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Figure 1. Veterans Integrated Service Network 16: South Central VA Health Care Network.
Source: Veterans Health Administration Site Tracking System (accessed August 9, 2022).
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Abbreviations
CHIP Comprehensive Healthcare Inspection Program

CMO Chief Medical Officer

FY fiscal year

HCS healthcare system or health care system

OIG Office of Inspector General

VAMC VA medical center

VHA Veterans Health Administration

VISN Veterans Integrated Service Network
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Inspection of VISN 16: South Central VA Health 
Care Network in Ridgeland, Mississippi

Report Overview
This Office of Inspector General (OIG) Comprehensive Healthcare Inspection Program (CHIP) 
report provides a focused evaluation of leadership performance and oversight by Veterans 
Integrated Service Network (VISN) 16: South Central VA Health Care Network in Ridgeland, 
Mississippi.1 The inspection covers key clinical and administrative processes that are associated 
with promoting quality care.

Comprehensive healthcare inspections are one element of the OIG’s overall efforts to ensure the 
nation’s veterans receive high-quality and timely VA healthcare services. The OIG inspects each 
VISN approximately every three years and selects and evaluates specific areas of focus each 
year. At the time of this inspection, the OIG focused on core processes in the following areas of 
clinical and administrative operations:

1. Leadership and organizational risks

2. Quality, safety, and value

3. Medical staff credentialing and privileging

4. Environment of care

5. Mental health (focusing on suicide prevention)

The OIG conducted an unannounced on-site and virtual inspection of the South Central VA 
Health Care Network during the week of August 15, 2022. The OIG also inspected the following 
VISN 16 facilities during the weeks of July 11, July 18, August 8, and August 15, 2022:

· Alexandria VA Health Care System (Pineville, Louisiana)2

· Central Arkansas Veterans Healthcare System (Little Rock)3

· Gulf Coast Veterans Health Care System (Biloxi, Mississippi)4

· Michael E. DeBakey VA Medical Center (Houston, Texas)

· Overton Brooks VA Medical Center (Shreveport, Louisiana)

1 VA administers healthcare services through a nationwide network of 18 regional systems referred to as Veterans 
Integrated Service Networks.
2 The Alexandria VA Health Care System’s primary campus is the Alexandria VA Medical Center (Pineville, 
Louisiana).
3 The Central Arkansas Veterans Healthcare System’s primary campus is the John L. McClellan Memorial Veterans’ 
Hospital (Little Rock).
4 The Gulf Coast Veterans Health Care System’s primary campus is the Biloxi VA Medical Center (Mississippi).
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· Veterans Health Care System of the Ozarks (Fayetteville, Arkansas)5

The OIG held interviews and reviewed clinical and administrative processes related to specific 
areas of focus that affect patient outcomes. This report provides a snapshot of VISN 16 and 
facility performance within the identified focus areas at the time of the OIG inspection and may 
help leaders address vulnerable areas to improve patient safety and healthcare quality.

Conclusion
The OIG conducted a detailed inspection across five key areas. The OIG did not issue any 
recommendations related to the areas reviewed for this report. The number of recommendations 
should not be used as a gauge for the overall quality of care provided within this VISN.

VA Comments
The Veterans Integrated Service Network Director concurred with the report (see appendix B, 
page 18, for the full text of the Director’s comments).

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

5 The Veterans Health Care System of the Ozarks’ primary campus is the Fayetteville VA Medical Center 
(Arkansas).
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Inspection of VISN 16: South Central VA Health 
Care Network in Ridgeland, Mississippi

Purpose and Scope
The purpose of this Office of Inspector General (OIG) Comprehensive Healthcare Inspection 
Program (CHIP) report is to describe leadership performance and oversight by Veterans 
Integrated Service Network (VISN) 16: South Central VA Health Care Network.1 This focused 
evaluation examines a broad range of key clinical and administrative processes associated with 
quality care and positive patient outcomes. The OIG reports its findings to VISN leaders so they 
can make informed decisions to improve care.

Effective leaders manage organizational risks by establishing goals, strategies, and priorities to 
improve care; setting expectations for quality care delivery; and promoting a culture to sustain 
positive change.2 Effective leadership has been cited as “among the most critical components 
that lead an organization to effective and successful outcomes.”3

To examine risks to patients and the organization, the OIG focused on core processes in the 
following five areas of clinical and administrative operations:4

1. Leadership and organizational risks

2. Quality, safety, and value

3. Medical staff credentialing and privileging

4. Environment of care

5. Mental health (focusing on suicide prevention)

1 VA administers healthcare services through a nationwide network of 18 regional systems referred to as Veterans 
Integrated Service Networks.
2 Anam Parand et al., “The Role of Hospital Managers in Quality and Patient Safety: A Systematic Review,” British 
Medical Journal 4, no. 9 (September 5, 2014), https://doi.org/10.1136/bmjopen-2014-005055.
3 Danae F. Sfantou et al., “Importance of Leadership Style towards Quality of Care Measures in Healthcare Settings: 
A Systematic Review,” Healthcare (Basel) 5, no. 4 (October 14, 2017): 73,
https://doi.org/10.3390/healthcare5040073.
4 CHIP site visits addressed these processes during fiscal year 2022 (October 1, 2021, through September 30, 2022); 
they may differ from prior years’ focus areas.

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1136%2Fbmjopen-2014-005055&data=04%7C01%7C%7C91d057bc830442b5287708d91eef5841%7Ce95f1b23abaf45ee821db7ab251ab3bf%7C0%7C0%7C637574835581744886%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=XXgXsNgn0fux7LcyuOiDTCr9BChGDW4BJtW6s2gla6c%3D&reserved=0
https://doi.org/10.3390/healthcare5040073
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Methodology
The inspection team conducted an unannounced on-site and virtual inspection during the week of 
August 15, 2022, and examined select operations. During the visit, the OIG did not receive any 
complaints beyond the scope of this inspection that required referral to the OIG hotline. The OIG 
also inspected the following VISN 16 facilities during the weeks of July 11, July 18, August 8,
and August 15, 2022:

· Alexandria VA Health Care System (HCS) (Pineville, Louisiana)5

· Central Arkansas Veterans HCS (Little Rock)6

· Gulf Coast Veterans HCS (Biloxi, Mississippi)7

· Michael E. DeBakey VA Medical Center (VAMC) (Houston, Texas)

· Overton Brooks VAMC (Shreveport, Louisiana)

· Veterans HCS of the Ozarks (Fayetteville, Arkansas)8

Oversight authority to review the programs and operations of VA medical facilities is authorized 
by the Inspector General Act of 1978.9 The OIG reviews available evidence within a specified 
scope and methodology and makes recommendations to VA leaders, if warranted. Findings and 
recommendations do not define a standard of care or establish legal liability.

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

5 The Alexandria VA HCS’s primary campus is the Alexandria VAMC (Pineville, Louisiana).
6 The Central Arkansas Veterans HCS’s primary campus is the John L. McClellan Memorial Veterans’ Hospital 
(Little Rock).
7 The Gulf Coast Veterans HCS’s primary campus is the Biloxi VAMC (Mississippi).
8 The Veterans HCS of the Ozarks’ primary campus is the Fayetteville VAMC (Arkansas).
9 Inspector General (IG) Act of 1978, as amended, 5 U.S.C. §§ 401–424.
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Results and Recommendations
Leadership and Organizational Risks
Healthcare leaders must focus their efforts to achieve results for the populations they serve.10

High-impact leaders should be person-centered and transparent, engage front-line staff members, 
have a “relentless focus” on their vision and strategy, and “practice systems thinking and 
collaboration across boundaries.”11 When leaders fully engage and inspire employees, create 
psychological safety, develop trust, and apply organizational values to all decisions, they lay the 
foundation for a culture and system focused on clinical and patient safety.12

To assess this VISN’s risks, the OIG considered several indicators:

1. Executive leadership position stability

2. Employee satisfaction

3. Patient experience

4. Access to care

Executive Leadership Position Stability
The VISN is defined based on “VHA’s [Veterans Health Administration’s] natural patient 
referral patterns; numbers of beneficiaries and facilities needed to support and provide primary, 
secondary, and tertiary care; and, to a lesser extent, political jurisdictional boundaries such as 
state borders. Under the VISN model, health care is provided through strategic alliances among 
VAMCs, clinics and other sites; contractual arrangements with private providers; sharing 
agreements and other government providers. The VISN is designed to be the basic budgetary and 
planning unit of the Veterans healthcare system.”13

VISN 16 consists of HCSs, VAMCs, and outpatient clinics in Alabama, Arkansas, Florida, 
Louisiana, Mississippi, Missouri, Oklahoma, and Texas.

According to data from the VA National Center for Veterans Analysis and Statistics, VISN 16 
had a veteran population of 1,229,985 at the beginning of fiscal year (FY) 2022 and a projected 
FY 2023 population of 1,209,853. The VISN provided care for 447,737 unique patients in 

10 Stephen Swensen et al., High-Impact Leadership: Improve Care, Improve the Health of Populations, and Reduce 
Costs, Institute for Healthcare Improvement White Paper, 2013.
11 Swensen et al., High-Impact Leadership: Improve Care, Improve the Health of Populations, and Reduce Costs.
12 Allan Frankel et al., A Framework for Safe, Reliable, and Effective Care, Institute for Healthcare Improvement, 
White Paper, 2017.
13 Hearing on the Curious Case of the VISN Takeover: Assessing VA’s Governance Structure, Before the House 
Committee on Veterans’ Affairs, 115th Cong. (May 22, 2018) (statement of Carolyn Clancy, MD, Executive in 
Charge, Veterans Health Administration, Department of Veterans Affairs).
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FY 2019; 444,547 in FY 2020; and 468,761 in FY 2021. The VISN also reported providing care 
for 464,620 unique patients by the time of the OIG’s visit in FY 2022. The medical care budget 
was $4,236,195,038 for FY 2019; $5,408,227,275 for FY 2020; and $5,898,252,506 for 
FY 2021. This represents a two-year increase of over 39 percent.

At the time of the OIG’s visit, VISN 16 had a stable leadership team. The Network Director and 
Deputy Network Director arrived in 2016, with both stating they had over 30 years of VHA 
experience. The Chief Medical Officer (CMO) and Quality Management Officer were assigned 
in 2018 and 2019, respectively. The CMO and Quality Management Officer oversaw facility-
level patient care programs.

VISN 16 facility leadership teams were also stable, with the following positions permanently 
assigned:

· Seven of eight directors

· Seven of eight chiefs of staff

· Seven of eight quality managers

· Six of eight associate directors for patient care services

· Seven of eight associate directors

VISN leaders identified human resources processes and clinician hiring as top organizational 
risks. VISN leaders reported that staff recruitment was complicated by competitive salaries 
offered by other VISNs and federal agencies and mental health provider scarcity throughout the 
VISN. VISN leaders explained that difficulties with hiring and retaining enough experienced 
staff had a negative effect on access, patient satisfaction, and overall budget costs for care in the 
community.14

Leaders also described difficulty competing with medical centers in areas with larger populations 
and attracting clinical, administrative, and maintenance staff to community-based outpatient 
clinics in rural areas. The Chief, Human Resources Officer updated VISN and facility leaders 
with data such as time-to-hire, active recruitments, overdue certificates, background 
investigations, and market pay reviews. Network leaders reported that efforts such as salary 
surveys supported pay increases for certified registered nurse anesthetists and police. According 
to VISN leaders, they used authorities in the Department of Veterans Affairs Nurse and 
Physician Assistant Retention And Income Security Enhancement (RAISE) Act to increase pay 
for nurses and physician assistants; and anticipated that the Honoring Our Promise to Address 

14 VA pays for care by community providers in certain circumstances. “Community Care: Veteran Care Overview,” 
Department of Veterans Affairs, accessed September 29, 2023, https://www.va.gov/COMMUNITYCARE 
/programs/veterans/index.asp.

https://www.va.gov/COMMUNITYCARE/programs/veterans/index.asp
https://www.va.gov/COMMUNITYCARE/programs/veterans/index.asp
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Comprehensive Toxics (PACT) Act would improve recruitment and retention of both clinical 
and administrative staff.15

Employee Satisfaction
The All Employee Survey is an “annual, voluntary, census survey of VA workforce experiences. 
The data are anonymous and confidential.”16 Although the OIG recognizes that employee 
satisfaction survey data are subjective, they can be a starting point for discussions, indicate areas 
for further inquiry, and be considered along with other information on VISN leaders.

The OIG reviewed VA’s All Employee Survey satisfaction results from FYs 2019 through 2021 
regarding employees’ perceived ability to disclose a suspected violation without fear of 
reprisal.17

Figure 2. All Employee Survey Results: I can disclose a suspected violation of any law, rule, or regulation 
without fear of reprisal.
Source: VA All Employee Survey (accessed July 12, 2022).
Note: Respondents scored this survey item from 1 (Strongly disagree) through 6 (Do not know).

15 Department of Veterans Affairs Nurse and Physician Assistant Retention And Income Security Enhancement 
(RAISE) Act, Pub. L. No. 117-103, 136 Stat. 822 (2022) §102; Sergeant First Class Heath Robinson Honoring our 
Promise to Address Comprehensive Toxics (PACT) Act, Pub. L. No. 117-168, 136 Stat. 1759 (2022).
16 “AES Survey History, Understanding Workplace Experiences in VA,” VHA Support Service Center.
17 The OIG makes no comment on the adequacy of the VHA average. The VHA average is used for comparison 
purposes only. The OIG suspended presentation of individual leaders’ All Employee Survey scores due to potential 
staffing updates (e.g., newly or recently established positions and historical position vacancies) and variations in 
survey mapping across fiscal years (process of assigning members to workgroups for reporting purposes).
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Patient Experience
VHA uses surveys from the Consumer Assessment of Healthcare Providers and Systems 
program to evaluate patients’ experiences with their health care and benchmark performance 
against the private sector. VHA’s Patient Experiences Survey Reports provide results from the 
Survey of Healthcare Experiences of Patients program.18

VHA also collects Survey of Healthcare Experiences of Patients data from Inpatient, Patient-
Centered Medical Home (primary care), and Specialty Care surveys.19 The OIG reviewed 
responses to three relevant survey questions that reflect patient experiences with the VISN from 
FYs 2018 through 2021. Figures 3–5 provide relevant survey results for VHA and VISN 16.20

Figure 3. Survey of Healthcare Experiences of Patients (Inpatient): Would you recommend this 
hospital to your friends and family?
Source: VHA Office of Quality and Patient Safety, Analytics and Performance Integration, 
Performance Measurement (accessed December 21, 2021).
Note: The response average is the percent of “Definitely yes” responses.

18 “Patient Experiences Survey Results,” VHA Support Service Center.
19 “Patient Experiences Survey Results,” VHA Support Service Center.
20 Scores are based on responses by patients who received care within the VISN.
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Figure 4. Survey of Healthcare Experiences of Patients (Outpatient Patient-Centered Medical Home): 
Overall, how satisfied are you with the health care you have received at your VA facility during the last 
6 months?
Source: VHA Office of Quality and Patient Safety, Analytics and Performance Integration, Performance 
Measurement (accessed December 21, 2021).
Note: The response average is the percent of “Satisfied” and “Very satisfied” responses.
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Figure 5. Survey of Healthcare Experiences of Patients (Outpatient Specialty Care): Overall, how 
satisfied are you with the health care you have received at your VA facility during the last 6 months?
Source: VHA Office of Quality and Patient Safety, Analytics and Performance Integration, 
Performance Measurement (accessed December 21, 2021).
Note: The response average is the percent of “Satisfied” and “Very satisfied” responses.

Access to Care
A VA priority is ensuring timely access to the best care and benefits for the nation’s veterans. 
VHA has used various measures to determine whether access goals are met for both new and 
established patients, including wait time statistics based on appointment creation and patient 
preferred dates. VHA’s goal is to provide patient care appointments within 30 calendar days of 
the clinically indicated date, or the patient’s preferred date if a clinically indicated date is not 
provided.21

To examine access to primary and mental health care within VISN 16, the OIG reviewed clinic 
wait time data for completed new patient appointments in selected primary and mental health 

21 The “Clinically Indicated Date (CID) is the date an appointment is deemed clinically appropriate by a VA health 
care provider. The CID is contained in a provider entered Computerized Patient Record System (CPRS) order 
indicating a specific return date or interval such as 2, 3, or 6 months. The CID is also contained in a consult 
request…The preferred date (PD) is the date the patient communicates they would like to be seen. The PD is 
established without regard to existing clinic schedule capacity.” VHA Directive 1230(5), Outpatient Scheduling 
Processes and Procedures, July 15, 2016, amended September 24, 2021. (VHA rescinded and replaced this directive 
with VHA Directive 1230, Outpatient Scheduling Management, June 1, 2022.)
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clinics for the most recently completed quarter. Tables 1 and 2 provide wait time statistics for 
completed primary care and mental health appointments from April 1 through June 30, 2022.22

Table 1. Primary Care Appointment Wait Times
(April 1 through June 30, 2022)

Facility Average New 
Patient Wait 
Times from 
Create Date 
(Days)

VISN 16 27.1

Alexandria VA HCS (LA) 26.8

Central Arkansas Veterans HCS (Little Rock) 33.2

Gulf Coast Veterans HCS (Biloxi, MS) 34.2

G.V. (Sonny) Montgomery VAMC (Jackson, MS) 24.7

Michael E. DeBakey VAMC (Houston, TX) 25.1

Overton Brooks VAMC (Shreveport, LA) 29.4

Southeast Louisiana Veterans HCS (New Orleans) 18.5

Veterans HCS of the Ozarks (Fayetteville, AR) 21.1

Source: VA Corporate Data Warehouse (accessed July 11, 2022).
Note: The OIG did not assess VA’s data for accuracy or completeness.

22 Primary care wait times are for appointments designated as clinic stop 323, Primary Care Medicine. Mental health 
wait times are for appointments designated as clinic stop 502, Mental Health Clinic Individual.
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Table 2. Mental Health Appointment Wait Times 
(April 1 through June 30, 2022)

Facility Average New 
Patient Wait 
Times from 
Create Date 
(Days)

VISN 16 21.9

Alexandria VA HCS (LA) 19.6

Central Arkansas Veterans HCS (Little Rock) 20.4

Gulf Coast Veterans HCS (Biloxi, MS) 26.5

G.V. (Sonny) Montgomery VAMC (Jackson, MS) 11.9

Michael E. DeBakey VAMC (Houston, TX) 24.8

Overton Brooks VAMC (Shreveport, LA) 32.3

Southeast Louisiana Veterans HCS (New Orleans) 17.7

Veterans HCS of the Ozarks (Fayetteville, AR) 10.8

Source: VA Corporate Data Warehouse (accessed July 11, 2022).
Note: The OIG did not assess VA’s data for accuracy or completeness.

Leadership and Organizational Risks Findings and 
Recommendations

The OIG made no recommendations.
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Quality, Safety, and Value
VHA’s goal is to serve as the nation’s leader in delivering high-quality, safe, reliable, and 
veteran-centered care. VHA strives to provide healthcare services that compare “favorably to the 
best of [the] private sector in measured outcomes, value, access, and patient experience.”23 To 
meet this goal, VHA requires staff at its facilities to implement programs to monitor the quality 
of patient care and performance improvement activities and maintain Joint Commission 
accreditation.24 Many quality-related activities are informed and required by VHA directives and 
nationally recognized accreditation standards (such as those from The Joint Commission).25

The inspection team interviewed managers and reviewed meeting minutes and other relevant 
documents and determined VISN staff generally complied with OIG-identified key processes for 
quality and safety.

Quality, Safety, and Value Findings and Recommendations
The OIG made no recommendations.

23 Department of Veterans Affairs, Veterans Health Administration Blueprint for Excellence, September 21, 2014.
24 VHA Directive 1100.16, Accreditation of Medical Facility and Ambulatory Programs, May 9, 2017. (VHA 
rescinded and replaced this directive with VHA Directive 1100.16, Health Care Accreditation of VHA Facilities and 
Programs, July 19, 2022.)
25 VHA Directive 1100.16.
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Medical Staff Credentialing and Privileging
The Deputy Under Secretary for Health for Operations and Management is responsible for 
“ensuring that VISN Directors maintain an appropriate credentialing and privileging process 
consistent with the VHA policy,” which includes the VISN CMO’s oversight of credentialing 
and privileging processes at VISN facilities.26 “Credentialing is the process of obtaining, 
verifying, and assessing the qualifications of a health care provider to provide care or services in 
or for the VA health care system. Credentials are documented evidence of licensure, education, 
training, experience, or other qualifications.”27

When certain actions are taken against a physician’s license, the senior strategic business partner 
(previously known as the human resources officer) will make a recommendation to the VISN 
chief human resources officer, who will then determine whether the physician meets licensure 
requirements for VA employment.28 Further, the VISN CMO is required to document a review 
for licensed independent practitioners with a licensure action or malpractice history.29 The VISN 
CMO must then “make a recommendation to the VHA medical facility that initiated the review 
process on the appropriateness of continuing with the LIP’s [licensed independent practitioner’s] 
credentialing application or appointment at the facility.”30

The OIG inspection team reviewed publicly available data and VetPro for 163 VISN facility 
physicians hired after January 1, 2021.31 When reports from the National Practitioner Data Bank 
or Federation of State Medical Boards appeared to confirm that a physician had a potentially 

26 VHA Handbook 1100.19, Credentialing and Privileging, October 15, 2012. (VHA rescinded and replaced this 
handbook with VHA Directive 1100.21(1), Privileging, March 2, 2023, amended April 26, 2023. VHA previously 
replaced the credentialing portion of this handbook with VHA Directive 1100.20, Credentialing of Health Care 
Providers, September 15, 2021.)
27 VHA Directive 1100.20.
28 VHA Credentialing Directive 1100.20: Standard Operating Procedure – C25 version 3, Mandatory Reviews of 
Adverse Licensure, Certification, or Registration Actions, October 2, 2020. Providers are ineligible for VA 
appointment if they do not have a full unrestricted license, had a license revoked (without if being fully restored), or 
surrendered a license (in lieu of revocation). 38 U.S.C. § 7402.
29 VHA Credentialing Directive 1100.20: Standard Operating Procedure – 40 version 1, Conducting and 
Documenting a Chief Medical Officer Credentials Review, November 9, 2020. A licensed independent practitioner 
“is any individual permitted by law...and the facility to provide patient care services independently, i.e., without 
supervision or direction, within the scope of the individual’s license, and in accordance with individually-granted 
clinical privileges.” VHA Handbook 1100.19.
30 VHA Credentialing Directive 1100.20: Standard Operating Procedure–40 version 1.
31 The VHA Central Office directed VHA-wide licensure reviews that were “started and completed in January 2018, 
[and] focused on the approximately 39,000 physicians across VHA and used licensure-action information from the 
Federation of State Medical Boards.” The OIG reviewed VISN facility physicians hired after January 1, 2021, to 
continue efforts to identify staff not meeting VHA employment requirements. GAO, Greater Focus on 
Credentialing Needed to Prevent Disqualified Providers from Delivering Patient Care, GAO-19-6, February 2019. 
“VetPro is an Internet enabled data bank for the credentialing of VHA health care practitioners that facilitates 
completion of a uniform, accurate, and complete credentials file.” VHA Handbook 1100.19.
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disqualifying licensure action or licensure action requiring further review, inspectors examined 
evidence of the

· VISN Chief Human Resources Officer’s review to determine whether the physician 
satisfies VA licensure requirements, and 

· VISN CMO’s review and recommendation for any licensed independent 
practitioner with a specific licensure or malpractice history.32

The OIG interviewed leaders and reviewed relevant documents and determined VISN staff 
generally complied with the requirements above.

Medical Staff Credentialing and Privileging Findings and 
Recommendations

The OIG made no recommendations.

32 “The National Practitioner Data Bank (NPDB) is a web-based repository of reports containing information on 
medical malpractice payments and certain adverse actions related to health care practitioners, providers, and 
suppliers.” “Health Workforce Data, Tools, and Dashboards,” Health Resources & Services Administration, 
accessed August 24, 2022, https://data.hrsa.gov/topics/health-workforce/npdb. “The Federation of State Medical 
Boards represents the state medical and osteopathic regulatory boards – commonly referred to as state medical 
boards…[to] fulfill their mandate of protecting the public’s health, safety and welfare through the proper licensing, 
disciplining, and regulation of physicians and, in most jurisdictions, other health care professionals.” “About 
FSMB,” Federation of State Medical Boards, accessed August 24, 2022, https://www.fsmb.org/about-fsmb/.

https://data.hrsa.gov/topics/health-workforce/npdb
https://www.fsmb.org/about-fsmb/
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Environment of Care
Any facility, regardless of its size or location, faces vulnerabilities in the healthcare environment. 
VHA requires that staff at healthcare facilities provide a safe, clean, and functional environment 
of care for veterans, their families, visitors, and employees in accordance with applicable 
environment of care accreditation standards and federal regulatory, VA, and VHA requirements. 
The goal of the environment of care program is to reduce and control environmental hazards and 
risks; prevent accidents and injuries; and maintain safe conditions for patients, visitors, and 
staff.33

To support these efforts, VHA requires VISNs to have a Comprehensive Environment of Care 
“oversight program with a charter.”34 VHA also mandates that VISN leaders ensure that staff at 
network facilities with acute inpatient mental health units submit their Mental Health 
Environment of Care Checklist review via the Patient Safety Assessment Tool every six 
months.35

The OIG inspection team reviewed relevant documents and interviewed managers and 
determined VISN staff generally complied with various environment of care requirements.

Environment of Care Findings and Recommendations
The OIG made no recommendations.

33 VHA Directive 1608, Comprehensive Environment of Care (CEOC) Program, February 1, 2016. (VHA rescinded 
and replaced this directive with VHA Directive 1608, Comprehensive Environment of Care Program, June 21, 2021. 
VHA amended this directive September 7, 2023.) VHA Directive 0320.01, Veterans Health Administration 
Comprehensive Emergency Management Program (CEMP) Procedures, April 6, 2017.
34 VHA Directive 1608.
35 “The Mental Health Environment of Care Checklist was designed to help facilities identify and address 
environmental risks for suicide and suicide attempts.” The Patient Safety Assessment Tool is a web-based system 
used for staff to respond to deficiencies found on the Mental Health Environment of Care Checklist and track the 
implementation of corrective action plans. VHA Directive 1167, Mental Health Environment of Care Checklist for 
Mental Health Units Treating Suicidal Patients, May 12, 2017.
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Mental Health: Suicide Prevention
Suicide prevention remains the top clinical priority for VA. In 2019, the suicide rate for veterans 
was higher than for nonveterans and estimated to represent “13.7 [percent] of suicides among 
U.S. adults.”36 Additionally, “among the average 17.2 Veteran suicides per day, an estimated 6.8 
suicides per day were among those with VHA encounters in 2018 or 2019, whereas 10.4 per day 
were among Veterans with no VHA encounter in 2018 or 2019.”37

VHA requires VISN leaders to appoint mental health staff to serve on the primary VISN 
governing body, participate on each state’s suicide prevention council or workgroup, coordinate 
activities with state and local mental health systems and community providers, and serve as the 
VISN representative for the Suicide Prevention Program.38

The OIG reviewed relevant documents and interviewed managers and determined VISN staff 
complied with various suicide prevention requirements.

Mental Health Findings and Recommendations
The OIG made no recommendations.

36 Office of Mental Health and Suicide Prevention, 2021 National Veteran Suicide Prevention Annual Report, 
September 2021.
37 Office of Mental Health and Suicide Prevention, 2021 National Veteran Suicide Prevention Annual Report.
38 VHA Handbook 1160.01, Uniform Mental Health Services in VA Medical Centers and Clinics, 
September 11, 2008, amended November 16, 2015. (VHA rescinded and replaced this handbook with VHA 
Directive 1160.01, Uniform Mental Health Services in VHA Medical Points of Service, April 27, 2023.) VHA 
Directive 1160.07, Suicide Prevention Program, May 24, 2021.
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Report Conclusion
The OIG acknowledges the inherent challenges of operating VA medical facilities, especially 
during times of unprecedented stress on the US healthcare system. To assist leaders in evaluating 
the quality of care within this VISN, the OIG conducted a detailed review of five clinical and 
administrative areas and did not issue recommendations for improvement.
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Appendix A: VISN 16 Profile
The table below provides general background information for VISN 16.

Table A.1. Profile for VISN 16 
(October 1, 2018, through September 30, 2021)

Profile Element VISN Data
FY 2019*

VISN Data
FY 2020†

VISN Data
FY 2021‡

Total medical care budget $4,236,195,038 $5,408,227,275 $5,898,252,506

Number of:
· Unique patients 447,737 444,547 468,761

· Outpatient visits 5,762,348 5,255,558 5,804,401

Unique employees§ 17,507 17,711 17,928

Type and number of operating beds:
· Community living center 610 620 620

· Domiciliary 273 275 275

· Hospital 1,092 1,046 1,041

Average daily census:
· Community living center 591 468 342

· Domiciliary 246 156 98

· Hospital 664 556 604

Source: VHA Support Service Center and VA Corporate Data Warehouse.
Note: The OIG did not assess VA’s data for accuracy or completeness.
*October 1, 2018, through September 30, 2019. 
†October 1, 2019, through September 30, 2020. 

‡October 1, 2020, through September 30, 2021.
§Unique employees involved in direct medical care (cost center 8200).
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Appendix B: VISN Director Comments
Department of Veterans Affairs Memorandum

Date: October 11, 2023

From: Director, South Central VA Health Care Network (10N16)

Subj: Comprehensive Healthcare Inspection of Veterans Integrated Service 
Network 16: South Central VA Health Care Network in Ridgeland, Mississippi

To: Director, Office of Healthcare Inspections (54CH04)

Director, GAO/OIG Accountability Liaison (VHA 10B GOAL Action)

1. The South Central VA Health Care Network appreciates the opportunity to review
the Comprehensive Healthcare Inspection Program report for South Central VA
Health Care Network. Although there are no recommendations to address,
VISN 16 remains committed to honoring our Nation’s Veterans by ensuring a
safe environment to deliver unrivaled health care.

2. If you have questions regarding the information submitted, please contact the
VISN 16 Quality Management Officer.

(Original signed by:)

Skye McDougall, PhD
VISN 16 Network Director
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OIG Contact and Staff Acknowledgments
Contact For more information about this report, please contact the 

Office of Inspector General at (202) 461-4720.

Inspection Team Randall Snow, JD, Team Leader
Tishanna McCutchen, DNP, MSPH

Other Contributors Kaitlyn Delgadillo, BSPH
Justin Hanlon, BAS
LaFonda Henry, MSN, RN
Cynthia Hickel, MSN, CRNA
Amy McCarthy, JD
Scott McGrath, BS
Joan Redding, MA
Larry Ross, Jr., MS
Caitlin Sweany-Mendez, MPH, BS
Yurong Tan, PhD
Elizabeth K. Whidden, MS, APRN
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Report Distribution
VA Distribution

Office of the Secretary
Veterans Benefits Administration
Veterans Health Administration
National Cemetery Administration
Assistant Secretaries
Office of General Counsel
Office of Acquisition, Logistics, and Construction
Board of Veterans’ Appeals
Director, VISN 16: South Central VA Health Care Network

Non-VA Distribution
House Committee on Veterans’ Affairs
House Appropriations Subcommittee on Military Construction, Veterans Affairs, and 

Related Agencies
House Committee on Oversight and Accountability
Senate Committee on Veterans’ Affairs
Senate Appropriations Subcommittee on Military Construction, Veterans Affairs, and 

Related Agencies
Senate Committee on Homeland Security and Governmental Affairs
National Veterans Service Organizations
Government Accountability Office
Office of Management and Budget
US Senate

Alabama: Katie Britt, Tommy Tuberville
Arkansas: John Boozman, Tom Cotton
Florida: Marco Rubio, Rick Scott
Louisiana: Bill Cassidy, John Kennedy
Mississippi: Cindy Hyde-Smith, Roger Wicker
Missouri: Josh Hawley, Eric Schmitt
Oklahoma: James Lankford, Markwayne Mullin
Texas: John Cornyn, Ted Cruz

US House of Representatives
Alabama: Jerry L. Carl
Arkansas: Rick Crawford, French Hill, Bruce Westerman, Steve Womack
Florida: Neal Dunn, Matt Gaetz
Louisiana: Troy A. Carter, Sr.; Garret Graves; Clay Higgins; Mike Johnson; Julia Letlow; 

Steve Scalise
Mississippi: Mike Ezell, Michael Guest, Trent Kelly, Bennie Thompson
Missouri: Eric Burlison
Oklahoma: Josh Brecheen
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Texas: Brian Babin, Dan Crenshaw, Pat Fallon, Lizzie Fletcher, Sylvia Garcia, 
Lance Gooden, Al Green, Sheila Jackson Lee, Morgan Luttrell, Michael McCaul, 
Nathaniel Moran, Troy E. Nehls, Pete Sessions, Randy Weber

OIG reports are available at www.va.gov/oig.

https://www.va.gov/oig
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