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Contracted Residence Programs Need Stronger Monitoring to
Ensure Veterans Experiencing Homelessness Receive Services

Executive Summary

VA’s FY 2018-2024 Strategic Plan includes the objective of eliminating veteran homelessness.
The Health Care for Homeless Veterans (HCHV) Program, a component of the Veterans Health
Administration’s (VHA) Homeless Program Office, provides outreach, case management, and
transitional housing to veterans experiencing homelessness who want to obtain permanent
housing. VA medical facility staff work with Contracted Residential Services (CRS) program
contractors to provide temporary housing and services to veterans experiencing homelessness
while helping them transition to stable housing.

The VA Office of Inspector General (OIG) conducted this audit to determine whether VHA
effectively monitored veterans and administered CRS contracts to ensure veterans received
needed services, contractors met the terms and conditions of their contracts, and VHA used funds
appropriately.

What the Audit Found

The audit team found improved case management documentation and monitoring are needed to
ensure veterans receive appropriate transitional housing services. Case management is an
ongoing, cooperative process between facilities and veterans to evaluate veteran needs, plan
treatment, assess if the treatment is working, and advocate for changes to treatment plans.
Documenting this process helps provide veterans with the best care possible and establishes a
record for continuity of care if veterans require multiple stays in medical facilities. In order to
properly monitor and oversee veterans’ progress at the contractor residences, CRS staff should
have regular communication with the veterans and contractor staff.

VHA could not confirm that all veterans participating in CRS programs received the assistance
and services they needed to transition to permanent housing due to incomplete case management
documentation and inconsistent monitoring. The audit team reviewed the electronic health
records of 168 sampled veterans who were enrolled in CRS programs at six medical facilities
between May 1, 2018, and April 30, 2019 (the review period). CRS staff at these six medical
facilities did not consistently document the case management services provided to over half of
the sampled veterans. Eighty-six of the 168 reviewed veterans (51 percent) lacked required case
management documentation. VHA policy does not explicitly define the amount of contact CRS
staff should have with veterans or contractor residence staff to monitor veterans while they are in
the program, other than the requirement that CRS staff maintain, at a minimum, monthly
progress notes to track veterans’ progress. Thus, interviews with CRS staff at the reviewed
medical facilities and contractor residence staff disclosed that the monitoring of veterans varied
greatly between the medical facility CRS programs. For example, CRS program staff at one
medical facility acknowledged they did not consistently conduct monthly follow-up visits or
calls to monitor veterans until after a Homeless Program Office audit identified monitoring
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issues, while CRS staff at other facilities reported they regularly communicated with veterans
and contract staff at residences even if they did not always document their contacts or meetings
in the veterans’ electronic health records.

Based on these results, the team projected about 3,400 of the 6,800 veterans (50 percent) in the
24 largest CRS programs—those with expenditures exceeding $1 million—had case
management documentation deficiencies during the audit’s review period.! CRS staff provided
various reasons for the case management documentation and monitoring problems, including
staffing and resource constraints that made it difficult for them to monitor veterans across
multiple residences and different policy interpretations as to what needed to be documented in
the veterans’ electronic health records. Moreover, VHA’s Homeless Program Office did not
establish controls at the regional network or medical facility levels to identify noncompliance
with program requirements.

The audit team also reviewed a sample of 14 CRS contracts during the review period and found
stronger contract monitoring and administration are needed to safeguard veteran and taxpayer
interests. CRS staff—who also served as contracting officer’s representatives (CORs) and were
members of the medical facility inspection teams—did not always ensure contractors met CRS
program and contract requirements. The audit team reviewed the Health Care for Homeless
Veterans Program Handbook (the handbook) and CRS contracts, which require contractors to
maintain, at a minimum, sanitary housing, case management documentation for program
participants, and a medication control system.> However, four of the 14 CRS contracts reviewed
had performance deficiencies in these three areas, and one of these contracts resulted in improper
payments of up to $592,000.% These deficiencies could affect the health and safety of veterans
living in transitional settings. Furthermore, VA lacks assurance veterans received the services
required by the contracts.

In addition, CORs did not always properly monitor payments and comply with contract and
regulatory requirements to prevent improper payments. These issues in 13 of 14 reviewed CRS
contracts at the six reviewed medical facilities led to an estimated $7 million in improper

! The statistically projected error rate does not match the error rate from the sample due to the statistical weighting
of the sample. For more information on the audit scope and methodology and statistical sampling methodology,
refer to appendixes A and B.

2 VHA Handbook 1162.09, Health Care for Homeless Veterans Program, May 2, 2014.

3 OMB Circular A-123, app. C, “Requirements for Payment Integrity Improvement,” June 26, 2018. The appendix
states, “An improper payment is any payment that should not have been made or that was made in an incorrect
amount under statutory, contractual, administrative, or other legally applicable requirements. When an agency’s
review is unable to discern whether a payment was proper due to insufficient or lack of documentation, the payment
must also be considered improper even if there is no monetary loss.” Appendix C of this report presents monetary
impact.
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payments, of which about $6 million was considered technically improper.* Contracting officers
did not always provide letters of delegation to CORs giving them the authority to approve
payments and monitor contractors; CORs at one medical facility did not make sure contractors
provided three daily meals or the means to purchase and prepare meals as required by the
contracts; and one COR did not obtain supporting documentation, as required by the contract,
prior to approving invoices.

The contract monitoring and administration deficiencies led to an estimated $7.6 million in
improper payments. Based on this amount, the team estimated that VHA made about

$35.3 million in improper payments on 107 of the 119 contracts (90 percent) during the
12-month period ending April 30, 2019, due to contract monitoring and administration
deficiencies.®> Of the total improper payment amount, about $21.6 million was considered
technically improper.°

Contract monitoring problems occurred because contracting officers did not always hold and
document quarterly meetings with CORs to evaluate contractor performance as required.’
Further, contracting officers did not always include quality assurance surveillance plans in
contracts as required, or make certain that CORs used surveillance plans when they were
included in the contracts.® In addition, CORs may have reduced the effectiveness of their own
monitoring when they provided contractors advance notice of annual inspections and quarterly
evaluations. For example, one COR, who provided advance notice of the inspections, did not
find any case management documentation deficiencies in the one annual inspection and three

4 The FY 2019 OMB Paymentaccuracy.gov Data Call Instructions define a technically improper payment as a
payment made to the right recipient for the correct amount, but the payment process failed to follow an applicable
statute or regulation. This definition of a technically improper payment is also included in OMB Circular A-123,
app. C, “Requirements for Payment Integrity Improvement,” issued on March 5, 2021. Although the time frame of
this audit preceded the March 2021 circular, the payments at issue are technically improper under both the FY 2019
OMB Paymentaccuracy.gov Data Call Instructions and the circular.

5 The audit statistically selected contracts from large CRS programs that had expenditures in excess of $1 million
during the review period. This resulted in a universe of 24 programs with a total of 119 contracts and about
$51 million in expenditures.

¢ The remaining $13.7 million is an estimate of the total estimated improper payments and represents the possible
monetary losses associated with CRS contract monitoring and administration deficiencies during the 12-month
review period. However, the audit team did not consider these estimated improper payments recoverable based on
its review. A lack of documentation prevented the team from calculating the specific amounts due from each
contractor, or the calculated amounts were so small that a recovery was not warranted.

7 The handbook states that as part of ongoing monitoring activities, the COR and contracting officer will have
documented quarterly meetings. VHA Procurement Manual, part 801.603-70, “Contracting Officer Representative
SOP [Standard Operating Procedure],” March 11, 2019. The manual states contracting officers must meet with
CORs on at least a quarterly basis for all healthcare services contracts, document that the meeting took place, and
note the items reviewed and discussed.

8 FAR 37.601(b)(2) requires performance-based contracts for services to include “measurable performance standards
... and the method of assessing contractor performance against performance standards.” FAR 46.401(a) states
quality assurance surveillance plans should be prepared in conjunction with the preparation of the statement of work
and specify all work requiring surveillance and the method of surveillance.
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quarterly evaluations conducted prior to the audit. However, the audit team’s unannounced visit
to this contractor’s residence disclosed the contractor was missing significant amounts of case
management documentation for all 28 veterans the audit team reviewed.

The contracting officers the audit team interviewed attributed contract administration problems,
such as the failure to delegate authority to the CORs and to hold and document quarterly
meetings with CORs to evaluate contractor performance, to contracting office turnover, limited
staff, overwhelming workloads, and the contracting officers’ inexperience with healthcare
contracts. Further, Network Contracting Offices’ peer reviews, which were intended to detect
these types of administration problems in the contracts, did not detect the CRS contract files
lacked required copies of COR delegation letters and documentation of quarterly evaluation
meetings with the CORs. Finally, CORs sometimes overpaid contractors and authorized
payments for days after the veterans had already exited the program or exceeded the number of
contractually allowed absences.” These overpayments occurred because the CORs did not always
obtain supporting documentation for contract invoices, and because contracts varied on the
extent VA could pay for absences, potentially leading to confusion. The audit team also noted
that the lack of guidance on the payment of allowable veteran absences in CRS national policy
appeared to contribute to the variations in the contracts’ provisions and the CORs’ authorization
of improper payments.

What the OIG Recommended

The OIG made three recommendations to the acting under secretary for health to improve
documentation of case management services, contractor monitoring, and contract administration.
The OIG recommended (1) establishing monitoring controls to ensure CRS staff comply with
handbook requirements, (2) updating VHA Handbook 1162.09 to incorporate unannounced site
visits for annual inspections and quarterly evaluations, and (3) including guidance in the
handbook on paying for veteran absences, as well as making certain that these requirements are
reflected in contracts and surveillance plans.

The OIG also made two recommendations to the VHA executive director for procurement to
improve oversight of contractor residences and administration of contracts to ensure veterans
receive quality care and to prevent improper payments. The OIG recommended (1) establishing
controls to verify contracting officers meet at least quarterly with CORs to evaluate contractor
performance and document the meetings, and (2) including quality assurance surveillance plans
for contracts and ensuring their use, as well as making certain nominated individuals are properly
delegated CORs.

° Some contracts may allow contractors to bill VA for a limited number of days when veterans are absent.
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Management Comments

The acting under secretary for health concurred with recommendations 1, 4, and 5 and concurred
in principle with recommendations 2 and 3, which were directed to the VHA executive director
for procurement. The OIG will monitor VHA’s progress and follow up on the implementation of
the action plans for recommendations 1, 4, and 5 until all proposed actions are completed.

The OIG did not find the action plans for recommendations 2 and 3 responsive because they only
state the VHA executive director for procurement will “remind” contracting officers of the
Federal Acquisition Regulation (FAR) and VA policy responsibilities discussed in the
recommendations. These action plans do not meet the intent of the OIG’s recommendations,
which was to have the VHA procurement office establish additional controls to help prevent the
recurrence of the problems in CRS contract oversight and administration identified by the audit.
The OIG will close recommendations 2 and 3 when VHA establishes additional controls to help
prevent the recurrence of these problems.

Lastly, the acting under secretary for health also made general comments stating that VHA does
not agree with the OIG’s classification of the payments in this report as improper payments.
VHA contends the OIG has inappropriately applied VHA’s procurement manual as a regulatory
document in its discussion of improper payments and that it has inappropriately applied the term
improper payments, misinterpreted the FAR, and confused improper payments with problems in
contractor performance in various sections of the report. VHA’s detailed comments are presented
in appendix D.

In response, the OIG acknowledges VA’s position that the VHA Procurement Manual may not
be policy. However, internal correspondence between VA contracting leaders and VHA
contracting staff states the manual guidance is derived from, and is consistent with, federal
regulations and that contracting staff should follow it to the greatest extent practicable unless
deviations have been granted. The OIG did not find that any deviations had been granted. The
OIG also contends that it has not inappropriately applied the term improper payments because
Office of Management and Budget (OMB) Circular A-123, appendix C, states a payment can be
technically improper even if it was made to the right recipient for the right amount, but the
payment process failed to follow applicable statute and regulation. FAR 32.905 states payments
to the contractor will be based on a proper invoice and satisfactory contractor performance, and
as the OIG has discussed at length in the report, VHA did not have properly delegated CORs in
place to evaluate satisfactory contractor performance. Because FAR 32.905 is an applicable
regulation related to the payment process, the OIG determined the subject payments meet the
definition of a technically improper payment even though payments were made to the right
recipients for the right amount.

During an earlier discussion of the improper payments with VHA, the OIG indicated the
contracting officers had not ensured the proper acceptance of the CRS services as required by
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FAR 46.502 and that this made the related payments improper.'® VHA states in its comments
that the OIG misinterpreted FAR 46.501 and that contracting officers are only responsible for
obtaining evidence of acceptance. However, VHA’s comments do not acknowledge the OIG’s
main point. Under FAR 46.501, “Acceptance constitutes acknowledgement that the supplies or
services conform with applicable contract quality and quantity requirements ... > and acceptance
could not be performed in accordance with the FAR because an authorized official, either the
contracting officer or a properly delegated COR, had not evaluated the contractors’ performance.
While the team and VHA discussed this issue prior to issuing the draft report, it is not mentioned
in the finding or key to the OIG’s position on technically improper payments.

Finally, for those contracts where the OIG identified contractor performance issues, the OIG
disagrees with VHA’s position that performance issues cannot result in improper payments
because OMB Circular A-123 makes it clear an improper payment exists if the government pays
for a service that is not received.

LARRY M. REINKEMEYER

Assistant Inspector General
for Audits and Evaluations

10 FAR 46.502 states that acceptance of supplies and services is the responsibility of the contracting officer.
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Contracted Residential Services
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Health Care for Homeless Veterans
Office of Inspector General

Office of Management and Budget
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Introduction

The VA Office of Inspector General (OIG) conducted this audit to determine whether the
Veterans Health Administration (VHA) had adequate oversight of and monitored Contracted
Residential Services (CRS) at VA medical facilities to ensure they operated effectively and
helped veterans experiencing homelessness transition to permanent housing. Specifically, the
audit assessed whether VA medical facilities

e properly monitored and documented the progress of veterans who participated in the
programs, and

o cffectively administered CRS contracts to ensure contractors met the terms and
conditions of their contracts and used funds appropriately.

One of VA’s FY 2018-2024 Strategic Plan objectives is to make sure at-risk and underserved
veterans receive what they need to end veteran homelessness. The CRS program allows VA
medical facilities to work with contractors to provide temporary housing and case management
services to veterans as they prepare for and transition to permanent housing. The program
provides residential services to vulnerable veterans in challenging situations, such as veterans
experiencing homelessness along with serious mental health and substance use disorders,
including veterans who had difficulties with traditional treatment programs. In fiscal year
(FY) 2018, VA paid 320 contractors about $103.2 million to provide residential services to
roughly 16,300 veterans.!! The program poses challenges and risks for VA because, as the
Government Accountability Office noted in its 2019 High-Risk List, VA has historically had
significant problems providing adequate oversight of its contractors.?

Health Care for Homeless Veterans Program and Goals

The Health Care for Homeless Veterans (HCHV) program office, a component of VHA’s
Homeless Program Office, provides outreach, case management, and contracted residential
services to veterans who are experiencing homelessness. Under the CRS program, VA medical
facilities contract with partners in the community to provide eligible veterans time-limited
transitional housing services (usually up to 90 days, with the option to extend based on clinical
need) and other needed care, treatment, and rehabilitative services. The program’s goal is to help
veterans transition to permanent housing upon discharge from the program.

' This number represents the total number of veterans who received services and exited the CRS program in
FY 2018. FY 2018, ending in September 2018, was the most recent full year of data available at the time of this
audit.

12 Government Accountability Office, Substantial Efforts Needed to Achieve Greater Progress on High-Risk Areas,
GAO-19-393T, March 6, 2019.
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The US Code authorizes VA to provide outreach, treatment, and therapeutic transitional housing
assistance to veterans experiencing homelessness.!* The Code of Federal Regulations further
specifies that transitional housing needs to provide a safe environment that promotes community
interaction; treatment plans must be developed in coordination with VA and the contractor;
residents must be assisted in maintaining appropriate hygiene; and meals, when served, must be
adequate and nutritious.'

HCHV Program Office Oversight and Governance Structure

The HCHYV program office provides guidance on laws, regulations, and program policies. It also
compiles performance data for the CRS program as part of the Homeless Services Scorecard
provided to Veterans Integrated Service Networks and medical facilities.'> The Homeless
Services Scorecard includes two performance metrics with target goals for the CRS program:
“exits to permanent housing” and “negative exits.”!® Veterans who are discharged from the
program upon obtaining permanent housing, such as an apartment, are counted as exits to
permanent housing. Veterans who have been asked to leave the program due to a violation of
rules (excluding exits due to threatened or actual violence to self or others), who have failed to
comply with requirements, or who leave the program on their own initiative without consulting
staff are counted as negative exits. Table 1 shows how VHA’s CRS program performed
nationally compared to the targets in FYs 2018 and 2019.

Table 1. CRS Performance Targets and Performance

Performance FY 2018 FY 2019

measure Target National Target National
performance performance

Exits to permanent 50% 51% 53% 55%

housing

Negative exits 20% 22% 23% 19%

Source: Data obtained from VHA Support Service Center’s Homeless Services Scorecard.

Note: According to the national director of clinical operations for the Homeless Program Olffice, medical
facilities within Veterans Integrated Service Networks are required to score at or above the target percentage
Jfor the performance measure of exits to permanent housing, and at or below the target percentage for
negative exits. Some medical facilities consistently failed to meet one or both performance measures.

1338 U.S.C. § 2031.

1438 C.F.R. pt. 63.

15 VHA is organized into 18 regional networks called Veterans Integrated Service Networks. Each regional network
is led by a director who is responsible for the coordination and oversight of administrative and clinical activities at
medical facilities within the specified geographic area.

16 According to the national director of clinical operations for the Homeless Program Office, the program office sets
the goals and defines the criteria for the two metrics, including what is considered a negative exit.
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The Health Care for Homeless Veterans Program handbook (the handbook) discusses the roles
and responsibilities of key staff at the national program office, regional Veterans Integrated
Service Network offices, and local medical facilities. Table 2 summarizes the key roles and

responsibilities for the CRS program.

Table 2. CRS Program Roles and Responsibilities

Roles

Responsibilities

HCHYV program office
director and staff

Provides technical assistance and corrective actions to
the field and evaluates the facilities’ performance
relative to the CRS performance targets

Network homeless
coordinator

Ensures the medical facilities perform initial and annual
inspections and the medical facility directors review the
reports

Provides guidance to medical facility program staff
through routine communications, including regular site
visits

Assists CRS program staff in developing corrective

actions when the program’s performance targets are not
met

Medical facility director

Oversees contracted residential services to ensure the
programs provide quality services in compliance with
laws and regulations and in accordance with contracts

Makes certain that an HCHV coordinator is designated

Ensures the completion of initial and annual inspections
to confirm the residences meet the standards
prescribed in VHA’s Health Care for Homeless Veterans
Program Handbook and approves the CRS residences’
participation before veterans can be placed at the
residences'’

Ensures initial and annual inspections of contractors’
facilities and processes are completed in a timely
manner

17 The handbook requires an interdisciplinary team of VA staff to evaluate each contractor’s facilities, safety
procedures, food and nutrition, clinical documentation, and medication policies and procedures.
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Roles Responsibilities
Medical facility HCHV o Develops local processes for verifying veteran eligibility,
coordinator screenings, entries, and exits

e Ensures coordination of services with other programs
serving individuals experiencing homelessness

e Performs the role of COR or nominates a qualified
COR, whose functions include monitoring the
contractor’s performance according to the quality
assurance surveillance plan and reviewing billing
accuracy'®

Source: VHA Handbook 1162.09, Health Care for Homeless Veterans Program.

VA'’s Patient Care Responsibilities

VA medical facility CRS staff are social workers who provide supportive clinical case
management services to veterans to help them obtain permanent housing. In order to promote the
best outcomes for these veterans, the handbook requires CRS staff to evaluate veterans when
they first enter the program and to monitor their progress throughout their stay in the contracted
transitional homes. CRS staff and contractors should communicate regularly and work
collaboratively to address each veteran’s treatment and care needs to help veterans reach the goal
of permanent housing.

Contractors document their case management notes in their own administrative files and do not
provide copies to VA unless requested.'” For this reason, VHA policy requires CRS staff to
document all treatment plans and progress toward those plans in the veterans’ VA health records
to ensure continuity of care.’’ Many veterans served by the program have chronic mental health
and substance use disorders, and documenting veteran progress in treatment is imperative to
keeping VA clinicians fully aware of obstacles to attaining permanent housing. The handbook
requires medical facility CRS staff to have complete case management process documentation
available in each veteran’s VA health record.

8 FAR 37.601(b)(2) requires performance-based contracts for services to include “measurable performance
standards ... and the method of assessing contractor performance against performance standards.” FAR 46.401(a)
states quality assurance surveillance plans should be prepared in conjunction with the preparation of the statement of
work and specify all work requiring surveillance and the method of surveillance.

1Y HCHV agreements require contractors to provide case management and administrative services while veterans
live in the transitional homes to help them move to permanent housing.

20 The handbook requires HCHV case management services to ensure continuity of care, either as an independent
plan developed by the HCHV program staff or as an integrated plan with the contractor.
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This includes the following elements:

1. An assessment that includes the veteran’s history of homelessness, mental and physical
needs, substance use history, financial and legal status, and any strengths or barriers to
obtaining housing

2. A treatment plan that is based on an assessment of the veteran’s objectives, which may
include achieving or returning to mainstream housing

3. Monthly progress notes (at a minimum) that track the veteran’s progress toward his or her
specific treatment plan goals, participation in treatment, and any changes to the treatment
plan

4. Discharge/Exit notes that identify the veteran’s personal needs for obtaining housing and
continuing recovery, care, treatment, and services after exiting the program

VA Contract Performance Oversight Responsibilities

Contracting officers collaborate with medical facility CRS program staff to ensure the proposed
procurement for services will meet the program’s needs. The procurement must also comply with
all federal and VA acquisition regulations prior to contract award. Contracting officers are
responsible for taking all necessary actions for the contractors’ compliance with the terms of the
agreement and safeguarding the interest of the government. The Federal Acquisition Regulation
(FAR) provides contracting officers the authority to enter, administer, and terminate contracts
and make related determinations and findings.?! The contracting officer also usually works with
the requesting service to develop quality assurance surveillance plans that include the
government’s expectations and plans for evaluating the contractor’s performance.

Federal regulations require contracting officers to delegate certain responsibilities in writing to
contracting officer’s representatives (CORs) unless contracting officers choose to retain and
perform COR duties.??> The VHA Procurement Manual explains that contracting officers,
program offices, and CORs all have a role in effective oversight of contractors and ensuring
satisfactory contractor performance, and it states, “CORs are required on all contracts for
healthcare services.”? The importance of complying with the VHA Procurement Manual was
addressed in correspondence dated February 4, 2020, from VHA leaders to VHA’s contracting
staff. The correspondence states the importance of the procurement manual and notes that it is

21 FAR 1.602-1; FAR 1.602-2.

22 FAR 1.602-2(d) states contracting officers shall “designate and authorize, in writing and in accordance with
agency procedures, a COR on all contracts other than those that are firm-fixed price, and for firm-fixed-price
contracts and orders as appropriate, unless the contracting officer retains and executes the COR duties.”

23 VHA Procurement Manual, part 801.603-70, “Contracting Officer Representative SOP [Standard Operating

Procedure],” March 11, 2019. Although the VHA Procurement Manual contains prescriptive language, VHA’s
Procurement and Logistics Office maintains that the manual contains only best practices, not requirements.
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intended to provide guidance that is consistent with the VA and federal regulations from which it
is derived. Further, the correspondence states that contracting staff are expected to follow the
guidance contained in the procurement manual to the greatest extent practicable and that
deviations should be documented and agreed to by the supervisory chain-of-command.
Additionally, the handbook requires all CRS contracts to have CORs and states the contracting
officer and COR will be involved in the contract administration process to include the
monitoring of contractor performance through a quality assurance surveillance plan, the
inspection and acceptance of supplies and services, and the processing of payments.?*

Contracting officers issue letters of delegation authorizing the COR to monitor specific contracts.
These letters set forth reporting requirements and establish the parameters for the authority of the
CORs. The CORs, nominated by the HCHV program office, were typically licensed clinical
social workers at the medical facilities who provided clinical services to the veterans in the CRS
programs. As CORs, they also were expected to have the general competencies, relevant
technical knowledge, and training (or a training plan if not yet trained) to perform the functions
delegated by the contracting officer.

The delegation letter gives the COR the authority to perform certain duties, such as

e monitoring the contractor’s performance quarterly in accordance with the surveillance
plan, notifying the contractor of observed deficiencies, and identifying appropriate
corrective actions;

e ensuring the contractor’s performance is consistent with the contract terms, conditions,
and work statement requirements;

e reviewing and approving contractor invoices to verify that charges for the services
delivered comply with the contract terms and conditions and are acceptable;

e providing reports on contract performance to the contracting officer; and

e maintaining adequate documentation related to the contract, such as contract
modifications, invoices, surveillance plan monitoring, and quarterly COR reports.

For the CRS contracts, the CORs were responsible for monitoring the contractors’ performance
in accordance with the terms and conditions of the contracts. Where applicable, they were also
responsible for following quality assurance surveillance plans that detail how to monitor key
contract requirements.?> The handbook also required CORs, who were in many cases CRS

24 The handbook states the COR is designated by the contracting officer and this designation shall be in writing and
specify the extent of the COR’s authority to act on behalf of the contracting officer.

25 The handbook requires contracting officers, the program managers or their designees, and CORs to perform
several activities during the preaward phase of the contract, including the development of a quality assurance
surveillance plan. However, three of the 14 reviewed CRS contracts did not have quality assurance surveillance
plans.
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program staff, to complete annual and quarterly contractor evaluations and to verify the accuracy
of billings for payments.

CORs were also required to submit quarterly evaluation reports that include detailed information
on contractor performance, attachments to support the evaluation, and certification of invoice
accuracy prior to meeting with the contracting officer.?® The VHA Procurement Manual also
states contracting officers must meet with CORs on at least a quarterly basis for all healthcare
services contracts to discuss the COR’s monitoring of contractor performance and administrative
issues such as invoicing and payment. Furthermore, the VHA Procurement Manual states the
contracting officer will summarize the meeting and have the COR acknowledge the meeting in
writing. The handbook discusses specific contract monitoring requirements for CORs. It states
that CORs should monitor contractor performance through the quality assurance surveillance
plan and communicate any recommendations for corrective action to the contracting officer, who
will then work with the contractor on compliance. The quarterly reviews and documentation of
contractor performance serve as the basis for the contracting officers’ formal annual performance
evaluations, which affect VA’s decision to replace or remain with the same contractor.?’

The COR is generally responsible for coordinating required multidisciplinary annual inspections
and following up on identified deficiencies at contractors’ facilities to make certain that services
are provided in a safe environment. The handbook requires an initial inspection of contracted
residences before veterans are placed in the residences and annual inspections thereafter. The VA
inspection team consists of medical facility staff from several areas, including clinical, facilities
management, nutrition, and security, and the inspection includes reviews of the contractors’
clinical documentation. If deficiencies are noted during any inspection, the contractor will
typically be given 30 days to take corrective action. If corrections are not made to VA’s
satisfaction, the COR should notify the contracting officer to take the appropriate next steps.

Contractor Responsibilities

Medical facilities award CRS contracts to community-based agencies to provide veterans safe,
substance-free, and supportive living conditions, and assistance through case management and
discharge planning. There are two levels of contracted residential services: Contracted
Emergency Residential Services and Low Demand Safe Havens.

Contracted Emergency Residential Services support veterans who have recently become
homeless and require safe and stable living arrangements while they seek permanent housing,

26 The handbook states that as part of ongoing monitoring activities, the COR will submit quarterly reports.
“Contracting Officer Representative SOP” in the VHA Procurement Manual states that as part of COR reports,
CORs should provide contracting officers quarterly evaluation reports prior to the COR meeting. While the VHA
Procurement Manual contains prescriptive language, VHA’s Procurement and Logistics Office maintains that the
manual is only a best practice and that it is not required to be followed.

27 CRS contracts generally have one base year and four option years VA can exercise.
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whereas Low Demand Safe Havens support veterans with mental health and/or substance use
disorders.

Contractors must comply with any requirements that have been set forth in the terms and
conditions of the residence’s contract program requirements and the handbook.?® At a minimum,
they are required to maintain

¢ housing and equipment in a sanitary manner;
e private restrooms that are clean and functional for the disposal of human waste;

e case management documentation for veterans, including individual treatment plans with
assessments of barriers, service needs, and strengths;

e documentation of the duration and outcomes of provided services, referrals, and benefits
achieved from each veteran’s participation in the program; and

e amedication control system based on the method of administration—whether the

medication is contractor administered, contractor monitored, or self-administered by the
veteran.

Depending on the terms of each medical facility’s local contracts, contractors may also be
required to provide meals, mental health stabilization services, group activities, housing search
assistance, and employment assistance to help veterans achieve and maintain permanent housing
upon discharge. Contractors are required by federal regulations to keep all documentation for
inspection for up to three years and to safeguard sensitive veteran information.?’

28 VHA Handbook 1162.09, Health Care for Homeless Veterans Program, May 2, 2014.

2 FAR 4.703 states that contractors shall make available records, including documents to satisfy audit requirements
of contracting agencies and the Comptroller General, for three years after final payment. Further, FAR 52.224-3
states privacy training shall address the key elements necessary to safeguard personally identifiable information.
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Results and Recommendations

Finding 1: Improved Documentation and Monitoring Are Needed to
Ensure Veterans Receive Sufficient Assistance While in Transitional
Housing

Medical facility staff for some of VHA’s largest CRS programs did not consistently prepare case
management documentation for veterans and monitor the veterans’ progress while they
participated in the program. CRS staff are generally responsible for the veterans’ case
management, which requires regular, direct communication between the case manager, the

client, and appropriate service staff. VHA requires complete documentation of veterans’ case
management to ensure veterans are working toward their individualized housing goals and
receiving the services they need.> However, the audit team’s review of six sampled CRS
programs administered by medical facility staff, each with over $1 million in expenditures during
the 12-month period ending April 30, 2019, found that 86 of 168 veterans in the programs

(51 percent) lacked required case management documentation. Documentation and monitoring of
the veterans varied greatly across the six programs:

e Two programs had a few documentation lapses and routinely communicated with
veterans and contractor staff to monitor veteran progress.

e Two programs had more significant documentation lapses but appeared to actively
monitor veterans through communication with veterans and contractor staff.

e Two programs had significant documentation and monitoring gaps during the audit
review period, although one program implemented stronger monitoring controls and
appeared to improve by the date of the audit team’s site visit.

Medical facility CRS staff reported that inconsistencies in case management documentation and
monitoring of veterans occurred due to various reasons, including workload and resource
limitations. In addition, they had different interpretations as to what should be documented and
what constituted sufficient monitoring. Further, according to the national director of clinical
operations, the Homeless Program Office did not establish controls at the regional network or
medical facility levels to identify and correct documentation and monitoring deficiencies. Due to
lapses in case management documentation and patient monitoring, VHA could not always
confirm that all veterans who participated in the CRS programs received the assistance and
services they needed to transition to permanent housing. Based on its sample, the audit team
estimated 3,400 of the 6,800 veterans (50 percent) who received transitional housing services

30 VHA Handbook 1162.09.
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through VHA’s largest 24 CRS programs during the audit’s review period had case management
documentation and monitoring deficiencies.*!

This finding discusses how
e CRS staff often did not prepare required case management documentation for veterans,

e (RS staff did not consistently monitor and maintain communication with veterans and
residence staff, and

e Homeless Program Office controls were inadequate to ensure CRS staff compliance with
the prior two requirements.

What the OIG Did

The audit team interviewed program office managers regarding the oversight, monitoring, and
case management of veterans in CRS programs. The team also selected a sample of six medical
facilities from the universe of 24 medical facilities that had over $1 million in contracted
residential services expenditures. The sample included the Greater Los Angeles Healthcare
System due to the high concentration of veterans experiencing homelessness in the Los Angeles
area, and five statistically selected facilities in San Francisco, California; Tucson, Arizona;
Northport, New York; New York City, New York; and Topeka, Kansas. The five medical
facilities were selected from two strata—medical facilities with payments between $1 million
and $2 million, and medical facilities with payments over $2 million.

The audit team reviewed the electronic health records of a total of 168 randomly selected
veterans who entered the CRS programs at the six medical facilities between May 1, 2018, and
April 30, 2019 (the review period). During site visits to these facilities, the team also interviewed
CRS program managers and social workers to understand the challenges and effectiveness of the
local CRS programs. In addition, the team conducted unannounced visits to 14 contracted
residences to assess the general conditions of the residences, interview residence staff, review
veterans’ files at the residences, and speak with veterans.*?> Appendix A provides additional
details on the audit’s scope and methodology.

CRS Staff Often Did Not Prepare Required Case Management

Documentation for Veterans

VHA requires CRS staff to document information in veterans’ electronic health records about
veteran strengths and barriers, progress toward goals, participation in treatment, and the status of

31 The projection error rate does not equal the sample error rate due statistical sampling weights. For more
information on the statistical sampling methodology, refer to appendix B.

32 The audit team conducted site visits to the medical facilities and residences from July to November 2019, prior to
the COVID-19 pandemic.
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treatment goals when veterans exit the program. However, the audit team found CRS staff at the
six medical facility CRS programs reviewed did not consistently prepare required case
management notes in veterans’ electronic health records despite the documentation requirements
and expectations set forth in the handbook. CRS staff prepare these notes and work with the
veterans to identify appropriate VA and community-based care providers and facilities that can
provide needed services.

Regional network homeless coordinators (coordinators) the audit team interviewed generally
agreed that complete case management medical record documentation is important to
demonstrate due diligence and to promote continuity of care. Without required case management
documentation, VHA cannot attest to the level of care or services the veterans received in the
CRS program.

The audit team’s review of the electronic health records of 168 veterans who were enrolled in
CRS programs—28 from each of the six medical facilities—disclosed 86 veterans (51 percent)
lacked required case management documentation. Table 3 shows the review results by medical
facility, ordered according to the number of veterans with missing documentation.

Table 3. Sampled Veterans with Missing Case Management Documentation

Medical Veterans with Missing Missing Missing Missing
facility or missing assessments | treatment | progress discharge
Healthcare documentation* plans notest plans
System

New York 25 0 17 18 0
Harbor

San Francisco, 22 12 21 6 0
California

Greater 19 6 7 15 0
Los Angeles,
California

Eastern 10 5 7 0 0
Kansas

Southern 6 2 4 2 0
Arizona

Northport, 4 2 4 0 0
New York

Total 86 27 60 4 0

Source: VA OIG review of veteran health records in the Computerized Patient Record System.

*Each veteran could have more than one missing type of medical record documentation.

#The handbook requires CRS staff to prepare progress notes for veterans when clinically indicated and at least
once a month. The audit team considered documentation to be missing if veterans did not have at least one
progress note a month during their stays in the residences.
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Based on these results, the team estimated 3,400 of the 6,800 veterans (50 percent) who received
transitional housing services through VHA’s largest 24 CRS programs during the audit’s review
period lacked the required case management documentation. CRS staff at the six reviewed
programs could not show that they had fully attempted to assess and address the veterans’
treatment needs and monitored the veterans’ progress as required by VHA policy. Appendix B
provides additional details on the statistical projections.

The handbook also states treatment plans are a required component of CRS case management
services to ensure continuity of care. However, the audit team’s review found treatment plans
were the most common missing case management document from the electronic health records
of the reviewed veterans.

The audit team did not identify a strong correlation between the lack of case management
documentation and the success of 86 veterans in the program—39 veterans completed the
program and obtained permanent housing and 47 veterans did not.>* However, case management
documentation is still important to providing continuity of care. Veterans have complex needs
and over time may need the assistance of different VA transitional housing programs or the same
program multiple times as they seek permanent housing. For example, the audit team found that
14 of the 86 veterans who lacked adequate case management documentation had returned to the
CRS program or another VA transitional housing program one or more times during the
eight-month period from May 1 through December 31, 2019.3* Subsequently, the CRS programs
addressed these veterans’ immediate needs for shelter, but the lack of adequate case management
documentation could potentially inhibit the program managers’ ability to ensure staff provide
veterans the needed care and services to optimize their treatment and housing outcomes.
Furthermore, the incomplete case management documentation meant that VHA homeless
program staff lacked treatment history information about barriers to the delivery of care and the
efficacy of treatment interventions. That information could help inform future actions if veterans
return for additional homelessness assistance.

CRS Staff Did Not Consistently Monitor and Maintain Communication
with Veterans and Residence Staff

VHA’s Handbook 1162.09 does not clearly define the frequency of contact that CRS staff should
have with veterans or contractor residence staff to monitor veterans while they are in the
program, other than that CRS staff at a minimum should maintain monthly progress notes to
track veterans’ progress. Thus, CRS staff at four of the reviewed facilities communicated

33 The 47 veterans (55 percent) exited the program without successfully obtaining permanent housing for various
reasons, such as violations of program rules, the need for a higher level of care, or a personal decision to leave the
program without consulting the program staff.

34 These veterans also sometimes received transitional housing assistance through VA’s Grant and Per Diem or
Domiciliary Care for Homeless Veterans programs.
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regularly with veterans and contract staff at residences to monitor veteran care, while staff at two
of the reviewed medical facilities did not. The audit team found that CRS staff at VHA’s
Southern Arizona, Northport, New York Harbor, and Eastern Kansas medical facilities held
structured weekly in-person meetings or telephone case management calls with veterans and
contract social workers to discuss each veteran’s progress. Southern Arizona and Northport CRS
staff routinely documented their meetings and calls in veteran medical records. CRS staff at
New York Harbor and Eastern Kansas stated they did not consistently document their meetings
or calls with veterans or the contractors in the medical records unless there were significant
updates or events requiring attention. Despite these documentation lapses, the audit team found
the New York Harbor and Eastern Kansas CRS staffs’ assertions that they maintained routine
communications with veterans and contract staff credible. Residence staff corroborated during
interviews that the CRS staff visited weekly, or at least a few times a month, to meet with them
and the veterans to discuss progress. The four facilities where staff routinely held meetings with
residence staff had smaller CRS programs with fewer veterans and lower staff turnover than the
two other facilities in the team’s sample.*® These factors appeared to help staff maintain better
monitoring and communication with program participants.

The Greater Los Angeles CRS program had documentation deficiencies and did not appear to be
consistently monitoring and maintaining communication with veterans during the audit review
period. However, by the time the audit team visited the medical facility in August 2019, the
program had implemented similar controls to those at Southern Arizona, Northport, New York
Harbor, and Eastern Kansas to make sure regular monitoring and communication occurred with
contractors about veterans. The audit team confirmed that the Greater Los Angeles CRS program
began implementing these controls after an April 2018 Homeless Program Office audit identified
several areas where the program did not meet handbook requirements. According to the national
director of clinical operations, the Homeless Program Office began providing functional
direction to the Greater Los Angeles homeless programs in 2017. The medical facility requested
direction due to the loss of key senior staff and an increase in veterans experiencing
homelessness, and the intent of the program office audit was to identify areas for improvement.3¢
The program office audit found that Greater Los Angeles CRS staff did not maintain direct
communication with veterans in the program and that contact primarily occurred when residence
staff called CRS staff to request a service, such as a referral for a veteran to other VA homeless
programs or services. The program office audit also found the facility’s CRS staff were not
completing the required documentation for individualized treatment plans, assessments, or

35 Additional transitional housing beds for veterans can be provided through other VA homeless programs, such as
Grant and Per Diem, or other local resources such as city shelters.

36 A memorandum between the Homeless Program Office and the medical facility was established on
October 18, 2019, to formalize the program office’s role of providing functional direction. However, this
memorandum expired on January 18, 2020.
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monthly follow-ups. After the program office audit, the medical facility CRS program hired
more staff starting in late 2018 and conducted additional training.

By August 2019, when the audit team interviewed four Greater Los Angeles CRS staff members,
the staff stated they visited contractors between two times a month and a few times a week,
depending on the distance of the residence from the medical facility. For example, one CRS staff
member visited a contractor about 60 miles away two to three times a month. The audit team
reviewed electronic health records for a random selection of veterans who stayed at three of the
four CRS residences during the team’s visit and confirmed CRS staff had frequent interactions
and regular visits.” All four of the Greater Los Angeles CRS contractors the audit team visited
confirmed the CRS staff conducted regular visits, at least every 30 days, and one contractor
reported it had begun maintaining better veteran records as a result of the increased monitoring.
In addition, the four contractors reported that CRS staff were responsive to their inquiries and all
contractors cited a collaborative working relationship where they had frequent interactions with
CRS staff and could rely on the CRS staff’s assistance with veterans who were not complying
with the residences’ rules.

CRS staff at the San Francisco VA Medical Center appeared to have the least contact and direct
communication with veterans and residence staff compared to the programs at the other five
medical facilities. The audit team found that case load assignments at the San Francisco medical
center made it difficult for CRS staff to effectively monitor veterans because staff were assigned
to work with veterans in up to seven different residences, as opposed to the other five reviewed
medical facilities where staff worked with veterans in only one or two contracted residences.
Additionally, one CRS staff member noted that although she encouraged veterans in her caseload
to develop treatment plans with her, she generally did not follow up with veterans who failed to
show up for their scheduled appointments. She said she remained available if veterans chose to
follow up later.

Staff at two of the four San Francisco residences reviewed believed that communication and
coordination with the CRS staff could be improved. The director for clinical services at one
residence indicated there was a lack of structured meetings between residence and CRS staff
because residence staff did not always know when VA staff visited. This director believed that a
better system of communication, such as brief meetings between residence and VA staff and
regular communication with veterans’ VA social workers, could help reduce duplication of
services. The director at another contracted residence stated that CRS staff started visiting
regularly for monthly meetings with the residence staff to discuss veteran progress after the audit
team’s site visit.

37 Three of the four HCHV contractors reviewed from the Greater Los Angeles Healthcare System CRS program
had veterans who entered in April 2019 and exited in August 2019 or later. The audit team found active case
management documented in the electronic health records for all 12 veterans who met these criteria.

VA OIG 19-08267-147 | Page 14 | July 22, 2021



Contracted Residence Programs Need Stronger Monitoring to
Ensure Veterans Experiencing Homelessness Receive Services

Management staff at the San Francisco medical center also reported after the audit team’s site
visit that the CRS program was fully staffed as of February 2020, and it had started piloting a
model of having one CRS social worker assigned to each contracted residence to improve
efficiency.

Example 1 illustrates how the absence of case management documentation may indicate possible
lapses in monitoring.

Example 1

In fall 2018, a veteran experiencing homelessness in San Francisco wanted to
address his substance use and was placed in a CRS program that offered
treatment. However, the CRS social worker responsible for the veteran’s care
after his placement in the program did not prepare a treatment plan with goals
and objectives, which would have included the need to treat the veteran’s

substance use.’$

About two months after the veteran’s admission to the program, another resident
reportedly assaulted the veteran and gave him a bleeding gash above his right
eye. The contractor did not report this incident to the medical facility or the CRS
social worker even though it was required by the contract. VA medical facility
staff only appeared to become aware of the incident in early winter 2019 when the
veteran reported to his VA mental health provider that he began drinking heavily
after the assault. About two weeks after the veteran met with his VA mental health
provider, the veteran was discharged from this residence for drinking and
possessing open bottles of alcohol.

The audit team could not locate any CRS progress notes in the veteran’s
electronic health record that discussed the assault. Thus, it appeared the CRS
social worker was unaware of the assault until the audit team informed her of it
during the team’s site visit in summer 2019. Furthermore, the audit team could
not confirm from its review of the veteran’s medical record if the CRS social
worker ever met with the veteran while he was at the residence to check on his
progress toward sobriety and his housing goals. The veteran reentered the CRS
program two additional times after this discharge and achieved permanent
housing five months later.

38 According to the homeless program supervisor, CRS social workers at the San Francisco VA Medical Center’s
downtown clinic perform intake assessments for veterans who walk in and refer these veterans to the appropriate
CRS program based on their clinical needs. Once a veteran is placed, another CRS social worker responsible for

case management is assigned to the veteran.
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CRS social workers at the six reviewed facilities provided a variety of reasons for not
consistently documenting required assessments, treatment plans, monthly progress notes, or
discharge plans for veterans, such as high workload, limited available time, and brief or routine
discussions with veterans that did not need to be documented.

Homeless Program Office Controls Did Not Ensure CRS Staff
Consistently Monitored Veterans and Completed Case Management
Documentation

VHA’s Homeless Program Office did not establish Veterans Integrated Service Network and
medical facility oversight mechanisms to promote the consistent monitoring of veterans in
medical facility CRS programs and completion of required case management documentation.

The Homeless Program Office assigned responsibilities to various VHA officials and staff and
established requirements for the implementation of the CRS program in the handbook. The
Homeless Program Office provided the field technical assistance and recommended corrective
actions when it evaluated the facilities’ performance relative to the CRS performance targets,
exits to permanent housing, and negative exits. As demonstrated by its agreement with the
Greater Los Angeles medical facility, the Homeless Program Office will under certain
circumstances help a CRS program that is experiencing significant operational challenges, such
as the loss of key staff members. However, according to the national director of clinical
operations, the Homeless Program Office generally focuses on whether facilities meet CRS
performance targets, not on the local control processes and procedures needed to achieve them at
a specific medical facility. The national director further stated that the program office relies on
network homeless coordinators and CRS program managers to establish these processes for
individual facilities.

The audit team found that the coordinators also monitored the medical facilities’ progress toward
the CRS performance targets. According to the coordinators, they provided guidance to the
medical facilities and answered their questions, but did not include case management
documentation preparation, monitoring, or communication in their oversight activities unless
specific incidents or problems came to their attention. CRS program managers at medical
facilities with more documentation issues did not routinely monitor and review the preparation of
case management documentation throughout the year, and instead had conversations with CRS
staff about specific veteran cases when contractors and CRS staff brought questions to their
attention.

Following the audit team’s site visits, the Homeless Program Office informed the audit team in
January 2020 that the program office had begun developing a tool for coordinators to audit all
homeless programs, including the CRS program. The audit tool includes the CRS case
management documentation requirements from the handbook. The OIG audit team’s review of
the draft audit tool noted that coordinators will be expected to do a comprehensive review of the

VA OIG 19-08267-147 | Page 16 | July 22, 2021



Contracted Residence Programs Need Stronger Monitoring to
Ensure Veterans Experiencing Homelessness Receive Services

completeness of veteran medical record documentation and contract files, as well as the
adequacy of provided clinical services that were required by contracts. In addition, the
coordinators will evaluate the adequacy of CRS staff oversight, such as whether CRS staff
actively participated in reviews or case conferences with contractor staff and veterans. This type
of monitoring at the Veterans Integrated Service Network level could help identify and correct
many of the documentation and monitoring issues the audit team found if it is consistently and
properly implemented and used.

Finding 1 Conclusion

The audit team estimated 3,400 of the 6,800 veterans (50 percent) who received transitional
housing services through VHA’s largest 24 CRS programs during the audit’s review period had
case management documentation and monitoring deficiencies in their records. Addressing these
deficiencies would help VA ensure medical facilities and CRS contractors provide veterans the
optimal services for helping them achieve their independent living and permanent housing goals.
The Homeless Program Office should implement an oversight mechanism to monitor compliance
with documentation requirements and the completion of corrective actions.

Recommendation 1
The OIG made the following recommendation to the acting under secretary for health:

1. Establish control mechanisms at the Veterans Integrated Service Network and Contracted
Residential Services program levels to ensure Contracted Residential Services staff at
medical facilities comply with Veterans Health Administration
Handbook 1162.09 requirements for monitoring and documentation.

Management Comments

The acting under secretary for health concurred with recommendation 1. To address the
recommendation, he stated that the HCHV program office will develop an oversight tool for
network homeless coordinators to ensure they comply with veteran monitoring and
documentation requirements in Handbook 1162.09. Appendix D contains the full text of the
acting under secretary’s comments.

OIG Response

The OIG will monitor implementation of the action plan for recommendation 1 and will close
this recommendation when the OIG receives sufficient evidence to demonstrate the cited
corrective action has been implemented.
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Finding 2: Stronger Monitoring of Contractor Performance and
Contract Administration Is Needed to Safeguard Veteran and
Government Interests

Annual inspections are required by the HCHV program to ensure contractors meet quality
standards. COR quarterly evaluations also provide assurance that contractors meet the other
terms and conditions of their contracts. However, annual inspection teams and CRS staff, who
also served as CORs at many of the visited sites, did not always check that contractors met CRS
program and contract requirements using established inspection and evaluation processes.*® The
audit team found that staff at four of the reviewed medical facilities did not confirm that four of
the 14 CRS contracts reviewed (about 29 percent) met performance requirements. One of these
contracts had improper payments possibly totaling as much as $592,000 because the contractor
failed to maintain veteran case records to show veterans were actively engaged in therapeutic and

rehabilitative services as required by the terms of the contract.*’

The audit team also found contract administration problems in 13 of 14 reviewed CRS contracts
(about 93 percent) at the six reviewed medical facilities.*! The team found contracting officers
did not always properly delegate responsibilities to staff who functioned as CORs, invoices
lacked required supporting documentation, two contracts were not modified to reflect changes in
the scope of work, and invoices contained billing errors. These issues led to improper payments.
For payments made where COR delegations were missing, the team determined the payments
were technically improper. Technically improper payments are made to the right recipient in the
correct amount, but the payment process does not follow the pertinent regulation or statute.*? In
total, the contract administration issues led to improper payments totaling an estimated

39 CRS staff at five of the reviewed facilities served as CORs and participated in the residence inspections and site
visits. The COR for the Greater Los Angeles Healthcare System CRS program was not a CRS staff member and did
not participate in inspections.

40 OMB Circular A-123, app. C, “Requirements for Payment Integrity Improvement,” June 26, 2018. The circular
states, “An improper payment is any payment that should not have been made or that was made in an incorrect
amount und