector General Act of 1978 established the VA OIG as
an independent oversight body. Neither the Secretary nor any VA official designated by the Secretary possess supervisory authority over any of VA OIG’s
operations. The VA OIG is responsible for conducting independent oversight of VA and for its own internal management, to include matters involving

budgeting and personnel.
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VA Manpower Management Services, Office of Human Resources Administration/Operations,
Security, and Preparedness'4®

Assistant Secretary for Human Resources and Special
Admunistration/Operations, Security and ASI:?CI
Preparedness
Special Principal Deputy Assistant -
Assistant Secretary Chief of Staff
|
Office of
Management, Office of Resolution Manpower
Planning, and tHce ol Management/ Management
Analysis Adminsstration Office of Diversity e
’ and Inclusion
Chief Security
Officer
Corporate Senior
Executive Chief Human
Management Capital Officer
Office

Source: Email submission from Director of Manpower Management Service

148 The OIG modified the organizational chart to remove names, ensure consistent formatting, and highlight the program offices relevant to this review.
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U.S. Department of Veterans Affairs, Veterans Health Administration’4®

Financa ’»

Chief of Staff
- » Commmmications
Health Informatics » Executive Correspondence
* Health Informatics L » GAO/OIG Accountability Lisison
* Health Information Governance ™ » Governance
* Healthcare Technology Management Office of the * Legislative affairs
« Strategic Investment Management Under « Regulatory Admin. Affairs
Secretary for » VA/DoD Health Affairs
Human Capital Management Bealth
+ Employee Education System -
. HeaIJ’théare Leadership Talent Institate || Women's Health Tk Manag
« National Center for Orzanizztion - Office of the Services * Clinical Risk Management
¥ E Deputy Under » Compliance and Busmess Infegrity
P‘;} elopment - ) Secretary for » Intemal Audit
orkforce Management and Consultng Health Readjustment * Medical Inspector®
| Counseling | * Medical-Legal Affairs
Strategy Healthcare Services » Medical Staff Affars
« Policy Analysis and Forecasting || Teansformation » National Center for Ethics in Health
 Strategic Plaming and Analysiz Care
I Patient Advocacy » Research Oversight*
Community Care Clinical Services Discovery, Education and Patient Care Services Quality and Patient Safety tions Support Services
» Busmess Operztions * Dentistry Affiliate Netwarks + Care Management and Social » Clinical Systems Development + 18 VISN: + Healtheare Envirorment and
+ Clmical Nefwork * Homelessness » Arademic Affiliations Wark Services and Evaluation + Anness Facilities Programs
+ Delivery Operations » Nental Health and Swmcide » Compassionate Care + Chaplam*® + Evidence-Based Practice + Emergency Management + Wember Services
+ Performance [mprovement Prevention Innovation * Comnected Care » External Accreditation + Healtheare Operations Center + Procurement and Logistics
* Revenue Operations * Primary Care + Imovation Ecosystem * Gertatrics and Extended Care + Health Systems Imovation and + Veterans Canteen Service
+ Dizability and Medical » Research and Development * Nursing Planning
Assessment » Simleam + Patient Centered Care » National Center for Patient
» Specialty Care * Phamacy Safety
» Spinal Cord Injuries and * Physician Assistant Services » Product Effectiveness
Disorders * Population Health * Reporting, Analytics,
* Surgery * Rehabilitation and Prosthetic Performance, Improvement and
Services Deployment (RAFID)
» Sterile Processing Services + Systems Redesign and
Improvement
» Systems Reliability and
Consultation
+ Utilization Management

Source: U.S. Department of Veteran’s Affairs VA Functional Organization Manual Version 6.0

149 The OIG modified the organizational chart to remove names, ensure consistent formatting, and highlight the program offices relevant to this review.
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VHA Manpower Management Office, Office of Workforce Management and Consulting'*°

WMC
Staff Assistant Chuef Officer Executive
Support Office
National
Staff Assistant Deputy Chief Officer Persomnel
Security
i Execgm;lDﬁr;Er of i Executive Director of HR
— QE;IC\-I) setiet Operations Office (HROO)
HCM Support EEO, Finance & HROO Support
Office *HR Center Affirative Business Office
. of Expertise Enployment, Operations
Depztf}}llimhé : I_);;lector Dn-ersﬂ_}' & Services Deputy Execuﬁve Director
I\flanagemegi Inclusion ‘ of HR. Operations Office
| Project
Management
Office
VHAHR Workforce
Development HR Systems Manpover Recruitment :
Programs & Integration Management and Retention *Includes FTEE funded by reimbursable
HR Academmy Office Services Service Level Agreements

Source: VHA Office of Workforce Management and Consulting website, link “About WMC”

130 The OIG modified the organizational chart to remove names, ensure consistent formatting, and highlight the program offices relevant to this review.
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VHA Office of Productivity, Efficiency and Staffing, Office of Analytics and Performance
Integration, Office of Quality and Patient Safety'>’

Assistant Under Secretary for Health
for Quality and Patient Safety

National Center for Patient Safety

Deputy Assistant Under Secretary for
Health for Quality and Patient Safety

Business and
Administrative Operations

Office of Quality and Management

Office of Analytics and Performance

Product Effectiveness

Utilization Management

Integration
_ - - Clinical Systems,
External Accreditation Systems Rﬂ_d%ig‘n and Inpatient Evaluation Development and
Improvement Center Evaluation
High Reliability and Center for Improvement Performance Health Systems
Consultation Coordination Management Innovation and Planning
Office of Medical and . - . Center for Strategic and VHA Support Service
Legal Affairs Evidence-Based Practice Analytic Reporting Center
Clinical Risk i Office of Productivity, | |
Management Medical Staff ; Efficiency and Staffing

Source: Email submission from Director of the Office of Productivity, Efficiency and Staffing

151 The OIG modified the organizational chart to remove names, ensure consistent formatting, and highlight the program offices relevant to this review.
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Appendix B: Status of Recommendations Made in

Prior OIG Reports

Report

Recommendations

Status

OIG Determination of
Veterans Health
Administration’s
Occupational Staffing

Shortages, Report No.

15-00430-103,
January 30, 2015

1. We recommended that the Interim Under
Secretary for Health continue to develop and
implement staffing models for critical-need
occupations.

1. Closed October 15,
2015

Audit of VHA’s Efforts
To Improve Veterans’
Access to Outpatient
Psychiatrists, Report
No. 13-03917-487,
August 25, 2015

1. We recommended the Under Secretary for Health
ensure Veteran Integrated Service Networks and
medical facilities incorporate the Office of Mental
Health Operations staffing model to determine the
appropriate number of psychiatrists needed for
outpatient care, and work with those facilities to attain
appropriate staffing levels or identify alternative
options to meet veteran demand for psychiatrists.

2. We recommended the Under Secretary for Health
develop clinic management business rules to ensure
facilities consistently monitor the use of clinical time
and number of veterans per psychiatrist, in
conjunction with monitoring psychiatrists’ productivity.

3. We recommended the Under Secretary for Health
reassess the appropriateness of the Veterans Health
Administration’s productivity target for psychiatrists.

4. We recommended the Under Secretary for Health
develop a mechanism to monitor the variance in
which psychiatrists code encounters and determine
appropriate coding guidance and training to ensure
consistency.

1. Closed September 21,
2016

2. Closed August 1, 2016
3. Closed August 1, 2016
4. Closed July 10, 2015

OIG Determination of
Veterans Health
Administration’s
Occupational Staffing

Shortages, Report No.

15-03063-511,
September 1, 2015

1. We recommended that the Under Secretary for
Health ensure that the Veterans Health
Administration further develops staffing models for
critical-need occupations.

2. We recommended that the Under Secretary for
Health review the data on regrettable losses in this
report and Veterans Integrated Service Network
Workforce Succession Strategic Plans and, if
appropriate, consider implementing measures to
reduce such losses.

1. Closed September 28,
2016
2. Closed September 28,
2016

OIG Determination of
VHA Occupational
Staffing Shortages,
Report No. 16-00351-
453, September 28,
2016

1. We restated our previous recommendation that the
Under Secretary for Health ensure that Veterans
Health Administration develops staffing models for
critical-need occupations, and we further
recommended that Veterans Health Administration
sets forth milestones and a timetable for further

1. Closed January 4,
2018
2. Closed January 4,
2018
3. Closed January 4,
2018
4. Closed January 4,
2018
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Report

Recommendations

Status

critical-need occupations’ staffing model
development, piloting, and implementation.

2. We restated our previous recommendation that the
Under Secretary for Health review data on
regrettable losses and consider implementing
measures to reduce such losses.

3. We recommended that the Under Secretary for
Health consider incorporating data that predicts
changes in veteran demand for health care into its
staffing model.

4. We recommended that the Under Secretary for
Health assess Veterans Health Administration’s
resources and expertise in developing staffing
models and determine whether exploration of
external options to develop the above staffing model
is necessary.

OIG Determination of
VHA Occupational
Staffing Shortages FY
2017, Report No. 17-
00936-385, September
27,2017

1. We recommended that the Acting Under Secretary
for Health ensure that the Veterans Health
Administration implements staffing models for critical-
need occupations.

2. We recommended that the Acting Under Secretary
for Health review the Veterans Health Administration
report on regrettable losses and implement effective
measures to reduce such losses.

3. We recommended that the Acting Under Secretary
for Health continue incorporating data that predict
changes in veteran demand for health care into its
staffing model.

4. We recommended that the Acting Under Secretary
for Health continue assessing the Veterans Health
Administration’s resources and expertise in
developing staffing models and determine whether
exploration of external options to develop the above
staffing model is necessary.

1. Closed August 19,
2020

2. Closed August 2, 2020
3. Closed August 19,
2020

4. Closed November 5,
2019

OIG Determination of
Veterans Health
Administration’s
Occupational Staffing
Shortages FY 2018,
Report No. 18-01693-
196, June 14, 2018

1. The Under Secretary for Health refines and
formalizes VHA's position categorization of
individuals (clinical and nonclinical) who are
necessary to VHA’s mission of delivering health care
by looking at various dimensions of each occupation,
including staff skill set and function, enabling
identification of positions based on the specific role a
person would fill.

2. The Under Secretary for Health ensures the
consistent implementation and use of the position
categorization approach across all facilities.

1. Closed August 19,
2020

2. Closed October 28,
2019

Inadequate
Governance of the VA
Police Program at
Medical Facilities,
Report No. 17-01007-

1. Clarify program responsibilities between the
Veterans Health Administration and the Office of
Operations, Security, and Preparedness, and
evaluate the need for a centralized management
entity for the security and law enforcement program
across all medical facilities.

1. Open
2. Open
3. Open
4. Open
5. Open
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Report Recommendations Status
01, December 31, 2. Ensure police staffing models are implemented for
2018 determining facility-appropriate levels for officers at

medical facilities.

3. Make certain medical facilities use strategies to
address police staffing challenges such as having
documented recruitment plans for police officer
positions that include a determination of the need for
special salary rates and incentives.

4. Assess the staffing levels for the Office of Security
and Law Enforcement police inspection program, and
authorize and provide sufficient resources to conduct
timely inspections of police units at medical facilities
to help identify program compliance issues.

5. Ensure procedures are developed for appropriately
handling VA police investigations of medical facility
leaders.

Staffing and Vacancy
Reporting under the
MISSION Act of 2018,
Report No. 19-00266-
141, June 25, 2019

1. Ensure VA vacancy data are reported by
occupation as required by Section 505(a)(1)(C) of the
MISSION Act

2. Make certain that VA staffing gains and losses
data are reported by quarter as required by Section
505(a)(1)(B) of the MISSION Act.

3. Annotate limitations clearly within the staffing and
vacancy data to improve transparency and usability
of the data, to include changes from HR Smart data-
cleansing efforts.

4. Ensure that the staffing and vacancy reporting
website maintains historical information on the data
elements required by the MISSION Act.

5. Update the methodology for collecting and
reporting on VA staffing and vacancy data to ensure
consistency in future quarters.

1. Closed November 14,
2019
2. Closed November 14,
2019
3. Closed June 22, 2020
4. Closed November 14,
2019
5. Closed June 22, 2020

OIG Determination of
Veterans Health
Administration’s
Occupational Staffing
Shortages FY 2019,
Report No. 19-00346-
241, September 30,
2019

1. The Under Secretary for Health ensures
completion of all open action plans related to
recommendations from previous iterations of this
report. The Under Secretary for Health ensures
completion of all open action plans related to
recommendations from previous iterations of this
report.

2. The Under Secretary for Health identifies a plan of
action that will address the underlying causes of
severe occupational staffing shortages identified in
this report.

1. Closed August 19,
2020
2. Closed March 10, 2020

VA Improved the
Transparency of
Mandatory Staffing
and Vacancy Data,
Report No. 20-00541-
149, June 3, 2020

1. Ensure VA time-to-hire percentages are reported
using the OPM’s target as required by Section
505(a)(1)(D) of the MISSION Act.

2. Confer with the VA Office of General Counsel to
ensure that changes to the reporting methodology
comply with Section 505 of the MISSION Act.

1. Closed December 8,
2020

2. Closed January 5,
2021

Review of Veterans
Health Administration’s

No Recommendations
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Report Recommendations Status

COVID-19 Response
and Continued
Pandemic Readiness,
Report No. 20-03076-
217, July 16, 2020

OIG Determination of No Recommendations
Veterans Health
Administration’s
Occupational Staffing
Shortages Fiscal Year
2020, Report No. 20-
01249-259, September
23, 2020

Source: OIG analysis of status of recommendations for prior OIG reports.
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Appendix C: VA’s Manpower Management Service
Staffing Model Definition'>?

Requirements determination processes can be used for individual programs (i.e., caregivers or
police), organizational components (i.e., a VAMC [VA Medical Center] or VA staff office), or
an occupational series or specialty (i.e., specialty care providers). Manpower requirements
determination processes are not intended to replace resource management processes or decisions
on resource allocations. Validated workload manpower requirements should be used to inform
those resource decisions.

The analytic approach used depends on the focus of the analysis and the availability of
administrative data (transactional data collected as products are delivered). There are a variety of
approaches used, ranging in rigor from subjective judgment (qualitative) to manpower
management engineering (quantitative). However, the inputs, outputs, and steps used are
fundamentally the same regardless of the approach. Inputs are workload factors needed to
accomplish missions, required functions, and tasks measured by the amount of work produced,
per accomplishment times, and manpower availability factors. Outputs are estimates for the
minimum essential number of people, competencies, and experience needed for that level of
workload given the appropriate man-hour availability factor (MAF).

Manpower requirements analysis is the process of objectively determining and quantifying
manpower requirements for improved cost-efficiency and effectiveness within an organization.
This analytic process answers a standard set of questions:

o Workload—What are the required output(s) (products or services)?

e Mission (i.e., Legislation, Strategic Plan, Policies) —What requires the work to be done?

e Process Analysis—How are the work/functions/tasks performed to produce the output?

e Workload Driver—What are the inputs that affect the amount work to be done?

e Frequency and Per Accomplishment Time—How often is the work performed and how
long does it take?

e Process Driver—What impacts or influences the time of the process?

e Study or Model; Benchmark—How many sites perform this work — single location or
multiple locations?

e Organizational Structure—What is the most efficient and effective design?

All manpower requirements determination reviews follow a five-step process to ensure analytic
rigor is maintained. These steps are:

152 This information is verbatim from VA’s Manpower Management Service Director. The OIG added text in
brackets to define acronyms not previously used.
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¢ Planning: Determine methodology and approach

e Front end analysis: Conduct process mapping (how, when, and where), organizational
analysis, develop data collection plan, and identify possible process improvements for
additional review

e Data collection: Finalize data collection plan, collect data, conduct analysis, and assess
workforce requirements

e Study outcomes and recommendations: Review with subject-matter experts to obtain
functional validation of analysis

e Approval and documentation: Decision brief and record final decisions in source system

There are three fundamental approaches to determining staffing requirements: staffing models,
staffing studies, and benchmarks. In general terms, both staffing models and studies use a basic
approach of determining the amount of workload multiplied by a per accomplishment time or
productivity standard, divided by a standard MAF to determine the full-time equivalent (FTE)
employees needed to meet the workload requirements. Benchmarks are used to compare like
functions across multiple similarly structured organizational components using the number of
employees performing the service relative to an appropriate workload indicator. Regardless of
the approach, findings should be reviewed with the subject-matter experts responsible for the
functions to obtain a “functional validation” to ensure that the analysis accurately captures
nuances not known to the analyst.

Productivity (Staffing) Standard: Staffing standards are approved quantitative and qualitative
expressions of manpower requirements needed to perform prescribed tasks at varying levels of
workload. Productivity standards are based on the projected workload, or other demand
indicator, and the level of staffing needed to meet that workload demand. All productivity
standards must be approved by the appropriate Manpower Management Office. The objective of
developing staffing standards is to articulate the mathematical relationship between a work
center's requirements and its workload.

Staffing models are generally used for similar functions across many components of the
organizations (for example, primary care is a function across all medical treatment facilities).
Ideally, staffing models use transactional workload data to determine the amount of workload
performed, or projected to be performed, and industry or internal benchmarks to determine
productivity standards or per accomplishment times. If transactional data are not available,
workload data must be collected. Staffing models usually cover a greater percentage of the
positions more quickly than staffing studies. The ability to cover these positions more quickly is
due to the relative availability of workload data and the number of positions covered in the
model. Applying productivity standards developed by the Office of Productivity, Efficiency, and
Staffing (OPES) to current and projected workload measured by relative value units is a good
example of the inputs for a staffing model.
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Staffing studies are generally used for estimating workload requirements for a single
organization with multiple functions (for example, headquarters activities). Unlike staffing
models, transactional workload data are not usually available, and the functions and tasks are not
clearly defined. This makes staffing studies far more labor-intensive to complete. Data are
collected through a time-intensive interview process with subject-matter experts, review of
policy documents, and/or process mapping.

Generally, benchmarks are used when work centers or functions are comparable and operate in a
similar fashion. Central factors to successful internal benchmarking across functions include
standardized organizational structures, clear policies, and consistent processes. Benchmarking
provides an approximate range to guide staffing requirements that should be followed up with a
staffing model or study to yield deterministic outcomes. Ideally, benchmarks should consider
appropriate workload indicators to help refine the results (i.e., square footage of a facility) for
facility and environmental management. In limited circumstances, a ratio-based approach for
benchmarking can be used if the workforce productivity and processes are expected to remain
constant or if there is enough empirical evidence to support use of a ratio-based approach. Nurse
staffing assessments using number of patients is a good example of ratio-based benchmarking
where there is significant research and standardization to support this approach.
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Appendix D: VHA’s Manpower Management Office in
Coordination with the Office of Productivity, Efficiency
and Staffing Model Definition™*

What Is a Staffing Model?

The term “staffing model” is used to represent different concepts ranging from prospective
workforce management to day-to-day operations and scheduling. For large integrated healthcare
organizations, where staffing needs are a complex interrelationship of many variables, a staffing
model is a set of reports, charts, graphs, and measures that are used identify and describe work
activity, labor hours, employee utilization, and overall cost. The general purpose of a staffing
model is to provide information on staffing: the process of acquiring, deploying and retaining a
workforce of sufficient quantity and quality to create positive impacts on the organization’s
effectiveness.

For health care organizations in particular, a staffing model requires understanding the
relationship between the healthcare providers, the patient population, workload volume and
variation, the complexity of the workload, facility mission (including research and education),
local facility dynamics, and specific practice management measures. Because healthcare staffing
requires understanding the relationships between each of these disparate pieces of information,
staffing models are rarely as straightforward as they are in other disciplines like manufacturing.

VHA'’s staffing models are a set of interrelated reports designed to use data relating to workforce
supply, workload volume, and workload demand to provide a comprehensive picture of the
existing workforce, existing workload, internal benchmarks, external benchmarks, and related
measures that help the individual healthcare systems understand how facility specific measures
relate to staffing requirements.

Overview of VHA'’s Staffing Model for Specialty Care Group Practice

Within health care, approaches exist to model staffing requirements; however, there is no
consensus on a definitive methodology or technique. Recent literature suggests that an integrated
approach that combines elements of supply and demand with that of benchmarking. One
accepted industry approach for addressing staffing needs is to compare staffing against workload
using benchmarks internal to the organization. VA accomplishes this comparison using its
extensive data systems. VHA maintains a comprehensive database of the provider workforce

153 This information is verbatim from VHA’s Manpower Management Office Director in coordination with the
Office of Productivity, Efficiency and Staffing Director. The OIG added text in brackets to define acronyms not
previously used.
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with near real-time reporting (by pay period) of staffing levels, clinical workload and
productivity by specialty and practice setting.

VHA'’s staffing model for specialty care group practice is summarized in VHA Directive 1065.
OPES defines appropriate staffing through the lens of an appropriately productive workforce.
The below text summarizes VHA’s approach to staffing models through the analytic tools
developed based on existing data from VHA’s electronic health record.

Provider Productivity

Within the health care context, there is a generally accepted approach to calculating productivity
of physician practices that is used in the private sector both in operations and in academic
literature: specialty practice workload measured in wRVUs [work relative value unit] divided for
physician FTE totals. VHA mirrors this approach through its productivity measurement and
guidance (workload in wRVUs divided by clinical FTE).

Workload

VHA uses an industry accepted metric of a work relative value unit (WRVU) to measure provider
productivity (clinical work per provider). Provider clinical workload, measured in wRVUs,
adjusts for the differences in time, intensity and complexity of medical services. RVUs are
assigned to VHA workload by extracting Current Procedural Terminology (CPT) coding from
the electronic health record (EHR). Capture of workload incorporates all inpatient and outpatient
reported workload with CPT coding that passes workload capture data checks. Workload is
assigned to the provider who completed the workload as noted on the encounter.
Specialty/discipline classification of the workload is derived from the specialty/discipline group
practice provider active person class code/taxonomy assignment of the workload-completing
provider.

Workforce

The number of hours of clinical worked time (defined as Provider FTE(C)) is calculated based
on the provider’s actual hours worked are reported on a pay period basis in the VHA payroll
system. Only worked hours are included in the productivity calculation; hours associated with
annual leave, sick leave or leave without pay are excluded from the worked hour count. Only the
clinical portion of the hours worked are considered. Hours associated with administration,
research and education are excluded.

Non-VA PAID [personnel accounting integrated data system] providers (including in-house fee
providers, contract staff and without compensation (WOC) providers) are not covered in the
process of productivity measurement because while workload information is available (in
wRVUs completed), there is no source of data for clinical hours worked.
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VHA imputes the FTE total of work received through in-house fee, contract staff and WOC
workload by comparing the total work completed by the contract staff divided by the VHA
national average productivity for VA PAID staff for the specialty of the providers. The imputed
workforce estimates are included in the Provider Clinical FTE estimates in the Office of
Productivity, Efficiency and Staffing (OPES) tools relating to counts of the provider workforce.

Productivity Standards

VHA productivity benchmarks rely on internal performance data. Specialty group practices are
compared based on VHA internal peer groupings to ensure that similar practices are compared
against each other. Thresholds both low and high for Specialty/Discipline Group Practice
Productivity. This is generally referred to as the acceptable range of productivity for the
specialty. Minimum productivity thresholds are established at the median group practice provider
productivity minus 1.25 standard deviations for the specialty’s peer group.

Productivity standards are re-evaluated as needed by the Assistant Deputy Under Secretary for
Health for Clinical Operations and the Assistant Deputy Under Secretary for Health for Patient
Care Services. Re-evaluation must take place because as health care evolves over time, RVU
[relative value unit] values change and relative workloads shift. Productivity standards consist of
the acceptable group practice range of productivity, the peer grouping and the minimum
productivity threshold for the specialty. The productivity data used to establish the productivity
standards is the same data developed by OPES as a part of their ongoing productivity reporting.

Specialty Group Practice Productivity Standard Outlier Reports

The Specialty Provider Productivity Standards Performance & Outlier Review report provides
information on historic productivity in comparison to established productivity standards for the
standards established for the selected fiscal year. Additionally, the outlier review report provides
fiscal year to date (FYTD) productivity levels with a projection of whether the specialty group
practice is on track to meet existing productivity standards or fail to meet existing minimum
productivity thresholds. The outlier report also provides the full set of specialty group practice
productivity standards and the list of specialty group practices in need of remediation plans or
productivity review.

Specialty Staffing Profiles

Existing specialty workforce and support staff are described by the amount of clinical time
dedicated to the specialties at the facility. Specialty staffing profiles are based on the data from
the provider productivity calculations in combination with staffing data relating to different types
of staff required for running a specialty clinic (e.g. residents, advanced practice providers,
administrative support staff, and clinical support staff). Using this data on staffing in conjunction
with specialty workload data, specialty practices can get a picture of how specialty specific
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staffing at a site compares with VHA, Veterans Integrated Service (VISN) and peer VA medical
facility staffing for a given specialty.

The Specialty Provider Workforce Report delivers system level staffing norms by geographic
location (Veterans Integrated Service (VISN)) and practice setting (MCG [medical center]
group). Staffing levels per population (core facility unique patients and specialty specific patients
treated) are included in this report as well as provider productivity levels. VA medical facility
managers should contextualize these data to their potentially unique characteristics such as
patient reliance and the ability to recruit and retain a workforce consistent with its mission and
infrastructure.

Comparison of Productivity of Existing Staff to Demand

OPES publishes a Specialty Provider Group Practice Productivity Access Report and Quadrants
(SPARQ) tool that compares specialty group practice productivity to access. b. [a was not in the
original document.] The SPARQ tool combines practice-level productivity and access metrics
into an Importance-Performance Analysis (IPA) framework. This identifies four potential
staffing states:

e Specialties with above-average productivity with above-average access (optimized),

e Specialties with above-average productivity and below-average access (possibly under-
resourced — i.e., the practice is productive, but even with a productive staff, the current
demand cannot be handled without an above-average wait time),

e Specialties with below-average productivity and above-average access (possibly over-
resourced — i.e., demand for the service is satisfied such that wait times are low, but the
staff have below-average productivity indicating an area that may require fewer resources
to fill the demand),

e Specialties with below-average productivity and below-average access potentially
inefficient — i.e., the wait times may be able to be addressed by increasing the
throughput/productivity of the existing staff).

Comparison of Specialty Practice Groups to Peer Groups

The SPARQ tool also aggregates practice management data designed to provide VA medical
facility specialty Service Chiefs and clinical leadership with views of various measures known to
have a relationship with specialty group practice productivity, including:

Facility level specialty utilization.

Workforce supply.

Workforce per population.

Procedure suite-based workforce (for applicable specialties).
Office-based clinic support staff.

Advanced practice provider workforce.

AN
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7. Provider productivity.

8. Teaching mission.

9. Practice management measures.
10. Specialty workload measures.
11. Employee turnover.

12. Physician compensation.

Specialty Provider Productivity Benchmarking Reports

VHA reports both internal and external benchmarks for understanding the relative productivity
of its workforce at the group practice specialty level.

Internal Benchmarks

The Physician Productivity Standards Reports provide a management tool for the systematic,
longitudinal measurement and reporting of clinical productivity, efficiency and staffing in VHA.
The productivity benchmarking tools show the average, range and variation in productivity
across specialties at the national, VISN, complexity group and administrative parent level. This
information can be used to identify areas of need or improvement within relevant comparison
groups.

External Benchmarks

The benchmarking report specifically provides the descriptive statistics of productivity
performance at the VA medical facility level with comparisons to existing productivity
standards, current year moving statistics and private-sector benchmarks in the form of the
Medical Group Management Association (MGMA) Academic and Private Practice Mean and
Median specialty group practice productivity measures.

The benchmarking report additionally provides productivity data at the subspecialty level, VA
medical facility rankings for specialty productivity, trends in specialty productivity over time
summarized at the national, MCG [medical center group] group and VA medical facility level
and comparisons between VHA’s productivity performance and MGMA’s benchmarks over
time.

Provider Productivity Leadership Dashboard

The Provider Productivity Leadership Dashboard provides detailed information about the
staffing levels, clinical workload and provider productivity for each VA medical facility at the
specialty level. This analytic tool assists VHA managers and leadership in effectively managing
their specialty provider practices toward the goal of ready access to quality specialty services.
VHA tracks specialty care practice and provider level productivity performance for over 30 areas
of specialization as well as advanced practice providers.
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The leadership dashboard provides a Chief of Staff dashboard with views of specialty provider
productivity at the aggregate specialty level, views of APP [advanced practice provider]
productivity, views of rehabilitation provider specialty productivity and social work provider
productivity at the facility level.

Detailed workload reports provide trend information on year-over-year specialty workload
growth in key practice management metrics like total workload (RVU sum), unique encounters
per unique Veteran, RVU sum per unique Veteran and RVU sum per encounter. The dashboard
also provides time-level detail to identify when during the day workload is happening for the
given specialty

Detailed workforce reports provide trend information on key practice management metrics like
year-over-year changes in physician workforce labor mapping distribution, Full-Time Equivalent
(FTE) growth over time and FTE counts by aggregate specialty.

A Note on Prescriptive Staffing Models

Sometimes the term “staffing model” is used in conjunction with a prescriptive approach to
staffing (e.g. to produce 1,000 vehicles per year at an automotive plant, requires 200 assembly
line workers, 15 quality control staff, etc.) VHA’s approach to date is not prescriptive. This is
intentional. Prescriptive staffing requires three conditions that are not present in VHA’s
healthcare system:

1. A link between funding or revenue and the staff
2. A simple process that can be readily described as a function of staff to time commitments
3. Quality measurement that can be readily linked to staffing output

While the first requirement could be met (and is at times met via specific purpose funding)
within the context of VHA, the latter two requirements are unlikely to ever be met in a health
care context.

Health Care Is Not A Simple System

As noted previously, health care is not a simple system. Appropriate staffing depends on many
inputs and those many inputs have interrelationships that are not readily describable. Examples
of the list of inputs into appropriate staffing levels are the following:

e Volume of patients (current and projected)

e Complexity of care provided (current and projected)

e Patient risk (current and projected)

e Patient reliance (on the existing VA system, on Non-VA care paid by Medicare, on Non-
VA care provided by private insurance, and on Non-VA care paid by VA in addition to
future states)

¢ Nonclinical mission-required time (e.g. education, research, and fourth mission time)
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¢ C(linical time required per patient or procedure

e Available space for providing health care

e Changes in the healthcare marketplace

e Changes in populations covered (e.g. changing regulations)

e Specific facility-level variation (e.g. geographic variation, potential available staffing
pools, etc.)

The above list is not exhaustive. While VHA is on the path to providing standardized definitions
and measurements of the current state of these variables, accurate projection of these variables
into the future is unlikely to be more than directionally accurate. As a result, VHA recommends
allowing facility directors to be able to use the data at their disposal to make educated staffing
decisions based on the information about their local facility.

Health Care Lacks Quality Measures That Link to Staffing Profiles

VHA is dedicated to providing a workforce of sufficient quantity and quality to create positive
impacts on the organization’s effectiveness. However, there is little consensus, either within
VHA or outside the VHA on how “quality” should be defined and measured. For any given
quality indicator, there is a high level of uncertainty about the effect of specific interventions.
There is additional uncertainty about whether the quality measure is actually measuring the
quality sought by the care. There are virtually no studies in the clinical literature that link
outcome-oriented measures of quality to the intensity of physician staffing.

VHA is dedicated to the continual measurement of quality and to the provision of high-quality
care. As quality measurement methods advance, there may eventually be an available link
between quality and the intensity of physician staffing, but to date, that link eludes both VHA
and non-VHA healthcare organizations alike.
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Appendix E: Office of Productivity, Efficiency and
Staffing Reports

Operational Workforce Report

,‘ Dala Definitions
7&5/ IWO Operational Workforce Report
R

OPES

FY 2019 - (Vi7) (#77) Sample Facility Name

Annual Trends (FY2014 - FY2020) Cusrent Year Trends Operafional Workforce Distribution
BOC Total FTEE FTE;gt.'J:nK Sub Group Total FTEE
s | [P e
Dentists —r—— [T, Mursing : '._..-,---
s Pl Proisbres - _.-:. .| | Schesuing and Ward Clerks '::‘_.___. i
Mursing ' Other
Therapists o '._._. 21% W Providers
s £ s e I Ciica Assoc. Sssts
el el W et — ~ : . Support
- R e = Hursing Other
Sirrile Processing Services (SPS)
Prosthetics ':=:_.,~::_
e
Human Resources i ..":-. .
o ...'_“.
[Fotut FTEE e e ]
[Work VU pa—

Outpatient/ Total FTEE per
HBPC FTEE 100K wRVUs

MCG Average  MCG FTEE per

Sub Group Budget Object Code (BOC) Cost Center Total FTEE | Inpatient FTEE

5,523.88

Providers Physicians All BOCs All 374.68 67.77 306.92 15.68| 281.36 19.08
Dentists All BOCs All 14.25] 0.48 13.76 0.60| 12.00 0.81
Non-Physician Providers All BOCs All 678.07 125.30 552.7T7 28.38 487.97 33.10
Nursing All BOCs All 1,473.24| 799.41 673.83 61.66 915.42 62.09
Therapists All BOCs All 189.79 77.75 112.04 7.94 110.21 748
Technologists | Technicians All BOCs All 479.69 129.69 350.00 20.08 339.68 23.04]
Scheduling and Ward Clerks All BOCs All 636.45 151.60 484.85 26.64] 401.93 27.26
Logistics All BOCs All 98.21 3474 63.47 an a7 483
Sterile Processing Services (SPS) All BOCs Al 58.01 19.97 38.04 243 35.96 244
Prosthetics All BOCs All 38.15] 1.40 36.76 1.60 31.08 AL
Environment of Care All BOCs All 24037 86.90 153.48 10.06 102.42 6.95
Human Resources All BOCs All 85.35 30.20 55.15 3.57 58.40 3.97

All BOCs All 1,157.63 682.09 475.54 48.45] T82.82 53.10
TEE per 10000 L +- 15t Dev above of bebw e MCT Average al e SsbGroap kevel

+- 2 St Dev above or bebw e MU Average al e SubGroap kvel.

Ouipati=ut
ARE MPCR - 2019 - SEP
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Specialty Workforce Report

Data Definitions

ialty Provi Report
ty 14 (ending July 18, 2020).

OPES Support Staff
Provider Trend | Observed Staffing | Observed Staffing Trends  Faciity Maps White Paper

FY 2019 MCG/VHA Comparisons

. o .
Physician
Ciinical FTEE Associate | Admin Support |Clinical Total Support
Annual  [per 10K lper 100K Core |Residents [Providers  (Staff per
Facilty |Average  [Productivity |Productivity Facilty per Clinical |per Physician  |Physician
specialty (Comparison Group Count|FTEE D) Target Uniques Physician _|Clinical FTEE _|Clinical FIEE__|Ciinical FTEE _[Clinical FTEE
Allergy and Immunology (V) (###) Sample Facility Name
1a-High Complerity 2 053 140 3926 3375 77 044 105 021 096 217 313
VHA 57 0.45 104 3671 828 040 089 022 093 226 319
Cardiology (Vi) ) Sample Facllty Name 1 1063 1100 7488 7,986 410 800 104 091 045 095 141
1a-High Complexity £ 669 7.08 8536 7,986 481 854 106 083 054 093 148
VHA 135 386 561 7,446 473 a1 087 057 057 118 175
Chiropracty (Vi) ) Sample Facilty Name 1 449 4568 3025 1542 338 000 005 039 010 049
1a-High Complexity 2 186 100 3485 3,025 1498 146 007 002 0.41 on 053
VHA 86 137 100 3150 1667 184 004 003 030 017 048
Critical Care  Pulmonary  (V##) (###) Sample Facility Name 1 481 425 6710 5709 689 382 088 083 085 038 174
Disease 1a-High Complerity £ 489 528 7421 5709 688 598 113 030 075 126 202
VHA 131 304 442 6195 783 619 088 034 069 115 184
Dermatology (Vi) (%) Sample Facilty Name 1 274 900 10935 8988 387 208 320 098 100 326 426
1a-High Complerity £ 252 502 8961 5988 270 322 194 058 144 230 374
VHA 13 160 402 7791 388 282 164 058 145 240 385
Emergency Medicine (V) (###) Sample Facilty Name. 1 2067 100 8241 1037 1555 005 021 129 356 485
1a-High Complerity 9 170 222 4828 1041 1493 on 017 127 378 504
VHA 124 754 210 4,406 1029 1455 009 027 124 374 408
Endocrinology (Vi) () Sample Facilty Name 1 329 150 3853 3844 872 247 048 104 146 177 323
1a-High Complerity 9 209 218 4421 3844 822 267 099 057 077, 1 187
VHA 11 141 198 4191 830 244 092 052 081 151 232
Gastroenterology (Vi) () Sample Facilty Name 1 934 7.00 4502 7141 1066 702 075 024 085 084 150
1a-High Complerity S 481 457 7.754 7141 7.94 614 095 057 054 076 130
VHA 122 303 302 7322 208 578 080 054 052 086 139
Geriatric Medicine (Vi) i) Sample Facllty Name 1 773 228 2362 4743 582 000 058 002 001 003
1a-High Complerity ] 458 2497 2362 2769 584 000 143 032 045 079
VHA 120 282 2485 2561 527 000 186 029 0.48 077
Hematology-Oncology (Vi) () Sample Facilty Name 1 268 500 6082 5257 748 201 187 087 050 161 221
1a-High Compleity 9 328 an 5409 5257 12485 419 107 058 074 129 204
VHA 119 200 318 4672 1254 287 086 054 076 158 234
Infectious Disease (Vi) (%) Sample Facilty Name 1 148 300 3301 3518 871 111 203 088 113 152 266
1a-High Complerity ] 199 228 4,089 3618 1343 254 112 028 043 066 110
VHA "7 120 193 3733 1376 238 088 027 043 076 120
Internal Medicine (Vi) (%) Sample Facilty Name 1 11802 5800 3501 2798 1312 8880 049 019 053 155 208
1a-High Complexity ) 6420 5467 3084 2798 1349 8210 085 028 086 172 258
VHA 130 4000 3136 2038 1328 86.68 23] 038 0.5 191 286
Nephrology (V) (###) Sample Facilty Name 1 333 300 9638 5202 1132 251 090 023 067 064 131
1a-High Complerity 9 256 268 6611 5292 1472 3268 102 042 0.46 045 091
VHA 110 17 218 5507 1424 217 073 034 042 058 099
Neurological Surgery (Vi) () Sample Facilty Name 1 120 100 5370 3484 090 083 224 194 082 278
1a-High Complerity ) 128 140 5020 5370 1329 163 087 081 052 068 130
VHA 65 097 118 4,995 1231 g8 084 088 054 076 141
Neurology (Vi) ) Sample Facilty Name 1 422 500 4931 4548 448 332 113 019 045 073 119
1a-High Complexity £ 500 680 4438 4548 1021 638 136 013 043 051 094
VHA 137 275 522 4202 1008 586 103 013 0.4 061 105
Obstetrics & Gynecology  (V##) (###) Sample Facility Name. 1 055 2521 2587 1573 352 000 132 058 058
1a-High Compleity ] 109 082 3232 2587 1307 1199 0.40 019 048 096 144
VHA 15 077 081 2873 1814 1265 036 025 050 095 144
Ophthalmology (Vi) () Sample Facilty Name 1 683 650 9907 8355 452 514 05 089 201 201
1a-High Complenxty £ 519 481 8556 8355 636 663 093 010 087 193 279
VHA 123 298 395 8215 681 570 094 007 079 183 262
Optometry (Vi) (%) Sample Facilty Name 1 591 8234 5231 342 445 000 000 023 053 076
1a-High Complerity £ 745 a7 5432 5231 440 952 034 002 0.45 070 114
VHA 137 510 300 5503 448 1086 032 002 047 087 134
Orthopaedic Surgery (V) (###) Sample Facilty Name. 1 223 300 4101 5489 1033 168 135 224 174 068 242
1a-High Complerity ) 334 418 5681 5439 982 426 121 101 074 106 130
VHA 125 230 349 5194 1011 488 083 088 079 121 200
Otolaryngology (Vi) (##) Sample Facilty Name 1 172 200 7,693 6010 816 129 174 048 092 134 228
1a-High Complerity ] 203 277 6288 6010 773 259 130 052 078 124 202
VHA 104 154 254 5631 7.0 249 100 043 073 122 195
Pain Medicine. (Vi) () Sample Facilty Name 200 3792
1a-High Complerity 22 155 146 4424 3792 1074 112 094 132 211 a2 583
VHA 74 114 146 3366 177 132 057 098 189 31 501
Pathology (Vi) ) Sample Facllty Name 1 507 400 6750 53866 047 381 079 g 1851 2204
1a-High Complexity £ 395 328 5944 53866 072 504 074 001 249 1459 17.08
VHA 134 223 286 5549 064 485 055 0.00 268 1638 19.06
Physical Medicine & (Vi) ) Sample Facilty Name 1 947 800 3932 3299 1397 713 084 014 030 o1 040
Rehabilitation 1a-High Complexity 38 687 678 4,000 3299 1583 854 070 015 023 014 037
VHA 127 345 494 3667 1445 682 060 015 031 018 050
Plastic Surgery (Vi) (%) Sample Facilty Name 1 155 150 3749 4283 1268 117 097 113 122 234
1a-High Complerity £ 134 192 4370 4243 1375 171 121 053 052 072 124
VHA 85 100 159 4377 1332 132 101 052 056 093 149
Podiatry (Vi) (%) Sample Facilty Name 1 493 5290 5347 958 am 000 000 034 (g m
1a-High Complerity £ 420 6.89 5664 5347 625 548 078 0,06 053 091 144
VHA 137 310 632 5190 671 661 055 0,08 053 110 164
Primary Care” (V) (###) Sample Facilty Name. 1 8523 3449 772 6412 000 073 215 288
1a-High Complerity 9 54.42 3010 250 69.49 000 102 204 305
VHA 130 3747 2084 915 8038 000 103 206 300
Psychiatry (Vi) () Sample Facilty Name 1 4536 2400 3666 3844 1787 3413 053 035 095 078 172
1a-High Complerity Et] 2012 1882 3901 3844 2287 718 065 039 039 [} 160
VHA 130 1656 1083 3766 2260 3582 054 045 101 084 185
Psychology (Vi) () Sample Facilty Name 1 4911 1700 2485 2364 3368 3695 035 032 113 082 195
1a-High Complerity S 411 1800 2283 2364 4305 5632 036 028 074 057 131
VHA 130 2658 953 2292 4505 57.47 032 028 078 063 140
Radiation Oncology (Vi) i) Sample Facllty Name
Radiology. (Vi) () Sample Facilty Name 1 2764 100 6,099 6,084 449 2079 004 009 159 230 388
1a-High Complerity ] 1406 701 6.405 6,084 452 1796 0.9 007 149 353 502
VHA 130 782 536 6354 408 1691 035 008 148 382 530
Rheumatology (Vi) ) Sample Facilty Name 1 317 400 3366 4137 1045 239 126 030 068 110 178
1a-High Complerity £ 160 193 3921 4137 982 204 115 025 062 061 123
VHA 11 108 176 3757 987 186 096 021 063 081 144
Surgery (Vi) ) Sample Facllty Name 1 48 1350 7742 4731 1372 388 278 109 118 127 248
1a-High Complexity £ 425 0.3 4767 473 1815 542 220 045 056 116 172
VHA 129 299 666 4294 1626 601 159 041 054 112 165
Thoracic Surgery (Vi) () Sample Facilty Name 1 204 200 5780 6334 153 08 014 014 016 030
1a-High Complenty £ 170 131 5750 5780 4110 218 052 044 029 037 066
VHA 85 113 118 4735 3344 149 0.42 038 027 038 065
Urology. (Vi) (%) Sample Facilty Name 1 478 400 6190 6276 773 388 084 091 083 100 163
1a-High Complerty £ 322 337 6.426 6276 744 412 102 077 078 165 243
VHA 130 208 284 5614 750 421 077 086 077 17 248
Vascular Surgery (V) (###) Sample Facilty Name. 1 153 150 7835 5876 817 115 08 141 056 103 159
1a-High Complerity ) 181 153 6288 5876 752 231 063 058 0.45 073 117
HA o7 135 146 5749 788 203 052 083 048 079 128
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Specialty Productivity Access Report and Quadrant Tool'>*

- and Q

Specialty Quadrant | Facility Quadrant

Fiscal Year: FY 2019 | Facility: (Vi) (#2#) Sample Facility Name

Facilty Level

Trend Data

Workforce Supply
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Ullice Baseu LG suppor st
Advanced Practice Provider Workiorce

FrouuCIy messure
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Tedcting mssion

Access /Demand

Practice Management

Specialty Workload

Ermpioyee tumover

Physician Compensation

Weasure:
Core Facity Uriaues
Pro-Rated Patins
Communit Care - Average Days to Appt Created
Core Facity Uniques -3 r Change
Pro-Rated patints -3 1 Chiange
Specially Uniques - 3yr Change
Physician Ciinical FTE
WO FTE©)
Imputed Fee & Contract MDFTE
% HDFTE (©)
% Admin FTE
% Ecucation FTE
% Research FTE
% Tota Beay FTE
Physiian Clinical FTE per 10K Specialy Patints
Physician Clinical FTE per 100K Care Facity Uniaues
Cardiac Cath or Endoscopy Admin Suppart Staf per 10,000 RVUs
Cardiac Cath or Endoscopy Clinical Support Staf per 10,000 RVUS
Cardiac Cath or Endoscopy Total Support tafper 10,000 RVUS
Total Support taf Direct FTE per Physician Cifnical FTE
APP Warkorce per Physician Clnical FTE
APP Woridorce per 10K Specialy Patients
APP Warkdorce per 100K Core Facily Uniques
Procuciviy Heasure
Average OR Time (hr) per Week
Average OR Time (hrs) per Physicin ClnicalFTE
Resident Siots
Averag Wait-New Patien from Create Date
Averag Wait-New Patien from Patien ndicated Date
Averag Wait- Etabiished Patint ffom Patient Indicted Date
Average Wait- Al Patientfom Paient Indicated Date
Average Days to Appoiniment Crested
Average Tota Days Waiing (Al Avg Wait + Days o Appt Greates)
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Trends

Allergy and Immunology

Not Availale
1aHigh Complexi
Facilty Value ey
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Cardiology
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Chiropracty.
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264 681- 1092 - 2050
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@
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ERE
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Dermatology

2-UnderResourced
1a High Complexity
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@1%) - 20% - 84%
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135 - 276 - 518
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12010
1280

3386

58%
45%
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3212650 5211635 - 5227794 - 3245320

355
3212654
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Endocrinology.

Grey Zone
1aHigh Complexity
10th - 50th - 90th
56,845 - 73456 - 112014
43,556 - 57412 - 101680
1722 - 2089 - 4367
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349 - 731 - U07
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20.16 - 40.11 - 5742
3193 - 5113 - 78R
143% - 252% - 44T
118 -213- 405
116 - 190 - 382
093 -522 - 2455
39% - 66% - 92%
114% - 145% - 189%
5658 - 8743 - 15741

025 - 201 - 620
789 - 10.73 - 1749
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558 - 7.23 - 1292

16.3% - 2B6% - 475%

337 - 354 - 72
360,856 - 316,646 - $172.929
317 - 328 - 345

Facility Valu

1813

154 This screen shot was truncated to fit on the page. The full report includes the following specialties: Gastroenterology, Geriatric Medicine, Hematology-
Oncology, Infectious Disease, Internal Medicine, Nephrology, Neurological Surgery, Neurology, Obstetrics & Gynecology, Ophthalmology, Optometry,
Orthopaedic Surgery, Otolaryngology, Pain Medicine, Physical Medicine & Rehabilitation, Plastic Surgery, Podiatry, Psychiatry, Psychology, Radiation
Oncology, Radiology, Rheumatology, Surgery, Thoracic Surgery, Urology, and Vascular Surgery.
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Appendix F: Staffing Guidance Identified by the OIG

Guidance

Date Published

Occupation/Service Line

A Staffing Model Approach: VHA
Administrative Staffing Model

May 20, 2019

Administration

VHA Directive 1101.05(2)
Emergency Medicine

September 2, 2016
(Amended March 7,
2017)

Emergency Department and
Urgent Care

VHA Directive 1140.11 Uniform
Geriatrics and Extended Care
Services in VA Medical Centers and
Clinics

October 11, 2016

Geriatrics and Extended Care

Environmental Programs Service
Staffing Guide

October 2006

Housekeeping

VHA Handbook 1160.01 Uniform
Mental Health Services in VA
Medical Centers and Clinics

September 11,
2008 (Amended
November 16,
2015)

Mental Health

VHA Directive 1161 Productivity and
Staffing in Clinical Encounters for
Mental Health Providers

April 28, 2020

Mental Health

VHA Handbook 1160.06 Inpatient
Mental Health Services

September 16,
2013

Mental Health

VHA Directive 1351 Staffing
Methodology for VHA Nursing
Personnel

December 20,
2017

Nursing

VHA Directive 1064 Pathology and
Laboratory Medicine Services
(P&LMS) Productivity and Staffing

September 17,
2018

Pathology and Laboratory
Medicine

VHA Handbook 1101.10(1), Patient
Aligned Care Team (PACT)

February 5, 2014
(Amended May 26,

Patient Aligned Care Team

Handbook 2017)
VHA Handbook 1108.11 Clinical July 1, 2015

. (Amended June 29, Pharmacy
Pharmacy Services 2017)

VHA Directive 1406 Patient Centered
Management Module (PCMM) For
Primary Care

June 20, 2017

Primary Care

VHA Directive 1411 Home-Based
Primary Care Special Population
Patient Aligned Care Team Program

June 5, 2017
(Revised
September 20,
2017)

Primary Care

VHA Handbook 1065 Productivity
and Staffing Guidance For Specialty
Provider Group Practice

December 22,
2020

Specialty Provider Group
Practice (Excludes Mental
Health and Emergency
Medicine)
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Guidance

Date Published

Occupation/Service Line

Social Work Staffing and Clinical
Practice Committee, Sub-Committee
Staffing Model Guide, VA Care

management and Social Work 2007 Social Work
Services, Social Work Staffing and

VA Complexity Level

VHA Directive 1176(2) Spinal Cord September 30,

Injuries and Disorders System of
Care

2019 (Amended
February 7, 2020)

Spinal Cord Injuries and
Disorders

VHA Handbook 1160.04 VHA
Programs for Veterans with
Substance Use Disorders (SUD)

March 7, 2012

Substance Use Disorders

VHA Directive 1330.01(3) Health
Care Services for Women Veterans

February 15, 2017
(Amended June 29,
2020)

Women'’s Health

Source: OIG analysis of VHA publications.

Note: The OIG identified 18 different instances of staffing guidance across 14 occupation/service lines.
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Appendix G: Facility Director Awareness of VHA
Staffing Models by OPM Occupational Series

Table G.1. Frequency of Facility Awareness of VHA Staffing Model for Psychology

No 54 42

Yes* 76 58
Yes, National 30 39
Yes, at the VISN 1 1
Yes, Local 12 16
Yes, Mix 33 43

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local,; and Yes, Mixed responses.
Percentage of facilities that responded Yes (n=76).
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Table G.2. Frequency of Facility Awareness of VHA Staffing Model for Medical

Officer'%s
Number of Percentage of
Medical Officer Facilities 1tag
Facilities
(130)
No 50 38
Yes* 80 62
Yes, National 36 45
Yes, at the VISN 3 4
Yes, Local 8 10
Yes, Mix 33 41

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

* Aggregation of Yes, National; Yes, at the VISN; Yes, Local; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=380).

Table G.3. Frequency of Facility Awareness of VHA Staffing Model for Nurse'5°

Num_b_e_r B Percentage of
Nurse Facilities Facilities
(130)

No 23 18
Yes* 107 82

Yes, National 60 56

Yes, at the VISN 1 1

Yes, Local 10 9

Yes, Mix 36 34

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

* Aggregation of Yes, National, Yes, at the VISN, Yes, Local; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=107).

155 The OIG did not intend the response N4 as a survey response. The OIG received and reviewed NA responses

from San Diego VA Medical Center, California determining the response was in regard to OPM occupational series
and VHA assignment codes they do not hire. The OIG assigned Yes, National as the OPM occupational series and
VHA assignment codes indicated this level of awareness.
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Table G.4. Frequency of Facility Awareness of VHA Staffing Model for Practical
Nurse

No 43 33

Yes* 87 67
Yes, National 37 43
Yes, at the VISN 2 2
Yes, Local 13 15
Yes, Mix 35 40

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local,; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=387).

Table G.5. Frequency of Facility Awareness of VHA Staffing Model for Medical
Technologist

No 70 54

Yes* 60 46
Yes, National 17 28
Yes, at the VISN 2 3
Yes, Local 13 22
Yes, Mix 28 47

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local,; and Yes, Mix responses.

Percentage of facilities that responded Yes (n=60).
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Table G.6. Frequency of Facility Awareness of VHA Staffing Model for Police

No 50 38
Yes* 80 62
Yes, National 42 53t
Yes, at the VISN 3 4t
Yes, Local 13 16t
Yes, Mix 22 28t

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=380).

Table G.7. Frequency of Facility Awareness of VHA Staffing Model for Medical
Support Assistance

No 61 47

Yes* 69 53
Yes, National 21 30
Yes, at the VISN 3 4
Yes, Local 14 20
Yes, Mix 31 45

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN, Yes, Local; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=69).
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Table G.8. Frequency of Facility Awareness of VHA Staffing Model for General
Engineering

No 77 59

Yes* 53 41
Yes, National 19 36
Yes, at the VISN 3 6
Yes, Local 10 19
Yes, Mix 21 40

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=>53).

Table G.9. Frequency of Facility Awareness of VHA Staffing Model for Custodial

No 60 46

Yes* 70 54
Yes, National 29 41
Yes, at the VISN 4 6
Yes, Local 11 16
Yes, Mix 26 37

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local,; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=70).
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Table G.10. Frequency of Facility Awareness of VHA Staffing Model for Food
Service Worker

No 81 62
Yes* 49 38
Yes, National 15 31
Yes, at the VISN 1 2
Yes, Local 13 27
Yes, Mix 20 41

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing

Determination and Staffing Model survey.

*Aggregation of Yes, National; Yes, at the VISN; Yes, Local,; and Yes, Mix responses.
Percentage of facilities that responded Yes (n=49).
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Appendix H: Medical Officer VHA Assignment Codes
Used for Facility Director Awareness of Specialties

Table H.1. Medical Officer VHA Assignment Codes Used for Facility Director
Awareness of Specialties

VHA Assignment Code and Title*
1 Anesthesiology

2 Surgery

3 Gynecology

5 Medical Oncology

6 Ophthalmology

7 Orthopedic Surgery

8 Otolaryngology

9 Plastic Surgery

10 Colon & Rectal Surgery
11 Thoracic Surgery

12 Urology

13 Physiatry

16 Emergency Medicine
18 Hematology

19 Infectious Diseases

20 Dermatology

21 General Internal Medicine
23 Allergy & Immunology

25 Gastroenterology

26 Pulmonary Diseases

27 Nephrology

28 Rheumatology

29 Endocrine and Metabolism
30 Neurology

31 Psychiatry

32 Anatomic Pathology

33 Clinical Pathology

36 Preventive Medicine

38 Radiology-Diagnostic

39 Radiology-Therapeutic

40 Geriatrics

43 Pathology

44 Physical Medicine & Rehabilitation
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VHA Assignment Code and Title*

45 Radiology-Interventional

46 Nuclear Medicine

49 Family Practice

67 Oral Surgery

68 Periodontics

CA Cardiology Non-Invasive

CE Palliative Care

E4 Cardiovascular/Thoracic Surgeon

E5 Neurosurgery

E6 Cardiology Non-Interventionist

E7 Radiology (Nuclear)

G9 Radiation Oncology

K6 Hospitalist

K8 Critical Care

N9 Cardiac Electrophy

P1 Primary Care

P9 Orthopedic

R3 Hematology/Oncology

R4 Vascular Surgery

Source: OIG review of selected VHA assignment codes within the Medical Officer

occupation.

* VHA assignment codes and titles within the OPM occupational series and title, 0602
Medical Officer.
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Appendix I: Source of Method Used to Determine
Staffing Requirements for the Top Five Clinical and
Top Five Nonclinical Severe Shortage Occupations

Table 1.1. Source of Method for the Top Five Clinical and Top Five Nonclinical
Occupations

Occupation VHA (%) | VISN Facility- | External | Mix (%) Other | Assorted*
(%) Developed (%) (%) (%)
(%)

Psychology 17 (13) 1(1) 57 (44) 0 (0) 43 (33) 2(2) 10 (8)

Medical Officer 5(4) 1(1) 26 (20) 0(0) 95 (73) 0(0) 3(2)

Nurse 12 (9) 1(1) 33 (25) 0(0) 79 (61) 0(0) 5(4)

Practical Nurse 20 (15) 2(2) 57 (44) 0 (0) 37 (28) 0 (0) 14 (11)

Medical 7 (5) 1(1) 73 (56) 0 (0) 40 (31) 2(2) 7 (5)

Technologist

Police 18 (14) 1(1) 60 (46) 1(1) 38 (29) 2(2) 10 (8)

Medical Support | 7 (5) 2(2) 64 (49) 0 (0) 38 (29) 4 (3) 15 (12)

Assistance

General 10 (8) 5(4) 67 (52) 2(2) 32 (25) 2(2) 12 (9)

Engineering

Custodial Worker | 15 (12) 3(2) 68 (52) 0 (0) 32 (52) 2(2) 10 (8)

Food Service 7 (5) 1(1) 77 (59) 0 (0) 29 (22) 4 (3) 12 (9)

Worker

Source: OIG analysis of VHA facilities’ responses to the FY 2020 Staffing Determination and Staffing Model survey
* Includes facility director responses that were not included in the drop-down menu and responses where the

number of staff needed for the occupation is unknown. Additionally, every occupation is not hired at every facility,
this category counts the number of facilities indicating they do not hire for this occupation.
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Appendix J: Histogram of Magnitude of Shortages

Histogram of Magnitude of the Shortages by Occupational Series Code
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Source: OIG Analysis of Survey Data.

The bar charts in appendix J show the histograms of the magnitude of the gap (number of staff
required — number of staff on hand) data for each occupational series. The size of the gap is
represented on the x-axis and the number of responses is on the y-axis. The histograms where
bars group on the left side are those where the gaps are smaller. For example, the gap size for
Medical Officer is for most responses is less than two and the numbers of responses drops off
quickly as gap size increases. In contrast, Medical Support Assistant remain similar until the gap
size reaches 40. Of note, the scale on the y-axis is different for the histograms to best appreciate
the distribution of the gap sizes. The x-axis scale is the same in all histograms to allow for
comparison of gap sizes. The limit of the y-axis was set to 50, so these distributions are truncated
on the right. This was done to reduce the white space that results if tails of the distribution were
fully represented.
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Appendix K: VHA Onboard Levels for the Top Five
Clinical and Top Five Nonclinical Severe Shortage
Occupations

Table K.1. Changes in VHA Onboard Levels for the Top Five Clinical Severe

Shortage Occupations

Psychology 6,038 6,258 220 3.6
Medical Officer 26,713 27,150 437 1.6
Nurse 73,900 76,721 2,821 3.8
Practical Nurse 15,298 15,501 203 1.3
Medical Technologist 4,543 4,599 56 1.2
Overall 126,492 130,229 3,737 3.0

Source: OIG analysis of VHA-provided HR Smart data.

Table K.2. Changes in VHA Onboard Levels for the Top Five Nonclinical Severe
Shortage Occupations

Police 3,838 3,876 38 1.0
Medical Support Assistance 27,856 29,086 1,230 4.4
General Engineering 1,008 1,066 58 5.8
Custodial Worker 11,834 12,237 403 3.4
Food Service Worker 4,749 4,933 184 3.9
Overall 49,285 51,198 1,913 3.9

Source: OIG analysis of VHA-provided HR Smart data.
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Appendix L: Under Secretary for Health Memorandum

Department of Veterans Affairs Memorandum

Date: July 16, 2021

From: Acting Under Secretary for Health (10)

Subj:  OIG Draft Report, Review of Veterans Health Administration Staffing Models

To:

1.

Assistant Inspector General for Healthcare Inspections (54)

Thank you for the opportunity to review and comment on the Office of Inspector General (OIG) draft
report Review of Veterans Health Administration (VHA) Staffing Models. VHA concurs with
recommendations 1-3 and provides an action plan in the attachment.

| will continue to support the roles, responsibilities, and number of staff needed for VHA offices
involved in the development, validation, and implementation of staffing models to ensure that staffing
model-related efforts are prioritized and supported. VHA will complete organizational assessments of
staffing, roles, and responsibilities using the Manpower Estimation Model tool to ensure adequate
staffing assignments for these important functions.

VHA has completed the initial development, internal validation, and implementation of most staffing
models for VHA and will provide a current listing and documentation of these models to OIG. VHA will
also provide OIG documentation of a project timeline for development, validation, and implementation
of any remaining staffing models.

VHA is in the process of completing standard operating procedures for all manpower processes within
HR Smart and a standardized process for the identification and communication of positions approved
by facility resources committees and a standardized format for manning documents.

Comments regarding the contents of this memorandum may be directed to the GAO OIG
Accountability Liaison Office at VHA10BGOALACTION@va.gov.

(Original signed by:)
Richard A. Stone, M.D.
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Office of the Under Secretary for Health Response

Recommendation 1

The Under Secretary for Health coordinates with VA to review the roles, responsibilities, and
number of staff required for the VA and Veterans Health Administration offices involved in the
development, validation, and implementation of staffing models, and ensure that staffing model-
related efforts are prioritized and supported.

Concur.

Target date for completion: March 2022

VHA Comments

VA OIG, at the outset of this report, defines staffing models as: “analytic tools that provide
workload-based staffing data to support workforce optimization.” Under this definition and other
common definitions of a staffing model, VHA’s Office of Productivity, Efficiency and Staffing
(OPES) has already developed and validated staffing models for most if not all occupations and
functional areas and made those available for implementation at VA Medical Centers
nationwide. OPES will continue to adjust processes to keep pace with emerging and changing
healthcare dynamics.

To ensure staffing model-related efforts are prioritized and supported, VHA Workforce Strategy
and Standardization (WSS, formerly VHA Manpower Management) office will complete an
organizational assessment using the Manpower Estimation Model which will help determine if
OPES and WSS are appropriately staffed to continue the work of staffing model development
and validation. WSS will support OPES in the continued work of staffing model development
and implementation.

To close this recommendation VHA will provide:
1. The completed Manpower Estimation Model results for OPES and WSS; and
2. Documentation of sufficient staffing levels for the development, validation, and
implementation of staffing models in VHA.
Recommendation 2

The Under Secretary for Health coordinates with VA to evaluate the status of, and provide a
timeline for, the development, validation, and implementation of Veterans Health Administration
staffing models for all occupations.

Concur.

Target date for completion: December 2021
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VHA Comments

VA Directive 5010 identifies benchmarking as an acceptable approach to establishing staffing
models. Using this definition, VHA has completed the initial development, internal validation,
and implementation of most staffing models for VHA. OPES will continue to adjust processes to
keep pace with emerging and changing healthcare dynamics in the creation of these models.
WSS will work collaboratively with OPES to identify any models that may be missing or needed
and will develop a timeline for development, validation, and implementation of identified
models.

To close this recommendation VHA will provide:

1. A current listing of VHA staffing models and the definition and supporting
documentation used for development; and

2. Timeline for development, validation, and implementation of missing or needed models.

Recommendation 3

The Under Secretary for Health coordinates with VA to evaluate the status of, and provide a
timeline for, the implementation of HR Smart-related requirements referenced in VA and
Veterans Health Administration policy, with a specific focus on the authorizations, vacancies,
budgeted positions, and unbudgeted requirements at the facility, Veterans Integrated Service
Network, and national levels.

Concur.

Target date for completion: October 2021

VHA Comments

Two VHA efforts are underway to address this recommendation. The first is a workgroup
comprised of representation from VHA’s Workforce Management and Consulting and field
subject-matter experts to finalize the standard operating procedures for all manpower processes
within HR Smart. VHA also established a national Transparency Integrated Project Team (IPT)
comprised of Finance and Manpower staff from all levels of the organization to develop a
standardized process to identify and communicate positions approved by facility resources
committees and to develop a standardized format for manning documents.

To close this recommendation VHA will provide:
1. The final standardized processes developed by the IPT for facility implementation; and

2. The standardized format for manning documents together with a communication and
training plan for implementation.
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