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August 22, 1989 

The Honorable Frank H. Murkowski 
Ranking Minority Member 
Committee on Veterans’ Affairs 
United States Senate 

Dear Senator Murkowski: 

In response to your request, this report discusses the effectiveness of 
credentialing and privileging efforts at selected medical centers within 
the Department of Veterans Affairs (VA). In this report we identify sev- 
eral areas in which medical centers either are not adhering to existing 
guidance [e.g., credentialing) or are receiving insufficient guidance to 
perform effectively (e.g., privileging). We also discuss how some prob- 
lem physicians are allowed to leave VA with no indication on their record 
of prior difficulties involving their competency. 

Several recommendations are made to improve these conditions, all but 
one of which ~4 either concurs with or agrees to in principle. The one 
area in which VA differs with us involves the criteria for reporting prob- 
lem physicians to licensing boards. We have recommended a legislative 
change to resolve the problem, but VA is proposing to address it through 
regulation. In addition, VA is proposing reporting criteria that we believe 
are too limited. 

As arranged with your office, unless you publicly announce its contents 
earlier, we plan no further distribution of this report until 10 days from 
its issue date. At that time, we will send copies to the Secretary of Veter- 
ans Affairs, appropriate congressional committees, and other interested 
parties. 

The report was prepared under the direction of David P. Baine, Director, 
Federal Health Care Delivery Issues. Other major contributors are listed 
in appendix III. 

Sincerely yours, 

Lawrence H. Thompson 
Assistant Comptroller General 

Page 1 GAO/HRD-89-77 VA Physician Qualifications 



Executive Summ~ 

Purpose Public Law 99-166, enacted in 1985, required the Department of Veter- 
ans Affairs (VA) (formerly the Veterans Administration) to report to the 
Senate and House Veterans’ Affairs Committees on the actions it 
planned to take to improve its physician credentialing process. In March 
1986, VA advised the Committees that it would be revising its guidance 
concerning both its credentialing and privileging processes and stated 
that it would inform state licensing boards and the Federation of State 
Medical Boards of VA physicians found to be clinically incompetent. The 
Ranking Minority Member of the Senate Committee on Veterans’ Affairs 
asked GAO to evaluate VA'S compliance with the revised credentialing 
process and to review how VA grants and removes physician privileges. 

Background Verifying physicians’ credentials (credentialing) and examining their 
ability to perform specified procedures (privileging) are important ele- 
ments of an effective quality assurance program. Credentialing involves 
the complete, systematic review of the licenses, education, and training 
of all applicants seeking appointment in a medical facility. Privileging 
involves evaluating physicians’ clinical experience, competence, ability, 
judgment, and health status when granting them permission to treat cer- 
tain illnesses and perform certain medical procedures. 

In 1985, VA'S Inspector General reported that (1) VA medical centers were 
not identifying sanctions against physicians’ credentials (e.g., licenses) 
and (2) VA had no system or mechanism to assure that all its physicians 
were appropriately privileged. Problems with VA'S privileging process 
were also found during separate reviews by the Joint Commission on 
Accreditation of Healthcare Organizations and VA regional office survey 
teams. 

Results in Brief Credentialing and/or privileging problems identified before the enact- 
ment of Public Law 99-166 were still in evidence at the eight medical 
centers GAO reviewed in 1987-88. State licenses were not being consist- 
ently verified with state boards; residents’ backgrounds were not being 
adequately checked; privileges were not reviewed in a timely manner; 
credentialing and privileging decisions were not documented; physicians 
found to be deficient did not have their privileges formally reduced; and 
the names of physicians found to be incompetent were either not sub- 
mitted to state licensing boards and/or the federation or not submitted 
in a timely manner. 
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Principal Findings 

kTA’s Compliance With 
Credentialing Procedures 
Needs Improvements 

VA medical centers are required to obtain licensing information from the 
state boards on physician applicants to determine whether they had any 
disciplinary action(s) taken against them. GAO’S review of 207 case files 
of physicians who had been hired by VA between 1986 and 1988 showed 
that only 102 verifications were made and properly documented. (See 
pp. 16-19.) This situation is occurring because medical center personnel 
are not following credentialing guidance and regional offices are not 
effectively monitoring centers’ compliance with VA procedures. 

In 34 of the 105 undocumented cases, medical center officials informed 
us that they had contacted a cognizant state board. But failure to docu- 
ment is contrary to established VA guidance and is in violation of internal 
control standards. By not following procedures, VA medical centers could 
unknowingly hire “problem” physicians and/or be allowing physicians 
with sanctions against their licenses to treat veterans. 

Expanded Cl Expanded Credentialing 
Require Requirements Could 
Ic’ ,,c:c. Identify More Problem 
Reside] Resident Physicians 

Organizations familiar with credentialing procedures in both federal and 
nonfederal hospitals informed GAO that VA’S procedures are adequate if 
they are followed but could be improved. (See pp. 21-24.) One of their 
suggestions was to require medical schools that have affiliation agree- 
ments with VA to assure that background checks are made on residents 
they send to VA to serve a part of their residency programs. The sugges- 
tion has significant merit. In comparing the names of resident physicians 
on VA rolls as of June 1985 with Federal Bureau of Investigation records, 
GAO found that 165 of the 16,756 residents had been charged with 27.5 
criminal offenses from the early 1970s to May 1987. (See p. 22.) In May 
1988, these results were discussed with VA’S Chief Medical Director. who 
indicated that VA was planning to require affiliated medical schools to 
conduct the background examinations. As of May 1989, the guidance 
needed to implement this action had not been issued. 

Privileging Procedures 
Must Be Developed and 
Adhered to 

Problems in VA’S privileging processes have been identified several times 
since 1980. In each instance, VA stated that corrective action would be 
taken. (See pp. 27-29.) But the problems still existed in 1988. In a sam- 
ple of 239 case files, GAO found 62 physicians whose privileges had not 
been approved or renewed. Of the 177 privileging decisions that had 
been made, none had documentation to show whether current compt’- 
tence, results of treatment, or conclusions drawn from quality ass\irance 
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information had been considered. (See pp. 30-32.) GAO also found (1) one 
medical center that had not granted privileges to any of its 264 consult- 
ing and attending physicians and (2) three situations at two centers 
where physicians’ performance was questioned and their privileges 
were informally rather than formally reduced. (See pp. 32-35.) 

The conditions cited do not mean that the medical services provided by 
VA are substandard or that VA physicians are incompetent. It does mean, 
however, that VA cannot assure the public or the veterans it serves that 
its physicians are appropriately privileged. 

These situations exist because VA provides minimal guidance to the med- 
ical centers on who should be privileged and no guidance on what docu- 
mentation is required to support a privileging decision. Further, medical 
center officials are reluctant to formally reduce or revoke physicians’ 
privileges for fear of litigation against VA or specific individuals. 

Reporting of Sanctioned 
Physicians to Licensing 
Boards Needs 
Improvement 

VA policy requires that state licensing boards be notified of physicians 
who have their privileges formally revoked for clinical incompetence or 
who resign or retire after a reduction in privileges or while under inves- 
tigation for clinical incompetence. Further, those physicians would also 
be reported to the federation. 

There are two major limitations on reporting. First, Public Law 99-166 
limits VA to reporting physicians to state licensing boards and the federa- 
tion only for clinical incompetence, not for fraud or other such actions 
that do not necessarily affect clinical competence. (See p. 40.) Second, VA 
is reluctant to send to the federation the names of physicians who resign 
or retire before receiving a hearing because an opportunity for such a 
hearing is a due process right. As a result, some problem physicians are 
allowed to leave VA with no indication on their records of prior problems. 
(See pp. 42-43.) From January 1986 through September 1988, medical 
centers requested VA medical inspector and general counsel approval to 
submit the names of 37 physicians to a state board. Approval was 
granted to send 12 names to the states. But, because of due process con- 
siderations, only 6 of these names were sent to the federation. VA 
rejected 17 requests because either the medical center did not submit 
adequate supporting documentation or the physician left VA for reasons 
other than clinical incompetence. Of the remaining cases, five were 
pending as of May 1989, and three were closed because either a medical 
school or the U.S. attorney took action against the physician. 
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Recommendations to GAO recommends that the Secretary of Veterans Affairs require the 

the Agency 
Chief Medical Director to (1) issue comprehensive privileging guidance 
(see p. 36); (2) develop procedures to assure that regional offices effec- 
tively monitor medical centers’ compliance with VA'S credentialing and 
privileging guidance (see pp. 25 and 36); (3) obtain assurances from 
medical schools that all residents sent to VA have had their background 
examined (see p. 25); and (4) work with the Office of General Counsel to 
develop a policy and issue guidance on procedures to provide due pro- 
cess for physicians who resign or retire while being investigated for 
incompetence (see p. 47). 

Recommendation to 
the Congress 

The Congress should amend Public Law 99-166 to expand the physician 
reporting criteria beyond clinical incompetence (see p. 47). 

Agency Comments VA concurred with or agreed in principle to each of GAO'S recommenda- 
tions for agency action. VA stated that steps are already being taken to 
live up to the letter and spirit of Public Law 99-166 and correct the 
credentialing and privileging problems identified by GAO. 

LA presented an alternative to GAO'S recommendation to the Congress 
that Public Law 99-166 be amended to expand physician reporting crite- 
ria beyond clinical incompetence. VA proposes to develop immediately, 
new and comprehensive regulations that will clearly require medical 
center reporting of problem physicians and other health care profession- 
als. The reporting criteria will, however, exclude nonclinically related 
offenses, such as a conviction for income tax problems. According to VA 
if, during the development of these regulations, it finds that statutory 
authority is necessary, a legislative proposal, coordinated with the 
Office of Management and Budget, will be submitted in a timely manner. 

In GAO'S opinion the reporting criteria should be similar to those that are 
already being used by state licensing boards for private sector physi- 
cians, which include both clinical and nonclinical areas, such as felony 
convictions. GAO believes that Public Law 99-166 currently restricts U’S 
authority to report physicians for conduct not directly related to clinical 
competence. Thus, GAO continues to recommend that the legislation be 
amended in a manner similar to that discussed on p. 47. 
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Chapter 1 

Introduction 

The Veterans’ Administration Health-Care Amendments of 1985 (Public 
Law 99-166) required, among other things, that the Department of Vet- 
erans Affairs (VA), formerly the Veterans Administration, (1) report to 
the Senate and House Veterans’ Affairs Committees on the actions it 
planned to take to improve its credentialing process and inform state 
licensing boards and others of physicians found to be clinically incompe- 
tent and (2) issue guidance on the administrative procedures to be fol- 
lowed when reducing or revoking physicians’ privileges (i.e., provide 
physicians due process when taking action against their privileges). In 
March 1986, VA advised the Committees that it would be issuing new 
guidance relating to the verification of its physicians’ credentials-both 
applicants and present employees-and was developing comprehensive 
guidance on both the credentialing and privileging of its physicians. On 
November 18, 1986, the Ranking Minority Member, Senate Committee on 
Veterans’ Affairs, asked us to evaluate (1) VA’S new guidance and (2) 
VA'S policies for granting and removing the privileges that its physicians 
must have in order to provide care to veterans. 

Importance of 
Physician 
Credentialing and 
Privileging 

Verification of physicians’ credentials (credentialing) and thorough 
examination of their ability to perform specified procedures (privileg- 
ing) is receiving increasing emphasis in health care quality assurance 
programs. Credentialing involves the systematic and complete review of 
the licenses, education, and training of all physicians seeking appoint- 
ment in a medical facility. It is similar to background checks of prospec- 
tive nonphysician employees. Privileging is the process of evaluating 
physicians’ clinical experience, competence, ability, judgment, and 
health status when granting them permission to treat certain illnesses 
(e.g., pneumonia or diabetes) and perform certain medical procedures 
(e.g., cataract extraction or appendectomy). Credentialing and privileg- 
ing procedures are designed to assure that physicians are capable of 
performing their assigned duties. Weaknesses in these procedures could 
result in patients receiving poor care from unqualified physicians. 

Several of the major medical health care organizations have stressed the 
importance of credentialing and privileging. For example, according to 
the Joint Commission on Accreditation of Healthcare Organizations, 
which establishes accreditation standards for both federal and 
nonfederal hospitals, in order to promote high-quality patient care, all 
individuals who provide patient care independently in a hospital must 
have clinical privileges. Since January 1989, the Joint Commission has 
required hospitals to verify applicants’ licenses, training, experience, 
and current competence with the original source of this information. 
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Likewise, the American Hospital Association,’ in a technical advisory 
bulletin dated September 1985, stated that the responsibility for creden- 
tialing physicians lies with the hospitals. It further said that each insti- 
tution should assure that all physicians providing patient care are 
appropriately trained and qualified to assume responsibilities at the 
level being contemplated. In their opinion, this responsibility should 
extend to residents’ as well as fully licensed physicians seeking medical 
staff privileges. 

VA’s Credentialing and VA operates the largest health care delivery system in the United States. 

Privileging Process 
Its health care facilities are concentrated in 159 medical centers, which 
consist of one or more hospitals and one or more outpatient clinics. The 
centers may also include a nursing home and a domiciliary. In fiscal year 
1988, the system included 172 hospitals, 226 outpatient clinics, 105 
nursing care units, and 16 domiciliaries. 

About 49,660 physicians provided care to veterans during 1988. 
Approximately 13,000 of these were full- or part-time VA staff: 5.760 
were consulting or attending physicians;‘l and about 30,900 were 
residents.4 The above numbers do not include (1) physicians who pro- 
vide services in VA medical centers without compensation from \‘A, (2) 
physicians who provide service in medical centers under contract to x4, 

and (3) non-VA physicians who provide care to veterans on a fee basis.’ 

VA’s credentialing process applies to all full-time, part-time, consulting, 
attending, without compensation, and on-station fee-basis physicians. VA 
relies on its affiliated medical schools to check the credentials of their 

‘A national organization of individuals and health care organizations that canes out research and 
education projects, represents hospitals in national legislation, offers programs for instltutlonal rffcc- 
tiveness reviews. and conducts a national program furthering education of hospital personnt,l 

‘Residents are physicians (e.g.. medical school graduates) who are in graduate medical trammg 

‘Consulting physicians are specialists hired by a medical center to provide advice: attrndmg physi- 
cians are hired to give or supervise services in a center. 

‘Residents generally rotate through a X4 medical center and other medical school affiliarrd ho\pltais. 
Depending on state and medical school requirements, residents may or may not be licensed 

‘VA does not have centralized information on the numbers of “without compensation” and (‘I jnt rac’t 
physicians m its medical centers. This information is kept at the centers. In 1987. VA paid for &out 
1.8 million fee-basis visits. However. most fee-basis physicians provide care outside \L4 rnc~i~c~;~l ww 
ters. Because VA’s data base does not include information on where the physicxux treat vt~t(~ran~ 
(e.g.. in their own office or at a VA medical center), \!4 does not have centralized mformarlon on t ht 
numbers of fee-basis physicians who provide care wlthin VA medlcal centers (on-station t’t’t.-tI.L\iy 
physicians). 

Page 9 GAO/HRD-89-77 VA Physician Qualifications 



Chapter 1 
Introduction 

residents. Except for residents, all physicians are required to be privi- 
leged by the medical center where they practice. 

As part of each medical center’s quality assurance program, the center 
director must assure that each physician providing care in the center 
has proper credentials and is granted appropriate privileges. The chief 
of staff, who reports to the director, is required to verify all state 
licenses and contact previous employers for each physician applicant. 
Additionally, the medical center’s credentialing committee is required to 
review, at least annually, each physician’s clinical privileges. This com- 
mittee includes the chief of staff or reports through the chief of staff to 
the director. The review of privileges forms the basis for the renewal, 
reduction, or expansion of clinical privileges granted to a physician. 
Once physicians have privileges within a medical center, unless the priv- 
ileges are formally revoked or rescinded, the physicians may continue to 
treat patients even if their privileges are not annually renewed. 

Regional directors exercise direct line supervision over medical centers 
within their region. They are responsible for enforcing VA’S credentialing 
and privileging guidance and evaluating the medical care and related 
services provided in individual centers. The regions’ reviews of medical 
care and compliance with VA guidance are conducted primarily through 
visits to each medical center by a team of health care and administrative 
personnel. According to regional quality assurance officials, each medi- 
cal center should be reviewed at least every 3 years. Central office offi- 
cials told us that the review should include an evaluation of the medical 
center’s credentialing and privileging processes. 

The Office of Clinical Affairs in VA’S central office is responsible for 
establishing policies, procedures, and guidance on credentialing and 
privileging of physicians. In addition, four offices in VA’S central office 
have a role in this area: 

l The Office of Quality Assurance coordinates the guidance given to the 
regional offices for medical center reviews. It is also one of the many 
offices that reviews reports prepared by the regions on the results of 
their medical center reviews. 

. The Office of the Medical Inspector and the Office of General Counsel 
review and approve requests by VA medical centers to notify state licens- 
ing boards of terminated physicians’ poor performance. 

l The Office of Inspector General is responsible for determining the 
degree of compliance by VA medical centers with VA regulations and has 
reviewed aspects of VA’S credentialing process. 
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VA Revisions to Its In 1986, v~ developed several credentialing procedures to correct prob- 

Credentialing and 
lems identified by the Inspector General in 1985. The Inspector General 
had found that due to weaknesses in W’S existing guidance and the u 

Privileging Procedures medical centers’ incomplete implementation of the guidance that did 
exist. sanctions taken by state licensing boards against physicians’ 
licenses were not being detected by the centers. VA advised the Senate 
Veterans’ Affairs Committee in March, May, and December 1986 that 
new procedures were being implemented to overcome the weaknesses. 
v~ also revised its physician application form. The new form requires 
applicants to disclose all their state medical licenses and asks them to 
provide information on the status of their Drug Enforcement Adminis- 
tration certificate (which allows them to prescribe certain controlled 
substances), and whether clinical privileges have ever been denied, 
restricted, or revoked. Kane of this information was obtained through 
the previous application. 

VA'S credentialing procedures now require that VA medical centers obtain 
information from the Federation of State Medical Boards on disciplinary 
actions taken against all applicants for VA physician positions.” The guid- 
ance further requires medical centers to verify all medical licenses listed 
on the application with the cognizant state licensing boards and to docu- 
ment that verification.; If physician applicants are found to have a sanc- 
tion against any of their licenses, central office approval is required 
before they can be hired. This guidance applies to full-time, intermittent, 
part-time, consulting, attending, without compensation, and on-station 
fee-basis physicians; residents are excluded. Before this policy change, 
VA required only that one license be verified and as long as it was 
unrestricted, the medical center could hire the physician. 

VA'S only guidance regarding the granting of initial privileges or the 
renewal of privileges is a statement in its regulations that requires an 
annual review of physicians’ privileges. However, in response to Public 
Law 99-166, VA issued guidance on the procedures to be used to assure 
that physicians are given due process when their privileges are reduced 
or revoked. The procedures include allowing the physician to review all 
evidence, request a hearing, and appeal to the regional director. 

“The federation is the national organization of medical licensing and disciplinary boards. mcludmg 
the medical boards of all the states and 11 osteopathic medical boards. The federation maintams a 
computerized data base of disciplinary actions (such as license revocation. probation. and wqxwwn) 
taken by state licensing boards and other authorities against physicians. 

‘States issue licenses to physicians authorizing them to practice medicine. If it is provw that A phyw 
cian’s performance was deficient or inappropriate, a state can impose sanctions. such ~5 TV\ 11kmg or 
restrlctmg a physlclan’s license or placing him/her on probation. 
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In July 1987, the Department of Medicine and Surgery, now the Veter- 
ans Health Services and Research Administration, identified the creden- 
tialing and privileging of physicians as a high-risk area under the 
Financial Integrity Act. This decision was based on the fact that creden- 
tialing and privileging had been identified as either a high risk or poten- 
tially high risk at several medical centers. High-risk areas identify 
potential risks in agency operations that require corrective action or fur- 
ther investigation and should be acted upon during the first year they 
are identified. 

Objectives, Scope, and On November 18,1986, the former Chairman of the Senate Committee 

Methodology 
on Veterans’ Affairs requested that we examine VA’S credentialing and 
privileging processes.* He requested that we 

. evaluate the policies, procedures, and implementation of VA’S credential- 
ing program required by Public Law 99-166 and 

l examine VA’S policies and procedures with respect to the granting or 
removing of privileges to its physicians. 

To review VA’S credentialing and privileging processes and its internal 
controls over these processes, we visited VA’S central office and eight 
medical centers throughout the United States and discussed our results 
with quality assurance officials at the four VA regional offices responsi- 
ble for the medical centers we reviewed. We examined whether (1) medi- 
cal center implementation complied with VA credentialing guidance, 
(2) physician privileges were reduced where appropriate, (3) regional 
office reviews of credentialing and privileging processes were adequate, 
and (4) the appropriate licensing entities were notified of physicians ter- 
minated by VA for clinical incompetence. 

We considered the following factors in selecting the eight medical cen- 
ters: (1) geographic dispersion, (2) number of physicians, (3) medical 
school affiliation, if any, and (4) number of beds. These factors allowed 
us to select large affiliated medical centers as well as small nonaffiliated 
centers. (See app. I.) At each medical center, we examined the facility’s 
policies and guidance relating to credentialing and privileging. We com- 
pared the credential verification process for up to 30 of the most 
recently hired physicians at each medical center to VA’S current required 

‘In May 1988, we issued a report on the methodology used by VA’s Inspector General to identify 
physicians with licensing sanctions, Veterans Administration: Identifying Physicians With Ixvnse 
Sanctions-An Incomplete Process (By 13, 1988). 
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credentialing procedures.9 We also randomly selected another 30 physi- 
cians to determine how each center renewed physician privileges. To 
assess VA’S credentialing and privileging processes, we used current \:A 
guidance, Joint Commission medical staff standards, and the internal 
control standards established for the federal government by the Comp- 
troller General. The results of our work at the eight centers cannot be 
projected to all VA medical centers. However, in our opinion, the findings 
from these centers and work elsewhere provide an accurate reflection of 
the adequacy of VA’S credentialing and privileging processes. 

To verify information on physician applications and determine whether 
any VA physicians had arrest and conviction records, the Federal Bureau 
of Investigation (FBI) matched VA physician names with its Identification 
Division’s criminal history recordsl” 

We also visited the Joint Commission, the American Hospital Associa- 
tion, the American Medical Association,ll and the St. Paul Fire and 
Marine Insurance CompanyI* to see how VA’S credentialing process com- 
pared to those used in the private sector. Finally, we visited two hospi- 
tal corporations to discuss their hospitals’ physician credentialing and 
privileging policies and practices. 

We reviewed documentation relating to each medical center’s privileging 
process and ascertained if potential adverse outcomes (such as malprac- 
tice claims and investigations) were incorporated in privileging deci- 
sions. Additionally, we discussed the privileging process with medical 
center directors, chiefs of staff, quality assurance coordinators, chiefs of 
personnel, and chiefs of various services. 

“Although we intended to choose 30 cases at each medical center, one center had hired only 15 physi- 
cians since the current guidance became effective, and at five other centers from 3 to .i physIcIan m 
our sample were dropped because they were transferred from another VA medical center. Thr u-eden- 
tialing guidance does not apply to physician transfers. Therefore, our sample included 207 GM> for 
which compliance with the current guidance could be tested. 

“‘A June 30 1985 physician data base developed by VA’s Inspector General was used. A total of , , 
about 29,000 full-time physicians, part-time physicians, and residents were matched agamsr FI31 
arrest and conviction records. We considered it a match when the FBI records and VA’s data base 
contained the same name, date of birth, and social security number. 

’ ‘A national organization of physicians that disseminates scientific information to members dnd the 
public; cooperates in setting standards for medical schools, hospitals, residency programs. anti cwntin- 
uing medical education courses; and provides information to members on national and state medical 
and health legislation. 

‘“A firm that underwrites malpractice insurance for 55,000 physicians and 1,500 hospllaly 
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At VA'S central office, we discussed our results with the Chief Medical 
Director and interviewed the Directors of Clinical Affairs, Academic 
Affairs, and Quality Assurance. We also interviewed regional office offi- 
cials concerning their role in the credentialing and privileging processes. 
Finally, we reviewed instances in which VA reported a physician to a 
licensing entity. We conducted our evaluation between May 1987 and 
December 1988 in accordance with generally accepted government 
auditing standards. 
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VA’s Credentiahg Process Needs 
Management Attention 

U’S guidance on credentialing is designed to assure that only fully 
qualified and suitable physicians are hired and that physicians with 
sanctions against their licenses can be hired only with central office 
approval. But seven of the eight medical centers we reviewed between 
May 1987 and December 1988 had not effectively implemented VA’S 

credentialing procedures. The procedures most often not implemented 
involved (1) verifying physician applicants’ medical licenses with state 
licensing boards and documenting those actions and (2) obtaining refer- 
ences from applicants’ most recent employer. As a result, the medical 
centers that have not performed these functions do not have reasonable 
assurance that all physicians treating VA patients are competent to do so. 
The procedures are not being complied with because medical center per- 
sonnel are misinterpreting them and regional offices are not effectively 
monitoring the medical center efforts. 

Officials of several private sector organizations that provide guidance 
about or assistance in credentialing and privileging issues informed us 
that VA’S credentialing guidance is adequate.’ But, in their opinion, the 
procedures could be improved by including requirements to assure that 
(1) residents’ backgrounds are checked to assure their suitability to 
treat patients, (2) applicants indicate whether they have had drug or 
alcohol dependency problems, and (3) all physicians’ credentials are 
checked for accuracy with the issuing organization. With respect to the 
latter, Joint Commission accreditation requirements instituted in Janu- 
ary 1989 now call for the verification of all credentials with the issuing 
organization, when feasible.’ 

‘In a report dated October 1988, Physicians Applying for Federal Service: Requ1remenr.s nnci ( ‘r-c,drn- 
tials Verification, the Department of Health and Human Services’ Office of Inspector Genc~rxl cr‘tted 
that many of the best practices identified in his report reflect recently revised physlcxul q~l~tllt’l~it~m 
and verification procedures of the military, the Public Health Service, and VA. 

“.4ccording to a Joint Commission official, the Commission would agree that it was nor ttx\l IlIt’ to 
verify credentials when the issuing organization was a foreign school. 
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Medical Center 
Compliance With 
Credentialing 
Procedures Is 
Inconsistent 

During our reviews at eight medical centers in 1987 and 1988, we found 
that seven were not adequately following VA’S revised credentialing 
guidance, which has been in effect since 1986. Although all eight centers 
were using the new application form, compliance with the requirements 
to verify and document all applicants’ state license(s), obtain preem- 
ployment references, and match applicant names and license data with 
the federation data base varied significantly. 

Verification of Physicians’ We reviewed 207 case files of physicians who had been hired since VA 

Licenses Either Not implemented its new credentialing procedures; in 7 1 cases, applicants’ 

Performed or Not licenses were apparently not verified to their source. Medical center per- 

Adequately Documented 
sonnel stated that all the licenses of 136 physicians had been verified to 
their source, but only 102 of these files contained documentation indi- 
cating that licensing information had been obtained from all the cogni- 
zant state licensing boards. Failure to verify all of an applicant’s licenses 
and document this verification violates applicable guidance and pro- 
vides no assurance that all physicians treating VA patients are properly 
licensed and certified as capable of providing medical treatment. Fur- 
ther, by not documenting verification actions, a basic tenet of internal 
control is violated. Significant internal control events are to be clearly 
documented, and the documentation is to be readily available for 
examination. 

Only one of the eight medical centers documented that all licenses had 
been verified in all the cases in our sample. The other medical centers 
had various levels of compliance, as shown in figure 2.1. 
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Figure 2.1: Physician License Verification 
and Documentation Varied Among 
Medical Centers 100 Percent 
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At the five medical centers with the lowest compliance, the chiefs of 
staff were making their own rules regarding verification and 
documentation: 

9 Medical center C normally verified only one license of each applicant. 
When an applicant had only one license, the verification was adequately 
documented. But, when a physician had more than one license, only one 
was verified and documented. This would identify recent sanctions 
against only one of the physician’s licenses, not all of them. After we 
pointed out the requirement that all should be verified, the chief of staff 
said he would start doing so with state licensing boards. 

l Medical center D compared applicant data only with data on file at the 
federation. The chief of staff believed that this satisfied the verification 
requirement and felt comfortable with the medical center’s procedures. 
But state licensing boards have the most current data on physicians’ 
licenses because they originate and report their actions to the 
federation. 

l Medical center E had just begun to verify the licenses of applicants at 
the time of our visit. The chief of staff was not sure why this require- 
ment had not been implemented previously. 
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l Medical center G accepted a copy of the applicant’s license and the cur- 
rent renewal as bona fide evidence that the license was unrestricted. 
The license was not verified to its source. 

l At medical center H, the chief of staff said he verified all licenses 
through calls to the state boards but did not document the calls. As a 
result, there is no way to tell whether all state licenses were verified for 
all physician applicants and VA cannot monitor whether the medical 
center is in compliance with its guidance. 

The other two medical centers had documentation to show that the state 
licenses for 46 of the 57 physicians in our sample had been verified to 
their source. When informed that some licenses had not been verified, 
both chiefs of staff involved stated that medical center procedures 
require verification and that the verification should be documented. 
They did not explain why some cases had apparently been missed. 

Preemployment Reference VA’S guidance requires that preemployment references be obtained for 

Checks Not Documented each applicant. This provides VA some assurance that the applying phy- 

Consistently sician has accurately depicted his qualifications. Eight-one of the 207 
cases we reviewed did not have documentation showing that references 
were checked. Compliance with this requirement varied by medical 
center: 

l Three documented that they had obtained preemployment references 
for all of the 84 cases we reviewed. 

l One center had not documented reference checks for any of the 30 cases 
we selected. 

l Four medical centers had no evidence that they had obtained references 
for 51 of the 93 cases we reviewed. 

In 64 of the 81 cases without documentation for preemployment refer- 
ence checks, the chiefs of staff said they obtained oral comments from 
previous employers and colleagues. Two of these chiefs of staff believed 
that the responses of employers were more candid when they requested 
oral rather than written responses.:] In the other 17 cases, no preemploy- 
ment reference checks were apparently made; the chiefs of staff at the 
two medical centers involved did not explain why. 

“In his letter dated July 11, 1989, commenting on a draft of this report (see app. II), the Secretary of 
Veterans Affairs stated that written responses are preferred to oral responses and. whenever possi- 
ble, oral responses should be followed up by written responses. He further stated that when tcle- 
phone checks are made, a report of contact should be prepared citing a summary of the information 
obtained and the reason a telephone check was made in lieu of a written communication. 
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Physician Applicants’ 
Licensing Data Are 
Generally Matched With 
Federation’s Data 

Seven of the eight medical centers matched licensing data obtained from 
physician applicants with information contained in the federation data 
base for over 90 percent of the applicants we reviewed. The other medi- 
cal center had a compliance rate of 40 percent-12 of 30 cases we 
reviewed, 9 of which were consulting and attending physicians. This 
center’s chief of staff did not believe that the matching process was 
important; he said that no consulting and attending physicians were 
matched with the federation data because the regional office indicated 
that such physicians did not need to be matched. The regional office 
official responsible for this center stated that to his knowledge, no one 
from the region had informed the medical center that consulting and 
attending physicians were excluded from this requirement. 

At one of the seven medical centers with high compliance, we were told 
that it did not match licensing data with the federation for any of its 
consulting and attending physicians. This involved 213 physicians, all of 
whose credentials would have been matched had the medical center 
complied with VA guidance. 

Regional Offices 
Provide Limited 
Oversight 

Regional offices are responsible for enforcing VA'S credentialing guid- 
ante. Therefore, we examined quality assurance survey reports pre- 
pared by the four regions responsible for the eight medical centers we 
reviewed. Five of the centers (in three of the regions) had been surveyed 
since 1986, when the new guidance was implemented. Examination of 
the reports on these medical centers and discussions with regional qual- 
ity assurance officials showed that regional survey teams did not 
always examine compliance with credentialing procedures during their 
surveys. Further, when compliance was examined, the surveyors did not 
consistently use the most current VA credentialing guidance as criteria. 
As a result, the regional office surveys of medical centers showed none 
of the compliance problems with VA'S credentialing guidance that we 
found. 

According to officials at two of the regional offices, they lack adequate 
staff to monitor compliance with all VA quality assurance policies. Thus, 
these regions generally survey a medical center’s credentialing process 
only if the Inspector General, the Joint Commission, or organizations 
like GAO identified it as a problem area. When they visit a medical 
center, they focus on previously identified problems to determine if they 
have been corrected. Further, according to these officials, when a sur- 
vey of credentialing is conducted, Joint Commission standards and/or 
guidelines developed by the central office for regional office quality 
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assurance surveys are used as criteria. The problem with this process is 
that these central office survey guidelines have not been updated since 
1986 and do not include VA’S current credentialing procedures. 

Officials of the other two regions said that credentialing is surveyed 
during their 3-year medical center surveys. However, the specific proce- 
dures to be followed are left up to the survey team. One of the regional 
offices assessed the medical center’s credentialing process using only 
Joint Commission standards, whereas the other region used both Joint 
Commission standards and VA’S current credentialing guidance. 

Of the five regional office reports we reviewed, four made no mention of 
credentialing. We found that two of these medical centers had not com- 
plied with some of VA’S credentialing requirements. A fifth report indi- 
cated that all aspects of the credentialing process appeared to be “in 
good order.” At this medical center, we found that in the 30 cases we 
selected during our review, the medical center had not (1) verified all 
the physicians’ licenses with the cognizant state boards prior to appoint- 
ment (8 cases), (2) documented preemployment references (30 cases), 
and (3) matched all the applicants’ names with the federation (18 cases). 

Central Office Delays In 1986, VA told the Senate Veterans’ Affairs Committee that, once every 

Promised Changes 
2 years beginning in 1987, VA would match all currently employed physi- 
cians with data from the federation” to identify any sanctions taken 
against physicians after they were hired. As of February 1989, VA had 
not performed this matching. Such matching is important because, in 
1986, the Inspector General identified 21 physicians employed by VA 
who had sanctions taken against their licenses after they were hired. In 
fact, seven of these physicians had sanctions against all their licenses. 
At the time of this finding, VA was not aware of any of these situations 
and assured the Committees that every 2 years, it would use federation 
data to identify sanctions taken against licenses of VA physicians to help 
assure that this type of problem did not recur. 

The Office of Clinical Affairs’ official responsible for developing and 
implementing the procedures for this matching believes that the match 
will take place in 1989 and attributed the delay to a lack of staffing. 

‘We discussed VA’s planned biennial matching methodology in a May 13, 1988, report. Vt~tc~xr~ 
Administration: Identifying Physicians With License Sanctions-An Incomplete Proces.~lIKD- 
88-47). We concluded that without recommended changes, the Veterans Health Services and l<t~~~xrc~h 
Administration would exclude certain categories of physicians authorized or paid by L! TI I r ~11.11 L t*t- 
erans. We also identified methods to improve the efficiency of the biennial match. 
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According to this official, since 1986 there has been only one individual 
assigned to revise VA'S credentialing process, develop the biennial match- 
ing of physicians, develop credentialing and privileging policies, and 
respond to the day-to-day inquiries about credentialing and privileging. 

Experts in Nonfederal We discussed the credentialing procedures contained in VA'S guidance 

Sector Suggest 
with representatives of the American Medical Association, the American 
Hospital Association, the Joint Commission, and the St. Paul Fire and 

Expanded Procedures Marine Insurance Company. These representatives told us that VA'S 
guidance is adequate but improvements could be made to allow VA to 
make more informed decisions about applicants’ qualifications. Based on 
their observations and experience in nonfederal hospitals, these repre- 
sentatives believe that VA should (1) receive some assurance that 
residents’ backgrounds are properly checked, (2) ask the applicants if 
they have or have had a drug or alcohol dependency problem, and 
(3) verify all credentials with the issuing organization. 

In their opinion, these revisions would give VA (1) some assurance that 
the residents in its medical centers have the proper training and back- 
grounds to treat veterans and (2) additional information about appli- 
cants so that it can identify physicians whose background indicates 
problems, such as alcohol or drug dependency, that could affect their 
ability to provide quality care to veterans. 

Residents Excluded From VA may unknowingly be allowing residents with licensing problems or 

Credentialing Process undesirable backgrounds to treat veterans. According to the Acting 
Chief of Academic Affairs, VA relies on affiliated medical schools to ver- 
ify residents’ backgrounds. But VA'S affiliation agreements with these 
schools do not specifically require that residents’ backgrounds be 
checked. Reviews by the Inspectors General of both VA and the Depart- 
ment of Health and Human Services (HHS), and our analysis, indicate 
that medical schools may not be adequately checking residents’ 
backgrounds. 

In the VA Inspector General’s 1985 review of VA physicians’ licenses, 17 
of the 93 physicians identified as having current or previous licensing 
sanctions were residents. Additionally, the HHS Inspector General 
reported in June 1986 that residency programs often have inadequat? 
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credentials screening procedures.: The report concluded that as a result 
of inadequate procedures, medical schools may be admitting people to 
residency programs who should not be admitted. 

Further evidence of the need to check residents’ backgrounds is pro- 
vided by an analysis in which we matched the names of all VA physi- 
cians, including residents, with the FBI’S criminal history records. 
Information the FEZ provided indicated that 165 of 16,756 resident phy- 
sicians on VA rolls as of June 1985 had been charged with 275 criminal 
offenses from the early 1970s to May 1987. The charges included a wide 
range of offenses, the most prevalent of which related to the sale and 
use of illicit drugs (24 percent) and motor vehicle violations involving 
the use of alcohol (25 percent). Other offenses ranged from burglary and 
sex offenses to disorderly conduct. It must be recognized, however, that 
a “charge” does not equate to a “conviction” and the FBI information did 
not consistently indicate the disposition of the case (that is, a conviction, 
acquittal, or dismissal). 

Examples of the more serious offenses are provided in the following 
paragraphs:” 

A resident was arrested 10 times on 15 charges from January 1980 
through October 1986. Charges included the false report of a crime, 
assault with a deadly weapon, hit and run, and possession of drugs. 
Upon entering a VA residency program in 1984, this individual stated on 
his VA application form that he had not been arrested for or convicted of 
a crime. Also, he did not notify VA of a restriction against one of his two 
licenses. The medical center’s chief of staff assumed that the medical 
school had checked the resident’s background. But, according to a medi- 
cal school representative, the school does not verify residents’ licenses. 
As a result, no one knew that sanctions existed against this resident’s 
license. The VA medical center learned of the resident’s problems only 
after he applied to a third state for a license and the state denied his 
request because of actions taken against his existing license and previ- 
ous problems. This resident is no longer employed by VA. 

‘Medical Licensure and Discipline: An Overview, Department of Health and Human Strn%,cx I’-( I1 -86- 
00064 (June 1986). 

“VA asks resident applicants if they have ever heen convicted of, or are under charges for. any t’elony 
or any offense involving firearms or explosives and if during the last 7 years, they haw btw (‘on- 
victed or charged for any other offense. VA medical centers, however, are not required III \ tmt! any 
of the information for residents. (See p. 11.) 
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Another resident was arrested 11 times on 17 charges from 1974 to 
1985. The charges included petty larceny, contributing to the delin- 
quency of a minor, assault with a deadly weapon, and violation of the 
Controlled Substances Act. He was a VA resident in 1985 and was 
employed by VA as of February 1988. 

As a result of our review, the Chief Medical Director told us in May 1988 
that VA was planning to require medical schools to provide some type of 
assurance that residents’ backgrounds have been checked. According to 
an official in the Office of Academic Affairs, VA is working on guidance 
to start requiring some assurance from each affiliated medical school 
that residents’ backgrounds are checked. However, as of March 1989, VA 
had not issued any guidance to its medical centers to implement these 
changes, 

In his July 11, 1989, letter commenting on a draft of this report (see 
app. II), the Secretary of Veterans Affairs questioned the legitimacy of 
using FBI arrest records to make general judgments about the resident 
screening process and stated that VA would be ill directed to make any 
judgments based on unresolved charges from years ago. The Secretary 
further stated that even if an individual had been convicted, school and 
VA officials may have been aware of some of these convictions and made 
appropriate suitability determinations. 

We did not include these data with the expectation that VA would make 
judgments based on unresolved charges from years ago. Rather, we 
presented the data to demonstrate the type of background of some 
residents working in the VA system and, thus, the need for VA to obtain 
additional information from its affiliated medical schools concerning its 
residents’ backgrounds. 

VA Makes No Inquiry 
About Drug or Alcohol 
Dependency Problems 

VA'S new application form does not require the physician applicant to 
provide any information about past or current drug or alcohol depen- 
dency problems. Yet most actions against a physician’s license are drug 
or alcohol related. In a June 1986 report on medical licenses and disci- 
pline, the HHS Inspector General stated that self-abuse of drugs or alco- 
hol is the second most common violation for which sanctions were taken 
against a physician’s license. The most common violation was the inap- 
propriate writing of prescriptions, which includes the unlawful distribu- 
tion of controlled substances to drug addicts. Together these two types 
of violations accounted for at least 75 percent of all disciplinary actions 
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against physicians’ licenses. In addition, in 1985, VA'S Inspector General 
noted that actions taken against the licenses of 61 of the 93 VA physi- 
cians cited were due to drug- or alcohol-related problems-either pre- 
scribing violations or personal abuse. 

A question on the application, as suggested by private sector organiza- 
tions, asking whether the applicant has had any alcohol or drug abuse 
dependency problems would allow VA to make more informed hiring 
decisions. It would also enable the VA to dismiss, more easily, any appli- 
cants who provided false information. 

VA Requires Limited 
Credentials Checks 

Currently, VA’S credentialing policies require only the verification of a 
physician’s medical license. However, beginning in January 1989, the 
Joint Commission required, as a basis for hospital accreditation, the ver- 
ification of all credentials with the issuing organization. This will 
require VA to-expand its credentials verification process to include board 
certifications, diplomas, residencies, and Drug Enforcement Administra- 
tion certificates. The additional verification should help assure that VA 
has accurate and complete information about its applicants on which to 
base its hiring decisions and should help prevent physicians without 
proper credentials from being hired. 

Conclusions VA responded quickly to the Inspector General’s findings on physician 
credentialing by revising its guidance in 1986. It has not, however, given 
its credentialing initiatives high priority and has not followed through 
on its commitments to the Congress to improve its credentialing process. 
VA medical centers are not effectively implementing credentialing guid- 
ance; regior.al offices are not adequately monitoring or enforcing compli- 
ance with that guidance; and the central office has not conducted a 
match of currently employed VA physicians’ licenses with data from the 
federation. Neither the VA central office nor the regional offices were 
aware of medical centers’ noncompliance with credentialing procedures 
at the time of our review. In fact, at least three of the centers did not 
realize that they were not complying with applicable guidance. 

The verification of credentials should be one of the first steps a center 
takes in assuring the quality of its physicians. The effectiveness of this 
process can ultimately affect the quality of care provided at that center. 
Therefore, VA must make it a priority at all levels and take appropriate 
action to assure that these procedures are adhered to. By not following 
these procedures, the medical centers could unknowingly be allowing 
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physicians who have restricted licenses or other problems that may 
affect their competence to treat veterans. In addition, with the new 
Joint Commission requirement that physicians’ credentials be verified 
with their source, VA will have to update its credentialing guidance and 
ensure that centers implement the guidance. 

We believe VA should require its affiliated medical schools to provide 
assurance that residents’ backgrounds are verified. We realize that FBI 
data may not be available to the medical schools, and we are not advo- 
cating criminal background checks. We are, however, suggesting that at 
least a routine check of residents’ education, training, and past employ- 
ment be made for all who expect to serve a residency in vx Finally, 1:~ 
should take action to identify all physician applicants who have drug or 
alcohol dependency problems because such problems can affect the 
quality of care that a physician provides. 

Recommendations to We recommend that the Secretary require the Chief Medical Director to: 

the Secretary of 
Veterans Affairs 

l Fulfill the commitments made to the House and Senate Veterans’ Affairs 
Committees in 1986 to improve the credentialing process. This includes 
taking the steps necessary to assure the medical centers’ compliance 
with credentialing guidance and performing a match of VA'S data regard- 
ing currently employed physicians’ licenses with data from the 
federation. 

l Incorporate procedures in regional office survey requirements to assure 
that each medical center’s compliance with VA'S credentialing guidance is 
examined and corrective action is taken in a timely manner. 

l Obtain assurances from affiliated medical schools that residents’ back- 
grounds have been adequately checked before they are sent to L:-\... 

l Revise VA'S physician application form to require full disclosure of any 
drug or alcohol dependency problems. 

Agency Comments In a July 11, 1989, letter (see app. II), the Secretary concurred ivith or 
agreed in principle to each of our recommendations to improve the 
credentialing process. The Secretary stated that (1) a draft policxV. state- 
ment on credentialing has been developed and is awaiting approval; (2) 
credentialing and privileging policies are being revised to reflect changes 
in Joint Commission requirements and should be published in December 
1989; (3) the required biennial VA-federation records match \vill be made 
in August 1989; and (4) a properly promulgated system of rccaords. con- 
curred in by the General Counsel and approved by the Secrctar>-. ivill be 
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developed to allow collection and retention of credentialing information 
in conformance with the Privacy Act. In conjunction with these actions, 
a proposed reorganization of VA’S quality assurance functions to better 
integrate quality assurance functions with Clinical Affairs programs 
and operational line management should, in VA’S opinion, satisfy our rec- 
ommendations and help rectify the problems we identified. 

In addition to the aforementioned actions to improve physician creden- 
tialing, the Secretary stated that VA is developing new policy guidance on 
the verification of residents’ credentials. The guidance is expected to be 
complete by November 1989 and will be implemented with the academic 
residency year beginning July 1, 1990. The resident credentialing pro- 
gram will include a revised residency application form that will solicit 
license certification from the medical schools and will require the 
schools to collect other background information similar to that 
requested on the updated VA physician application form. 

While VA agrees in principle that full disclosure of any drug or alcohol 
dependency problem is important to an effective credentialing process, 
it does not believe that our recommendation to revise the physician 
application form to obtain such information is the only viable alterna- 
tive available. VA says it is exploring a number of mechanisms to identify 
physicians with drug or alcohol dependency problems. Until VA provides 
a better alternative, we continue to believe that a revision to the physi- 
cian application form is needed. 
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Problems Continue in VA’s Privileging Process 

Various independent agencies have identified problems with U’S 
privileging process since 1980, and VA management has consistently 
agreed to take corrective action. However, our review showed that 
many of the problems still exist. Specifically, we found instances in 
which (1) physicians were providing clinical care without approved or 
renewed privileges, (2) support for privileging decisions was not docu- 
mented, and (3) physicians who were identified as not performing to the 
level of their written privileges had no action taken against them to for- 
mally reduce, restrict, or revoke their privileges. 

These problems exist for two major reasons: (1) VA has not adopted clear 
and objective guidance for determining who must be privileged and 
what documentation is required and (2) medical center officials are con- 
cerned that any actions taken against a physician may result in litiga- 
tion against VA or specific individuals. 

If executed properly, privileging processes allow for a thorough exami- 
nation of a physician’s current qualifications and clinical abilities to 
treat certain illnesses and perform specified medical procedures. If the 
process is not effectively implemented, the potential exists for ~4 
physicians to treat veterans for disorders in specialty areas where the 
physicians are not competent to provide such treatment. Further, if phy- 
sicians’ clinical abilities are examined during the privileging process but 
are not documented, a medical center will have little support to 
(1) indicate it was following good quality assurance procedures or 
(2) withstand any objection by physicians if action is taken to restrict 
their privileges. As a result, the medical center may be forced to allow 
the physicians to continue to treat patients. Finally, if ~4 does not for- 
mally restrict or revoke physicians’ privileges when warranted, those 
physicians could leave VA and practice in a nonfederal hospital with no 
indication on their records of past performance problems. 

VA’s Known Privileging problems at VA’S medical centers have been identified repeat- 

Privileging Problems 
edly since 1980, but few corrective measures have been taken. In 1980, 
VA'S Inspector General found that 86 physicians and medical assistants 

Have Not Been had not been granted clinical privileges as required by Joint Commission 

Corrected guidelines. At one medical center, the Inspector General noted that the 
renewal of privileges for 26 of 77 physicians, dentists, and psychologists 
did not follow medical center policy, and at another he noted that 20 
physicians had not been granted clinical privileges. The Inspector Gen- 
eral concluded that although the deficiencies in granting clinical privi- 
leges were found at only 5 of 66 medical centers reviewed, othtlr c,cxnters 
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might have similar problems; therefore, VA should assure that every 
physician has been properly privileged. The Inspector General recom- 
mended that the VA central office instruct medical centers to implement 
a system for granting, reviewing, and updating privileges. VA concurred 
with the recommendation and said that the privileging process would be 
monitored by the regional offices and the Joint Commission. 

In 1985, during an audit of VA medical malpractice claims, the Inspector 
General again identified problems with how VA granted and renewed 
clinical privileges. At one of the four medical centers reviewed, 25 of the 
39 physicians sampled did not have their privileges renewed.’ In addi- 
tion, 5 of 13 physicians were given additional clinical privileges, but no 
documentary support was available to justify these decisions. The 
Inspector General also stated that a nationwide review of malpractice 
claims identified 10 cases, settled for $3.4 million, in which VA patients 
were attended by staff having questionable qualifications. At one medi- 
cal center, the Inspector General was told that action to deny or restrict 
privileges was seldom taken because such actions could reflect on physi- 
cians’ professional standing, limit their ability to practice, and result in a 
lawsuit against VA. In cases where a physician’s competence was ques- 
tioned, it was considered more expedient to take actions to terminate the 
physician’s employment than to deny or restrict clinical privileges for 
cause. The Inspector General concluded that without a systematic 
approach to monitor and document clinical performance, the renewal of 
privileges had become a meaningless “paper” exercise rather than an 
effective control to assure high-quality patient care. In response to these 
findings, the Chief Medical Director indicated that VA was drafting guid- 
ance on privileging. 

Since 1985, the Joint Commission has surveyed all of the medical cen- 
ters we reviewed. Although all eight centers were accredited, the Joint 
Commission cited problems at four of them for not adequately docu- 
menting their privileging decisions. VA’S regional office survey teams had 
also examined five medical centers we reviewed. At three of those cen- 
ters, the regional teams identified problems with the privileging process: 
at one medical center, medical service physicians had not had their priv- 
ileges renewed since 1983, and at the two other centers, documentation 
of the reasons for privileging decisions was lacking. 

‘Because privileges do not automatically expire, these physicians could continue to treat patlpnts 
without having their privileges reviewed-i.e., without a formal assessment of the adequaq oi thtkir 
performance. 
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Although the medical centers responded to the Joint Commission and 
regional office reports with their planned actions to correct the deficien- 
cies, when we reviewed those centers, many of the problems still existed 
because their corrective actions had not been fully implemented. For 
example, in January 1387, one medical center informed VA's central 
office that it had corrected its deficiency of not incorporating quality 
assurance data into privileging renewals and would have service chiefs 
consider the results of quality assurance activities in all future privileg- 
ing decisions. However, at the time of our review in 1988, none of the 
privileging files we reviewed had documentation supporting the 
privileging decisions. Further as of June 1988, there was no indication 
that the regional office had followed up to determine if the corrective 
actions had been implemented. 

In another instance, a medical center agreed to create a physician profile 
in response to a deficiency cited in an August 1985 Joint Commission 
survey. This profile was to include quality assurance information and 
provide documentation for privileging decisions. When asked about the 
status of this effort, the chief of staff informed us in January 1988 that 
she hopes to implement this profile once needed computer support is 
obtained. 

Limited Guidance VA requires its medical centers to be accredited by the Joint Commission. 

Adversely Affects 
To be accredited, all medical staff members must have current, specified 
privileges that allow them to provide patient care services indepen- 

Medical Center dently within the scope of their clinical practice. The Joint Commission 

Privileging Decisions also requires written evidence that the granting of clinical privileges is 
based on physicians’ demonstrated current competence, their docu- 
mented experience, the results of treatment, and conclusions drawn 
from quality assurance activities. 

VA’S only privileging guidance is one sentence in its quality assurance 
regulations. This statement requires each VA medical center to review, at 
least annually, all physicians’ clinical privileges and recommend 
reappointment, reduction, or expansion of their clinical privileges as 
appropriate. While this statement establishes an annual privileging 
requirement, it does not provide any guidance as to how the process 
should occur or what documentation should be obtained and reviewed to 
support a privileging decision. 
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Privileges Are Not Always As stated above, ~4 requires that all physicians practicing in its medical 

Issued or Annually centers have privileges to perform specific operations or procedures and 

Renewed that these privileges be reviewed at least annually. On the basis of this 
examination, physicians’ privileges are to be renewed, expanded, or 
reduced appropriately. Without an annual examination of privileges, 
(1) physicians may be allowed to continue to perform procedures with 
which they have had problems in the past and (2) VA has no assurance 
that its physicians’ performance and competence have been evaluated. 

To determine if physicians’ privileges were being examined annually, we 
randomly selected 30 physicians’ personnel files at each of the eight 
medical centers reviewed. At the time of our reviews, only one medical 
center had renewed the privileges of all 30 cases we selected. The other 
medical centers had not annually renewed the privileges of 62 of 209 
cases we reviewed.’ The renewals of these cases should have been made 
from about 1 month to 11 years before our visits. Of the delinquent 
renewals, 48 involved consulting or attending physicians; 9, full- or part- 
time physicians; 3, without compensation physicians; 1, a contract phy- 
sician; and 1, an on-station fee-basis physician. In addition, at three 
medical centers we found many physicians outside of our sample who 
had never been granted privileges but were performing in a clinical 
capacity. 

Reasons why medical centers did not annually renew privileges varied. 
At two medical centers with a total of 13 consulting and attending 
physicians who had out-of-date privileges or no privileges at all, center 
officials said that those physicians were not treating patients and, there- 
fore, renewing their privileges was not important. However, if the physi- 
cians are not treating patients at the VA medical center, they should not 
be on that center’s consulting and attending physician list. Officials at 
one of these centers could not explain why the privileges of a full-time 
and a without-compensation physician were not renewed. Another medi- 
cal center did not renew the privileges of seven consulting and attending 
physicians and one on-station fee-basis physician; this center’s chief of 
staff did not believe the annual requirement included such physicians, 
and he could not explain why two additional physicians did not have 
renewed privileges. A fourth medical center, which had not renewed the 
privileges of 14 consulting and attending physicians, had a medical 
center policy that required privileging renewals only every 2 years. This 

‘At one medical center, we elimmated one individual from our sample after learnmg thaf 1~2 S\ ,LS ,i 
Ph.D., not a physician. 
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policy conflicts with U’S regulations requiring an annual renewal but it 
does comply with the Joint Commission’s 2-year requirement. 

Three service chiefs at one medical center were not familiar with 
privileging requirements. I As a result, five part-time and two without- 
compensation physicians’ privileges were not renewed. Two of the ser- 
vice chiefs were uncertain about the privileging requirements. Another 
thought that the renewal of privileges was initiated by the chief of staff; 
he did not realize that under that medical center’s policy, it was his 
responsibility to recommend renewal of a physician’s privileges. 
Another medical center had informally restricted a full-time physician’s 
privileges and, therefore, did not renew his privileges (see p. 32). 
Finally, the official responsible for coordinating the renewal of privi- 
leges at one medical center said that 14 consulting and attending physi- 
cians’ privileges were not renewed because they infrequently visit the 
medical center and do not provide constant patient care. This official 
stated that it was an oversight that the remaining part-time physician’s 
privileges were not annually renewed. 

In cases where no privileges had been approved for physicians provid- 
ing care to veterans, we also encountered a wide range of rationales. At 
one medical center, the acting chief of staff and medical center director 
could not explain why one part-time physician had no record of privi- 
leges being granted. At another center, the chief of staff indicated that 
none of the 264 consulting and attending physicians were privileged 
because they are brought in to assist with cases in very specialized areas 
and perform only limited procedures. But VA medical centers did not 
have documentation indicating which consulting and attending physi- 
cians were directly involved in treating patients and which were acting 
in a strictly advisory capacity. At a third medical center, 27 contract 
physicians had not been granted privileges. As a result of our inquiries, 
however, center officials began steps to privilege these contract 
physicians. 

VA’s Privileging VA has no guidance on how and to what extent privileging decisions 

Decisions Are Not 
should be documented. As a result, none of the 239 files we reviewed 
had documentation to show whether current competence, results of 

Properly Documented treatment, or conclusions drawn from quality assurance information 
were used in any privileging decision or appraisal. According to service 

‘Withm a medical cwter. servw chiefs (such as chief of surges. chief of medlcinv. xxi ( hwt’ ot 
psychlatr?;) generally report to the chief of staff. 
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chiefs and chiefs of staff, the support for privileging decisions was not 
documented because (1) renewal decisions are based on unrecorded 
observations by the service chiefs of the physician’s clinical treatment 
and (2) there is no direction from ~4 central office on what should be 
documented. 

Since 1985, VA has promised to develop new privileging guidance. In Sep- 
tember 1985, the Chief Medical Director indicated that VA was develop- 
ing guidance that would spell out more rigorous requirements for 
privileging. In March 1986, the Acting VA Administrator told the Con- 
gress that VA was developing a comprehensive new policy on credential- 
ing and clinical privileging. When queried about the status of this policy 
in January 1989, the person responsible for drafting it stated that a lack 
of staff has delayed VA’S efforts to issue it. 

VA Is Restricting VA medical center directors are responsible for taking formal actions to 

Physicians’ Privileges 
restrict or revoke physicians’ privileges when their performance is iden- 
tified as unacceptab1e.l However, we noted only one instance in which VA 

Informally Rather began formal actions to revoke a physician’s privileges and did not note 

Than Recording Its any instances where VA actually restricted or revoked such privilege: In 

Actions 
the case where VA began formal actions, the physician retired before the 
privileges were revoked. 

We identified three instances at two of the eight medical centers 
reviewed where physicians’ performance was questioned and their priv- 
ileges were informally rather than formally restricted (e.g., the physi- 
cians were assigned to non-patient-care duties but no action was taken 
against their privileges). At a third medical center, we identified a phy- 
sician whom the medical center encouraged to resign because it did not 
have the documentation necessary to support a formal reduction or rev- 
ocation of his privileges. The reasons cited for taking informal rather 
than formal actions against physicians’ privileges were that formal 
actions could limit physicians’ ability to practice, affect their profes- 
sional standing, and result in litigation against VA and the individuals 
involved in the action. These reasons are virtually the same as the 
rationale given to the Inspector General in 1985 when he found similar 
deficiencies. 

‘X4 guidance requires medical center directors to provide full-time physicians with a due prcctw 
hearing, but the guidance does not address the procedures to be followed in revoking or reducmg the 
privileges of other types of physicians 
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The following paragraphs provide examples of cases in which physi- 
cians’ privileges were informally restricted: 

Example 1: In 1986, two physicians and two technicians wrote to the 
chief of their service complaining that a fully privileged physician was 
repeatedly asking for help to perform certain procedures. They indi- 
cated that the physician appeared to be either insecure about perform- 
ing the procedures or incapable of performing them without help. The 
chief of staff ordered a review of the incidents and indicated that the 
physician in question should not perform those procedures until after 
the review. 

The ensuing investigation disclosed that the physician had relied on 
residents and fellow physicians for assistance in performing his duties. 
A physical standards board,” convened sometime later, concluded that 
the physician could continue to perform procedures only if he was 
assisted by other physicians. However, his privileges were not revised to 
reflect the need for assistance. 

Example 2: In 1984, a medical center reviewed patient deaths because 
the mortality rate for patients undergoing a certain surgical procedure 
were about twice that of the national VA average during three consecu- 
tive semiannual reporting periods. The team conducting the review con- 
cluded that a particular resident was associated with the high mortality 
rate in two of the three reporting quarters and that this resident’s tech- 
niques sometimes deviated from orthodox medical practice. Our discus- 
sions with medical center officials also indicated that a staff surgeon! 
with a joint appointment to an affiliated medical school, was allegedly 
not giving this resident adequate supervision. 

Rather than taking formal action against the staff surgeon, the chief of 
surgery said, the VA medical center “denied work” to the physician. Fur- 
ther, the university medical school with whom he was affiliated told the 
physician to assist in developing procedures for surgery at a local chil- 
dren’s hospital; another physician was then given responsibility for the 
medical center’s surgical program. The chief of surgery indicated that 
the physician’s privileges were not formally reduced or revoked because 
the medical center had not gathered enough factual data to win a case in 
a court of law. 

‘The board convened to determine if the employee was physically capable of performlny t11\ ,Lsqqed 
duties. 
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According to the chief of surgery, the physician’s associates also 
stopped referring patients to him and the physician eventually resigned 
and relocated. The resident in question graduated and his whereabouts 
are unknown. 

Example 3: A medical center hired a physician in 1980 who was 
appointed service chief in 1981. He served as chief until December 1983, 
when he began experiencing acute anxiety and requested reassignment 
to a section not involved in patient care. Between 1984 and 1986, this 
physician performed duties that were not commensurate with his sal- 
ary. In 1986, at the request of the medical center director, a physical 
standards board was convened to assess the physician’s physical and 
mental capacity to perform his previous clinical duties. The board deter- 
mined that the physician was physically and mentally fit to perform 
prior duties. But the chief of staff stated that he would not permit this 
physician to practice medicine at his medical center. He also stated, 
however, that the center did not formally restrict or reduce this physi- 
cian’s privileges because the physician would probably contest the 
restriction and begin litigation. 

In these examples, the VA medical centers took informal action to restrict 
physicians’ privileges because of questionable performance. When for- 
mal action is not taken, the physicians involved can move on to another 
hospital with no indication on their records of past problems. The reluc- 
tance to take action against poorly performing physicians is not unique 
to VA. In a report dated September 1986, the House Committee on Energy 
and Commerce noted that such groups as state licensing boards, hospi- 
tals, and medical societies that should be weeding out incompetent or 
unprofessional doctors often did not do so. The Committee learned that, 
even when such bodies acted against poor performing physicians, these 
physicians moved to different hospitals or states and continued their 
practice. Two reasons were given for this: (1) hospitals too often accept 
voluntary resignations of incompetent doctors in return for the hospi- 
tal’s silence about the reasons for the resignations, and (2) there was no 
comprehensive national reporting system to follow poorly performing 
physicians from place to place. According to the Committee’s report, 
hospitals agreed to accept voluntary resignations in order to avoid 
lengthy and unpredictable litigation. 

As a result of these findings, in 1986 title IV of Public Law 99-660 estab- 
lished comprehensive reporting requirements. For example, the law 
requires hospitals reporting to the Secretary of HHS, or an appropriate 
public or private agency the Secretary selects, disciplinary actions 
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against physicians (such as restrictions and revocations of privileges. 
censures, and reprimands) and payments in settlements of malpractice 
claims. For the protection of those who report, the law offers immunity 
from damages if they (1) report as required and (2) provide adequate 
notice of the proposed action and a hearing to the physician who is 
being reported. This legislation led to the creation of the National Practi- 
tioner Data Bank. Creation of the data bank was delayed because of a 
lack of funding, and is not likely to begin until 1990. 

Although it does not cover VA, the law requires the Secretary of HHS to 
try to enter into a memorandum of understanding with VA. VA has been 
meeting with HHS to discuss the data bank, and the Secretary of Veter- 
ans Affairs informed us that he expects a memorandum of understand- 
ing to be signed in the summer of 1989. 

Conclusions VA'S privileging problems have existed throughout the 1980s and are 
well documented. During this time, VA'S central office and medical cen- 
ters have repeatedly promised to take action to correct identified prob- 
lems. However, the promised actions have not been implemented, and 
the privileging problems still exist. This does not mean that the medical 
services provided in VA are substandard or that VA physicians are incom- 
petent. It does mean, however, that VA cannot assure either the public or 
the veterans that it has taken the necessary steps to assure that its phy- 
sicians are competent. 

We appreciate that developing and documenting a case against a physi- 
cian that can support the formal revocation or restriction of a physi- 
cian’s privileges can be a time-consuming and laborious task. We also 
recognize that VA medical center officials are concerned about litigation 
resulting from taking actions against physicians’ privileges. But, by doc- 
umenting its privileging decisions as required by the Joint Commission 
and providing affected physicians with due process, VA could alleviate 
some of the litigation concerns. If physicians are found to be incompe- 
tent to perform duties for which they are privileged, corrective actions 
should be taken. It is not adequate to informally reduce physicians’ priv- 
ileges or let them quietly resign and seek employment elsewhere. 
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Recommendations to We recommend that the Secretary require the Chief Medical Director to: 

the Secretary of 
Veterans Affairs 

. Fulfill the commitments made to the House and Senate Veterans’ Affairs 
Committees in 1986 to improve VA'S privileging process. This includes 
issuing privileging guidance that would specify (1) the documentation 
needed to support privileging decisions and (2) the types of physicians 
that should be privileged. 

. Require regional offices to follow up on medical centers’ proposed cor- 
rective actions and assure that they have been properly implemented. 

l Enter into a memorandum of understanding with HHS to utilize and sup- 
port the National Practitioner Data Bank. 

Agency Comments In his July 11, 1989, letter (see app. II), the Secretary concurred with 
each of our recommendations and stated that VA fully recognizes the 
importance of having current and accurate delineation of clinical privi- 
leges for all appropriate staff. The Secretary stated that in May 1989 
~4’s Office of Clinical Affairs convened a credentialing and privileging 
work group to generate a privileging policy and procedural guidelines; 
publication of these guidelines is expected by December 1989. As with 
the credentialing effort, a properly promulgated system of records to 
collect and maintain privileging information will be established in con- 
formance with the Privacy Act. The Secretary’s comments indicate, 
however, that consolidation of existing guidance into one document will 
resolve GAO'S concerns. This is not completely correct. We believe that 
the privileging guidance should be more specific to allow individuals 
who are implementing it to understand better what is required. 

The Secretary also stated that VA recognizes the need to monitor and 
evaluate compliance with its credentialing and privileging requirements 
and believed it had a process for doing so. But, based on our findings, VA 
now believes more specific procedures for monitoring need to be devel- 
oped. Thus, the Chief Medical Director has directed that requirements 
be established in the regional directors’ performance standards. as well 
as those of each medical center’s top management and personnel staff, 
to ensure that all credentialing and privileging guidelines are monitored. 

The Secretary commented that VA has been involved with the National 
Practitioner Data Bank since its inception and expects to sign a memo- 
randum of understanding with HHS this summer. Accordingly, ~4’5 new/ 
revised credentialing and privileging guidelines will incorporate specific 
guidance for accessing information on VA employment applicants t‘rom 
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the data bank and for reprivileging all professionals for whom informa- 
tion is held i.n the data bank. 
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State Licensing Boards or the Federation 

v~ policy requires that state licensing boards be notified of a physician 
whose privileges are formally revoked for clinical incompetence or who 
resigns or retires after a reduction in privileges or while under investi- 
gation for clinical incompetence. Further, in response to Public Law 
99-166, v~, informed the Senate Veterans’ Affairs Committee that those 
physicians would also be reported to the federation. However, because 
of (1) a lack of documentation to support decisions on whether to report 
physicians, (2) the requirement in the law that the basis for reporting 
physicians be related to clinical competence, and (3) the lack of a policy 
and guidance on providing due process for physicians who resign or 
retire before termination action is completed, not all problem physicians 
are reported to either a state licensing board or the federation. Further, 
even when reports are made, they are usually not timely. 

From January 1986 through September 1988, medical centers requested 
VA central office permission to submit the names of 37 physicians to the 
state licensing boards and/or the federation. As of May 3, 1989, the cen- 
tral office approved 12 requests for submitting names to state licensing 
boards and had reported 6 of the 12 to the federation. VA attorneys 
informed us that more names were submitted to the state licensing 
boards than to the federation because they believe that the boards hold 
hearings before taking action against physicians. They informed us, 
however, that in their opinion the federation does not provide a physi- 
cian due process before making information on the case available to 
potential or current employers. Thus, VA does not submit to the federa- 
tion the name of any physician who has not received a due process hear- 
ing within VA.' For the 12 physicians who were reported to state boards, 
VA took an average of 9 months from the time the request was made to 
report the physician until his or her name was submitted to a state 
licensing board. Waiting for more documentation was the primary rea- 
son for this delay. 

VA’S central office rejected 17 medical center requests on the basis that 
they either lacked sufficient documentation or were based on something 
other than the physician’s clinical incompetence. Of the other eight 
requests! five were pending as of May 1989, and three were closed 
because a medical school reported the physician to the cognizant state 
licensing board or the U.S. attorney took action against the physician. 

’ A due process hearing must provide the physicIan with certain nghts. including: notIce of the basis 
for the proposed action. access to all e\.-ldence that will be considered as part of the prtreedmg. and 
an opportunity to appeal to a X4 official outside of the medical center Involved. 

Page 38 GAO/HRD-89-77 VA Physician Qualifications 



Chapter 4 
VA Does Not Report AU Problem Physicians 
to State Licensing Boards or the Federation 

In addition to submissions to state licensing boards and the federation, 
VA maintains an internal listing of physicians it does not want to 
rehire-without central office approval-for various reasons, including 
clinical incompetence, drug abuse, and unprofessional conduct. This is 
called a cautionary list. VA has not used this list effectively to notify its 
medical centers of former VA physicians with such problems. Specifi- 
cally, it has not placed all the names of physicians it has reported to 
state licensing boards and the federation on this list, nor has it included 
physicians who were identified by the Inspector General as having 
licensing problems. If VA does not keep this list current, one of its own 
medical centers may unknowingly hire a physician who was identified 
as a problem at another of its centers. 

VA Reporting to State When a VA medical center identifies a physician who it believes is clini- 

Licensing Boards and 
tally incompetent, action is supposed to be taken to reduce or revoke his 
or her privileges, and if the physician leaves VA, he or she should be 

the Federation Is reported to the state board and the federation. However, because of doc- 

Limited umentation problems and due process considerations, VA is not reporting 
as many physicians as it should. Before a physician can be reported, 
certain procedures must be followed. For example, in the case of a full- 
time physician alleged to be a deficient performer, a hearing is given at 
the medical center. If, after the hearing, the physician’s privileges are 
revoked, he or she must be terminated from VA. But before the physician 
can be reported outside VA, the name of this individual and the circum- 
stances involved in the case are forwarded to VA’S Medical Inspector and 
Office of General Counsel. The Medical Inspector examines all documen- 
tation submitted by the medical center to be sure that the evidence indi- 
cates clinical incompetence. The Office of General Counsel reviews the 
case to be sure that the Privacy Act and the physician’s right to due 
process were adhered to. The General Counsel also examines all docu- 
mentation to assure that it is sufficient to withstand possible litigation. 
If, after this review, it is determined that an individual is clinically 
incompetent and documentation will withstand litigation, the Medical 
Inspector gives the medical center approval to report the physician’s 
name to the state board and submits the name to VA’S Office of Clinical 
Affairs for submission to the federation. 

From January 1986 through September 1988, the Medical Inspector 
received 37 requests to notify state licensing boards about former VA 

physicians. As of May 1989, the Medical Inspector and Office of General 
Counsel had approved 12 of these requests but had rejected 6 because 
the documentation did not prove that the physician was clinicall!, 
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incompetent. Further, for 6 of the 12 requests that were approved, the 
names have not been sent to the federation because VA had not deter- 
mined whether a hearing was necessary to assure that due process had 
been provided to physicians before reporting them to the federation. 

Reporting Criteria 
Restrictive 

Are Public Law 99-166 requires that VA have a policy for reporting to state 
licensing boards and the federation physicians who have been found to 
be clinically incompetent and who left VA (1) following completion of dis- 
ciplinary action relating to clinical competence, (2) voluntarily after 
clinical privileges were restricted or revoked, or (3) voluntarily after 
clinical competence concerns were raised but not resolved. VA defined 
clinical incompetence to mean a failure to conform to accepted stan- 
dards of clinical professional practice to such an extent that it raises 
reasonable concern for the safety of patients. This requirement does not 
allow for sanctions for fraud, unprofessional conduct, or other such 
actions that do not necessarily affect clinical competence. 

Of the 37 cases submitted, VA denied 11 requests to report a physician to 
the state board because, in the Medical Inspector’s or Office of General 
Counsel’s opinion, the physicians were not terminated for clinical incom- 
petence. For example, three physicians appeared to have been termi- 
nated because of administrative or personality conflicts; one was 
described as having a disabling personality disorder; another was pro- 
viding drugs to colleagues without a prescription; and another did not 
document the care he provided in patients’ medical records, used incor- 
rect diagnosis standards, and prepared a discharge summary that did 
not agree with the diagnosis. 

In October 1988, attorneys in the Office of General Counsel informed us 
that they were reviewing the law to determine how broadly “clinical 
incompetence” could be defined. In May 1989, the decision was still 
pending. The attorneys indicated that until VA decides how broad to 
make this definition, reporting of physicians to the state boards and the 
federation will be determined on a case-by-case basis. For example, in 
May 1986, a medical center terminated a physician for drug use, and in 
December 1986, VA’S Office of General Counsel approved a request to 
report him to the state board because, in its opinion, a reasonable rela- 
tionship could be made between the drug use and the potential effect on 
clinical competence. 

VA officials currently do not report physicians for unethical behavior or 
fraud unless they can relate these problems to their clinical competence. 

Page 40 GAO/HRD-89-77 VA Physician Qualifir~ur ions 



Chapter 4 
VA Does Not Report AU Problem Physicians 
to State Licensing Boards or the Federation 

But in some of the cases for which requests were denied by VA’S General 
Counsel, a state licensing board could have taken licensing actions 
against the physicians. 

State licensing boards can revoke, suspend, or place on probation the 
licenses of physicians for problems identified in table 4.1. It is interest- 
ing to note that the Department of Defense (DOD) also reports physicians 
for such reasons. 

Table 4.1: VA Criteria for Reporting 
Physicians Are More Restrictive Than 
DOD’s and State Licensing Boards’ 
Criteria 

Criteria State DOD VA 
Incompetence or substandard performance X X X 

Narcotic violations and drug abuse X X .- ..-~ 
Alcoholism X 

Unprofessional conduct or misconduct X X 

Felony conwctions 

Fraud 

X 

X 

Mental/psychiatric problems X X 

Physical limitations X 

Documentation Needed to VA guidance requires that medical centers provide supporting documen- 

Support Notification tation to the central office when requesting approval to report a physi- 
cian to state licensing boards.’ This documentation can include 
investigation reports, copies of medical records documenting the failure 
to conform to generally accepted standards of clinical practice, and doc- 
umentation of disciplinary action. However, medical centers are not 
always complying with this guidance. 

According to VA’S Medical Inspector, medical centers often do not pro- 
vide the documentation necessary to justify reporting a physician to a 
state licensing board. Of the 37 requests to report physicians since Janu- 
ary 1986,6 were denied for lack of documentation. 

An extreme example of how poor the documentation cpn be is a request 
by one medical center supported only by a local newspaper article dis- 
cussing the physician’s malpractice experience. The Medical Inspector 
denied the request. In another example, a physician resigned from a 
medical center after having been suspended from patient care for 

%edical centers only request permmlon for notifying state licensing boards; VA’s c.entral office noti- 
fies the federation. 
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cocaine use. After reviewing the evidence submitted with the notifica- 
tion request, the Office of General Counsel determined that the evidence 
was legally deficient because the physician’s confession was inade- 
quately documented. In July 1987, the Medical Inspector wrote to the 
medical center requesting additional documentation. As of November 
1988, the center had not submitted any additional evidence, nor had the 
Medical Inspector followed up with the center to determine why. 

The lack of documentation to support a recommendation to report a 
physician to a state licensing board directly ties in with the lack of sup- 
porting documentation of privileging decisions (discussed in ch. 3). 
According to a VA attorney, if a medical center has documentation to 
support its decision to revoke or restrict a physician’s privileges, it will 
have the documentation needed to report the physician to a state board 
or the federation. 

In 1988, VA’S Office of General Counsel developed a l-week training pro- 
gram for medical center, regional office, and district counsel staff that 
included a S-hour session on reporting to state licensing boards and the 
federation. This training covered who should be reported to the state 
licensing boards and emphasized that reporting physicians who meet the 
criteria is mandatory. The training expanded on VA’S guidance and iden- 
tified additional evidence that can be used to support a reporting 
request. The evidence included signed statements from those having 
direct knowledge of the incidents, court convictions, records in criminal 
cases, and statements from all the individuals who had custody of drug 
or other evidence confiscated from the physician. The training was 
given three times in October and November 1988. According to VA offi- 
cials, while attendance was not mandatory, virtually every medical 
center was represented. 

VA Is Not Reporting 
Physicians to the 
Federation 

Some VA is not reporting physicians to the federation who were charged with 
being clinically incompetent but retired or resigned from VA before hav- 
ing a hearing. This is occurring because VA wants to assure such individ- 
uals are provided due process before being reported to the federation. 
But VA’S General Counsel has not determined whether a hearing is neces- 
sary to provide that assurance.:j Consequently, as of May 1, 1989, v.4 had 
not reported six physicians to the federation whom it reported to the 
state licensing boards between March 1988 and January 1989. These 

.‘As of May 1, 1989. the Office of General Counsel was finalizing a policy to address whethvr a trtw 
ing is required for due process. 
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physicians were reported to state licensing boards, according to attor- 
neys in VA'S dffice of General Counsel, because these boards provide 
physicians with due process before taking action against a license. The 
attorneys told us that, in contrast, the federation accepts what is pro- 
vided and does not independently investigaL: the facts. The Office of 
Clinical Affairs official responsible for reporting physicians said that 
until the General Counsel’s decision is final, she would not report any 
more physicians to the federation. 

VA is concerned about not violating the due process rights of physicians 
who leave VA before a hearing. However, due process can be satisfied by 
providing an opportunity for a hearing after the physician has retired or 
resigned. Those who choose not to have a hearing generally could still be 
reported to the federation. 

Significant Delays in 
Reporting Physicians to 
State Boards and the 
Federation 

In the 12 cases approved for reporting to state boards since 1986, VA 
took an average of 9 months from the time the Medical Inspector 
received a request from a medical center to report a physician until the 
time it approved reporting. Five additional requests to report physicians 
have been pending for an average of 21 months. According to the Medi- 
cal Inspector, delays are caused by inadequate documentation from the 
medical centers. 

Because of the time lapse in both the approved and the pending cases, 
state boards and the federation did not have current ~4 information 
about terminated physicians. If these physicians immediately applied 
for another position or license after they left VA, there would be no rec- 
ord on file at the state board or federation to indicate that a problem 
with the physicians’ prior performance had been identified. The follow- 
ing case, which was originally sent to the Medical Inspector in December 
1986 and was closed in January 1989, illustrates the situation. 

In 1986, a VA medical center had alleged that a physician was clinically 
incompetent for (1) misdiagnosing a brain tumor as a sinus headache, 
(2) failing to order the tests necessary to rule out a subdural hematoma’ 
until 3 days after admitting the patient, and (3) prescribing ampicillin 
(a synthetic penicillin) even though the medical record stated that the 
patient was allergic to penicillin. The physician resigned after being 
notified of his unsatisfactory performance, but before a formal investi- 
gation could be completed. 

‘A blood tumor in the brain. 
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In April 1987, while VA was considering whether to report him, the 
licensing board in a state where the physician had applied for a license 
asked for a written statement concerning such things as the physician’s 
character and physical, mental, and professional competence. In its 
response to the state board, the VA medical center stated that, at the time 
the physician resigned, management was concerned about the physi- 
cian’s “clinical competence and patient administration.” In July 1987, 
the Medical Inspector received a request for information from a hospital 
where the physician had applied for a staff position. In January 1988, 
the state licensing board again requested information concerning the 
physician. In January 1989, the medical center was given permission to 
notify the state licensing board about the physician. VA still had not 
responded to the hospital’s request however. 

VA’s Cautionary List VA maintains a cautionary list that identifies physicians who are charged 

Is Incomplete 
with unsatisfactory performance, alcohol or drug abuse, unethical or 
unprofessional conduct, and mental or emotional instability. These crite- 
ria are similar to those used by DOD to report physicians and the state 
boards to take actions against a physician. But VA is not using this tool 
effectively. 

In its 1985 review, VA’S Inspector General identified 38 physicians with 
current or previous sanctions against their licenses who had left VA 
because (1) their appointments were canceled, (2) their training was 
completed, (3) they resigned or retired, or (4) they were terminated by 
VA. Our review of VA documents indicated that using VA'S criteria, 30 of 
these physicians should have been considered for inclusion on the cau- 
tionary list. However, none of these physicians were included, and 
nothing in VA’S records indicates that such action was considered. For 
example: 

l A medical center suspended a physician’s privileges for poor patient 
care documentation and patient complaints. Additionally, other 
instances of inadequate or incomplete medical examinations were found 
in the medical records after the physician resigned. This physician 
should have been considered for the cautionary list because of poor 
performance. 

. A medical center terminated a full-time physician for not possessing an 
unrestricted license. The state licensing board based its licensing action 
on the physician’s drug-prescribing practices, and the medical center 
had previously revoked his prescribing privileges. This physician should 
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have been considered for the cautionary list because he did not have an 
unrestricted license. 

In 1986 VA’S Medical Inspector conducted a review of VA’S placement of 
physicians’ names on a cautionary list. The Medical Inspector concluded 
that there was a need for such a list to supplement other information 
when making appointment decisions. In his opinion, the then-current 
cautionary list did not meet this need. Recommendations were made and 
ultimately accepted by the Acting Deputy Chief Medical Director in Jan- 
uary 1987 to update and improve the list. One of the specific recommen- 
dations was to automatically include all names of individuals who are 
reported to state licensing boards on a cautionary list. This recommen- 
dation was not implemented, and only 5 of the 12 physicians reported to 
state boards since 1986 have been placed on it. Revised procedures are 
expected to be issued during fiscal year 1989. 

In his letter dated July 11, 1989 (see app. II), however, the Secretary 
informed us that in order to protect the rights of individuals who could 
potentially be included on the cautionary list, VA had pledged to cogni- 
zant congressional committees that the list would be used carefully and 
judiciously. In VA’S opinion, a policy of including the names of all physi- 
cians reported to state licensing boards or the federation on a cautionary 
list would be inconsistent with VA’S commitment to use the list carefully 
and judiciously. The Secretary stated that the determination as to 
whether a person will be included on the list is based solely on whether 
any of a variety of errant behaviors with which an individual has been 
charged involves jeopardy to the health and safety of patients. Accord- 
ing to the Secretary, that standard carries with it more demanding due 
process rights than the standard for reporting to state licensing boards. 

We disagree with the Secretary’s position on this matter. Under existing 
practice, a physician employed by VA would be reported to a state licens- 
ing board or the federation only for clinical incompetence. Thus, inclu- 
sion of their names on a cautionary list would not be inconsistent with 
VA’S commitment to use the list carefully and judiciously. Further. 
according to VA guidance, an individual can be placed on a cautionary 
list for a variety of reasons, including unethical conduct or conduct 
unbecoming to a professional. This encompasses a much broader spec- 
trum of offenses than those involving only the health and safety of 
patients. 

We also disagree with the Secretary’s statement that the due proctbss 
standards for an individual considered for the cautionary list are more 
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demanding than those for an individual being considered for reporting 
to a state licensing board. The due process requirements are signifi- 
cantly less demanding for individuals considered for a cautionary list 
than for individuals considered for reporting to a state licensing board. 
Specifically, if an individual is being considered for a cautionary list. 
W’S Office of Personnel will send a letter to the individual at his or her 
last known address giving the reasons why the individual’s name is sug- 
gested for placement on the list and offering the person a chance to pro- 
vide a written rebuttal before a decision is made. If the person does not 
respond within the specified period, his or her name will be added to the 
list. If there is a response, further discussion will occur before a final 
decision is made. The individual will be notified of VA’S final decision. 

The requirements for reporting a physician to a state licensing board- 
which are far more stringent-are cited on page 39. 

Conclusions VA is not providing complete and current information on its former phy- 
sicians to the state boards, the federation, or even its own medical cen- 
ters. As a result, the potential exists for allegedly “problem” physicians 
to leave VA with no record of their actions on file at the state licensing 
board or the federation. These physicians could then be hired to treat 
patients by a private sector hospital or even another VA medical center. 

To overcome this situation, the following three initiatives should be 
taken: (1) amend reporting criteria, (2) establish a policy on and inform 
medical centers of procedures to follow to assure that physicians who 
retire or resign before a hearing are provided due process so that they 
can be reported to the federation, and (3) require the collection of sup- 
porting documentation. Specifically, Public Law 99-166 should be 
revised to make VA’S reporting criteria similar to those already estab- 
lished by the state boards. Such a change would be consistent with title 
IV of Public Law 99-660, which requires physicians to be reported when 
their privileges have been restricted or revoked for reasons relating to 
professional competence and conduct. Further, after VA'S Office of Gen- 
eral Counsel issues its opinion on what constitutes due process for phy- 
sicians who have left VA before formal action is taken against them, the 
medical centers should be informed of the procedures to be follolved to 
assure that due process is provided to those physicians before their 
names and reported to the federation. 

In addition to these actions, VA’S central and regional offices should help 
assure that the medical centers know what documentation needs to be 
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collected to support a case against a deficient performer. Without these 
data, cases for reporting will continue to be rejected, the time it takes to 
report a physician will continue to be unacceptably long, and problem 
physicians will be allowed to leave VA to continue their work for other 
employers. 

VA should also take actions to improve its internal mechanism to warn 
medical centers about problem physicians. The cautionary list should be 
updated to include former \i~ physicians reported to the states or the 
federation; it should be used by medical centers to avoid hiring problem 
physicians previously identified by VA. 

Recommendation to 
the Secretary of 
Veterans Affairs 

We recommend that the Secretary require the Chief Medical Director to 
work with the Office of General Counsel to develop a policy and estab- 
lish guidance on how to provide due process to physicians who resign or 
retire before receiving a hearing. 

Recommendation to 
the Congress 

We recommend that Public Law 99-166 be amended to expand the physi- 
cian reporting criteria beyond clinical competence. Suggested wording 
for the amendment follows: 

Section 204 (b)(3)(B) of Public Law 99-166 is amended as follows- 

(1) by inserting “or professional performance” after “clinical compe- 
tence” in subparagraphs (i) and (iii); and 

(2) by adding the following new language at the end thereof: “For the 
purposes of this paragraph the following factors shall be considered in 
determining ‘professional performance’: 

“(a) narcotic violations or drug abuse; 

“(b) alcoholism; 

“(c) unprofessional conduct; 

“(d) felony conviction; 

“(e) fraud; 
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“(f) psychologically or psychiatrically diagnosed mental disease; 

“(g) physical limitations; or 

“(h) any conduct deemed by the Secretary that places the safety of 
patients at risk.” 

Agency Cornrnents In his July 11, 1989, letter (see app. II), the Secretary concurred with 
our recommendation that VA develop a policy and establish guidance on 
how to provide due process to physicians who resign or retire before 
receiving a hearing. The task has been assigned to the Veterans Health 
Services and Research Administration in conjunction with the Office of 
General Counsel. But no time frames were cited in the Secretary’s letter 
for completion of this effort. 

The Secretary presented an alternative to our recommendation to the 
Congress that lblic Law 99-166 be amended to expand the physician 
reporting criteria beyond clinical incompetence. VA proposes to develop 
immediately, new and comprehensive regulations that will clearly 
require medical center reporting of problem physicians and other health 
care professionals. The reporting criteria will be based on clinically rele- 
vant factors and would exclude nonclinically related offenses, such as a 
conviction for income tax problems. The Secretary stated that if, when 
developing these regulations, VA finds that statutory authority is neces- 
sary to accomplish this, a legislative proposal, coordinated with the 
Office of Management and Budget, will be submitted in a timely manner. 

We disagree with limiting the scope of the proposed reporting criteria to 
clinically relevant factors. In our opinion, the reporting criteria should 
be similar to those already being used by state licensing boards for pri- 
vate sector physicians, which include both clinical and nonclinical areas, 
such as felony convictions and unprofessional conduct. Further, we 
believe that Public Law 99-166 currently confines VA’S authority to 
reporting physicians only for conduct that directly relates to clinical 
competence. Hence, we continue to recommend that the legislation be 
amended in a manner similar to that discussed on page 47. 
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VA Medical Centers Reviewed by GAO 

Medical center DescriDtionb 
Number of physician9 

F/T PIT C&A Res. Total 
Clarksburg, West Vrrgrnra 

Dallas, Texas 

Hines, lllinors 

Madison, Wisconsrn 

San Antonio, Texas 

San Diego, California 

Sepulveda. California 

An acute general medical and surgical facrlrty affiliated wrth West 20 2 83 15 120 
Vrrgrnra Unrversity. It has an authorized capacity of 251 hosprtal beds .-.-..__ 
A tertiary, acute general medical, surgical, and psychiatric facility In 70 69 186 444 777 
east-central Texas affiliated with the University of Texas It has an 
authorized capacity of 868 hospital and 120 nursing home care beds 

A tertiary, acute general medical, surgrcal, psychratnc, and nursing 116 94 217 193 620 
home care facility located west of Chicago affiliated with the 
University of Illinois and Loyola University. It has an authorized 
capacity of 1,291 hospital and 240 nursing home care beds. 

An acute general medical, surgical, and psychiatric facility located in 28 55 138 84 305 
south-central Wisconsrn affiliated with the Unrversrty of Wisconsin. It 
has an authorized capacity of 346 hospital beds. 

A tertiary, general medical, surgical, and psychiatric facility located in 29 105 133 128 395 
south-central Texas affiliated with the University of Texas. It has an 
authorized capacity of 704 hosprtal and 120 nursing home care beds. 

A tertiary, acute general medical, surgical, psychratnc, and nursing 40 147 161 158 506 
home care facility located in southern California affiliated with the 
University of California at San Diego. It has an authorized capacity of 
701 hospital and 60 nursing home care beds. 

A tertiary, acute general medical, surgical, psychiatric, and nursing 80 64 211 116 471 
home care facility located in southern California affiliated with the 
University of California at Los Angeles. It has an authorized capacity 
of 685 hosoital and 200 nursina home care beds. 

Washington, D.C A tertiary, acute medical, surgical, and psychiatric facility in the 
northwest section of D.C. affiliated with Georgetown Universrty, 
George Washington Untversity, and Howard Unrversity. It has an 
authorized capacitv of 708 hospital and 120 nursino care beds. 

120 35 219 153 527 

Legend 
F/T = Full-trme 
P/T = Part-trme 
C&A = Consultrng and attendlng 
Res = Residents 
aBased on our analysts of the June 30. 1985, data base provided by VA’s Inspector General 

bBased on the December 1985 VA report, FY 1986-1990 Ftve Year Medlcal Faclllty ConstructIon Needs 
Assessment 
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QD 

Office of the Secretarv 
nf Veterans Affairs 

WashIngton DC 20420 

Department of 
Veterans Affairs 

kr. Lawrence H. Thompson 
Assistant Comptroller General 
Human Resources Division 
U. S. General Accounting Office 
Washington, DC 20548 

Dear Mr. Thompson: 

I am responding to your draft report VA HEALTH CARE: 
ImDrovements Needed in Procedures to Assure Phvsicians Are 
Qualified. (GAO. Mav 30, 1989). 

We thank Senator Frank Murkowski for his interest in the 
Department of Veterans t Affairs (VA) credentialing and privileging 
program and welcome this GAO report that identifies major flaws in 
this critical area. We appreciate the opportunity to respond to 
your thorough and helpful review of VA's performance and agree that 
the findings in the report are basically correct. 

The Department is already taking steps to live up to the 
letter and spirit of Public Law 99-166 that clearly reflects the 
intent of Congress that VA develop and implement a comprehensive 
credentialing and privileging process. These steps will correct 
the situation identified by GAO to assure that there will be no 
further breakdowns in complying with the law. 

The Department of Veterans Affairs is committed to a totally 
effective credentialing and privileging program so our nation's 
veterans can be assured they are receiving the best possible 
quality of care from qualified physicians. The enclosure addresses 
all of the report recommendations. 

Enclosure 
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Enclosure 

DEPARTMENT OF VETERANS AFFAIRS COMMENTS ON THE MAY 30, 1989, 
GAO REPORT VA HEALTH CARE: IMPROVEMENTS 

NEEDED IN PROCEDURES TO ASSURE PHYSICIANS ARE OUALIFIED 

GAO recommends that I require the Chief Medical Director to: 

-- Fulfill the commitments made to the House and Senate 
Veterans' Affairs Committees in 1986 to improve the 
credentialing process. This includes taking the steps 
necessary to assure the medical centers' compliance with 
credentialing guidance and performing a match of VA's 
data regarding currently employed physiciansl licenses 
with data from the federation. 

We concur with the recommendation. In 1986, the Veterans 
Health Services and Research Administration (VIiS&RA) and the Office 
of Personnel and Labor Relations coordinated the development of 
credentialing procedures to correct problems the Inspector General 
identified in 1985. The resulting policies and guidance issued in 
1986 in Circulars 10-86-23 and 10-86-84 were intended to provide 
clear and unambiguous instructions for verifying the credentials 
of physicians being considered for appointment at VA medical 
centers. Before we received your report the Office of Personnel 
and Labor Relations developed and now has in final concurrence a 
new draft policy statement on credentialing of title 38 employees. 
We are aware of the changes in credentialing requirements made by 
the Joint Commission on Accreditation of Health Care Organizations 
(JCAHO) in 1989, and are revising our credentialing and privileging 
policies to reflect these and other changes. Revised VHS&RA 
guidelines should be drafted for initial review in July with final 
publication expected in December 1989. 

The report states, "In 1988, VA identified the credentialing 
and privileging of physicians as a high risk area under the 
Financial Integrity Act." It should be clarified that, as part of 
the Internal Control Program, Central Office has never identified 
credentialing and privileging as a material weakness. However, it 
was locally identified as a high risk area by several individual 
medical facilities. 

Licensure and credentials verification policies and procedures 
have been included in our annual title 38 training programs for 
personnel staffs, and to facilitate the verification process, we 
published Personnel Circular Letter 88-3 that provided field 
facilities with a roster of all physician state licensing boards. 
VHS&RA and the Office of Personnel and Labor Relations are 
preparing to conduct the required biennial VA-Federation of State 
Medical Boards records match in August 1989. They will also 
cooperate in any required followup action on employees whose 
licenses show evidence of some form of disciplinary action. 
Integral to this effort will be a properly promulgated system of 
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records, concurred in by the General Counsel and approved by the 
Secretary, that will allow collection and retention of 
credentialing information in conformance with the Federal 
Government's Privacy Act. 

GAO suggests that requesting information from the Federation 
of State Medical Boards was not as desirable as requesting 
information directly from state licensing boards, since "this would 
not indicate whether any sanctions have been taken recently or are 
in the process of being taken against an applicant." We disagree. 
Some state boards, e.g. Florida, refuse to release information on 
disciplinary matters prior to final action being taken. 

-- Incorporate procedures in regional office survey 
requirements to assure that each medical center's 
compliance with VA's credentialing guidance is examined 
and corrective action is taken in a timely manner. 

We concur with the recommendation. VHS&RA has developed a 
proposed reorganization of the Department's quality assurance 
functions. That proposal is now under review by the Deputy 
Secretary and appropriate staff offices. A primary objective of 
the reorganization is to better integrate quality assurance 
functions with Clinical Affairs programs and with operational line 
management. The proposal assigns quality assurance to a new 
Assistant Chief Medical Director (ACMD) who will report directly 
to the Associate Deputy Chief Medical Director (ADCMD), a status 
equivalent to the ACMD for Clinical Affairs and the Regional 
Directors. Thus, both program management and program review 
officials will report to the ADCMD who will be directly responsible 
to the Chief Medical Director (CMD) and Deputy CMD for quality 
assurance activities. This reorganization, along with the revised 
and strengthened policy guidelines discussed above, should help to 
rectify the compliance problems identified by your evaluators. 

-- Obtain assurances from affiliated medical schools that 
residents' backgrounds have been adequately checked 
before they are sent to VA. 

We concur with the recommendation. The target completion date 
for new policy guidance on verification of credentials for 
physician residents is November 1989. This will allow the new 
procedures to be effective with the academic residency year 
beginning July 1, 1990. The basic groundwork was laid last 
September when a work group examined the issue from the points of 
View of both VA and the affiliated medical schools. Current 
discussions also include the Association of American Medical 
Colleges. This consultation will intensify during the next several 
months. The credentialing program will include a revised residency 
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application form that will solicit license certification from the 
medical schools, as well as other background information similar 
to that requested on the already updated VA physician application 
form. 

When discussing residents, the report states, "VA will have 
to check all credentials with the issuing organization if it 
expects its medical centers to comply with the Joint Commission 
accreditation requirements instituted in January 1989." The Joint 
Commission has no requirements for either credentialing or 
privileging of residents. 

The report also states that "two of these chiefs of staff 
believed that the responses of employers were more candid when they 
requested oral rather than written responses." It should be noted 
that written responses are preferred to oral responses, and 
whenever possible, oral responses should be followed up by written 
responses. In certain situations, telephone checks are in 
accordance with both VA and JCAHO policies as long as they include 
a report of contact or memorandum for the record that includes who 
was spoken to, the contact's position, the date of the call, a 
summary of the information provided and the reason the telephone 
check was made in lieu of a written communication. 

The GAO report also states that experts in the non-Federal 
sector reported that VA's guidance is lqadequate.@' We would point 
out that a recent study for the President's Council on Integrity 
and Efficiency found the VA policies on credentialing and 
privileging to be among the best of all the Federal agencies in the 
study Phvsicians ADDlVinCl for Federal Service: Reuuirements and 
Credentials Verification, October 1988. 

We question the legitimacy of using Federal Bureau of 
Investigation arrest records to make general judgments about the 
resident screening process. VA would be ill directed to make any 
judgments based on unresolved charges from years ago. 
Specifically: 

0 Fewer than 1% of the 16,756 residents matched had arrest 
records 
0 The match spanned nearly 20 years 
0 The disposition of the cases is unknown--were they 
convicted or merely charged 

Second, even if the individual had been convicted, medical school 
and VA officials may have been aware of some of those convictions 
and made appropriate suitability determinations. VA's current 
physician application form only asks individuals if they have ever 
been convicted of a felony or any firearms or explosives offense 
or any other crimes during the past 7 years. 

Page 54 GAO/HR.D89-77 VA Physician Qualifications 



AppertdixII 
Comments From the Department of 
Veterans Affairs 

4. 

-- Revise VA's physician application form to require full 
disclosure of any drug or alcohol dependency problems. 

We agree in principle that full disclosure of any drug or 
alcohol dependency problems is important to an effective 
credentialing process. However, we believe that there are a 
variety of viable alternatives to obtaining this information. We 
are exploring the best possible mechanisms to identify physicians 
with drug or alcohol dependency problems. For example, drug or 
alcohol problems that affect employment suitability would typically 
be revealed by other questions already on the application. We ask 
whether the individual has been involved in malpractice 
proceedings, been discharged from employment during the past 5 
years, resigned or retired pending disciplinary action or been 
questioned concerning clinical competence during the past 5 years, 
been convicted of a felony or firearms violation, been convicted 
of any crime during the past 7 years, etc. 

GAO also recommends that I require the Chief Medical Director 
to 

-- fulfill the commitments made to the House and Senate 
Veterans' Affairs Committees in 1986 to improve VA’s 
privileging process. This includes issuing privileging 
guidance that would specify (1) the documentation needed 
to support privileging decisions and (2) the types of 
physicians that should be privileged. 

We concur with the recommendation. We fully recognize the 
importance of having current and accurate delineation of clinical 
privileges for all appropriate staff. The local medical 
facilities' Professional Standards Boards have the fundamental 
responsibility to serve "as the mechanism to meet JCAHO 
requirements concerning the method of selection of applicants, 
reviewing delineation of clinical privileges, and evaluation of 
professional performance." (M-l, Part 1, Chapter 1, Section VII, 
Management functions, paragraph 1.77, Mandatory Committees/Boards, 
subparagraph d. Professional Standards Boards) The 1982 VA 
Regulations that established the Health Services Review 
Organization (HSRO) included credentialing and delineation of 
clinical privileges as a mandated HSRO/SIR (Systematic Internal 
Review) function. JCAHO has outlined the requirements for 
delineation of clinical privileges in its accreditation manuals. 
Since all VA medical facilities are JCAHO-accredited, we did not 
see a reason to reiterate the standards in a specifically published 
document. On March 31, 1986, VHShRA issued Circular 10-86-41, 
Reduction or Revocation of Clinical Privileges. This issue is VA- 
specific and does not duplicate JCAHO standards. 

Based on your findings, it appears GAO believes implementation 
would be improved by having such requirements published as separate 
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VA documents. The Office of Clinical Affairs convened a 
credentialing and privileging working group in May 1989 to generate 
such policy and procedural guidelines: publication is expected by 
December 1989. In addition, a properly promulgated system of 
records, to collect and maintain credentialing and privileging 
information, will be established in conformance with the Federal 
Government's Privacy Act. The system will assist facilities in 
complying with the JCAHO requirement to establish individual 
practitioner-specific credentialing and privileging files. 

-- Require regional officea to follow up on medical centers' 
proposed corrective actions and assure that they have 
been properly implemented. 

We concur with the recommendation. VHSERA, through its 
HSRO/SIR, has recognized the need and defined a process to monitor 
and evaluate compliance with credentialing and privileging 
requirements. However, it is apparent from this report that more 
specific procedures for monitoring need to be issued. The CMD has 
directed that requirements be established in the Regional 
Directors' performance standards, as well as those of each medical 
facility's top management and personnel staff, to ensure that all 
credentialing and privileging guidelines are monitored. 

-- Enter into a memorandum of understanding with Health and 
Human Services (EHS) to utiliae and support the national 
clearing house of physicians. 

VA has participated in the development of the National 
Practitioner Data Bank (NPDB) since its inception. VHS&RA is 
represented on the NPDB executive committee. Pending resolution 
of several technical issues by the Offices of Clinical Affairs, 
Personnel, and General Counsel, we expect to sign a memorandum of 
understanding with the Department of Health and Human Services this 
summer. Accordingly, the Department's credentialing and 
privileging guidelines will incorporate specific guidance for 
accessing information on VA employment applicants from NPDB and for 
the reprivileging of all professionals for whom information is held 
in the NPDB. 

The report erroneously refers to the NPDB, created by Public 
Law 99-660 as a "clearinghouse.U@ Both the HHS staff and the 
contract vendor who will operate the NPDB have indicated to us that 
it is not a clearinghouse. Nor is it a repository of physicians' 
credentials. Rather, it is a source of information regarding the 
payment of malpractice claims, clinical privilege reductions in 
excess of 30 days, and state licensing board actions. Further, at 
a recent meeting of the NPDB executive committee, HHS 
representatives indicated the data bank would not likely be 
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initiated until 1990, rather than July 1989 as indicated in the 
report. 

Furthermore, the report states that entering into this 
memorandum of understanding *'could alleviate some of the litigation 
concerns.** It should be noted that the immunity provisions of 
PL 99-660 do not apply to those in the public sector. 

GAO also recommends that I require the Chief Medical Director 
to work with the office of General Counsel to develop a policy and 
establish guidance on how to provide due process to physicians who 
resign or retire before receiving a hearing. 

We concur with the recommendation. VHS&RA, in conjunction 
with the Office of General Counsel, will develop an appropriate 
policy that will establish guidance on providing due process to 
physicians who resign or retire before receiving a hearing. 

The Privacy Act demands that information reported to State 
licensing boards be "reasonably" accurate. This has resulted in 
some physicians being reported to state boards and not being added 
to the cautionary list. In such cases, VA is applying the Privacy 
Act standard in assuring reasonable accuracy of reported 
information. The responsibility for seeing that such individuals 
receive due process lies with the state licensing board. The 
Federation routinely obtains information on those cases that result 
in formal adverse action. It then compiles the information for 
access in the credentialing process. 

GAO also recommend8 that Public Law 99-166 be amended to 
expand the physician reporting criteria beyond clinical competence. 

VA proposes to immediately develop new and comprehensive 
regulations that will clearly require medical center reporting of 
problem physicians and other health care professionals. The 
reporting criteria will be based on clinically relevant factors. 
For example, this would exclude a conviction for income tax 
problems. If, when developing these regulations, we find statutory 
authority is necessary to accomplish this VHShRA mandate, a 
legislative proposal, coordinated with the Office of Management and 
Budget, will be submitted in a timely manner. VIE&PA will work 
with the General Counsel to prepare the regulations. 

General Comments 

On page 75 the report contains the statement, "VA must also 
take actions to improve its internal mechanism to warn medical 
centers about problem physicians. The cautionary list should be 
updated to include former VA physicians reported to the states or 

, 
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Appendix II 
Comments From the Department of 
Veterans Affairs 

Nowon p.41. 

Nowon p.40. 

Nowon p.50. 

the federation: it should be used by medical centers to avoid 
hiring problem physicians previously identified by VA." 

In response to past charges that the list was subject to abuse 
and to protect the rights of individuals who could potentially be 
included on the list, VA had pledged to cognizant congressional 
committees that the cautionary roster would only be used carefully 
and judiciously. The report suggests that each physician reported 
to state licensing boards and or the Federation of State Medical 
Boards (FSMB) also be included in the cautionary list. Adopting 
this policy would be inconsistent with VA's commitment to use the 
list carefully and judiciously. The determination that a person 
should be listed is based solely on whether any of a variety of 
errant behaviors with which an individual has been charged involves 
jeopardy to the health and safety of VA patients. That standard 
carries with it more demanding due process rights than the standard 
for reporting to state licensing boards. In summary, cautionary 
list practices have been consistent with the purpose of the list. 
For future purposes, particularly as credentialing practices 
tighten and licensure information becomes more widely shared, VA 
will reevaluate the list's usefulness. 

The following information in the GAO draft report should be 
corrected: 

0 VA policy on credentialing and privileging procedures 
covers intermittent physicians as well. 

0 The table on page 66 VA Criteria for Renortins Physicians 
Is More Restrictive than DOD's and State Licensina Boards Criteria, 
does not agree with the narrative on page 65. The narrative 
discusses the case of a VA physician reported to a state board for 
drug use: yet the table on the succeeding page indicates VA does 
not report such individuals. 

0 Appendix I on pages 79 and 80 includes a column for the 
number of fee basis physicians at each of the eight VA facilities 
in the study. The numbers reported appear questionable--there were 
no fee basis physicians listed for the Hines VA medical center. 
These data should be verified. Further, the total number of fee 
basis physicians is not relevant to the report, since the 
credentialing and privileging issue covers only on-station fee 
basis physicians. This column should be deleted entirely or 
revised to include only the correct number of on-station fee basis 
physicians at each facility. 
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