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An 1nvestigatxon by the Veterans Adainistratioa (VA) of
allegations against *La.Forth Chicacc 7A Hospital was aonitored.
The employees*' unior. of the hospital uvade the allegations which
included charges of: ‘Wi¥management hy hospital officials,
reprisals and threats ggginst high-level hospital officials and
rank and file employeés who -uestion hospital policies ‘and
recsamend changes, aéﬁ”:elated internal prcblens that have
apparently led to a declee in the quality of 3edical care for
Northk Chicago vexerans. dextional allegations concerning
certain questiounable hgspital activities vere also made. during
VA's onsite investigation. The VA appeared to investigate
adequately the allegations of irreqularities at the hospital and
has taken steps to correct the hospital's internal problems. The
majority of the allegations against North Chicago VA hoapital
and the Univarsity of Health Sciances/The Chicago Medical School
vere nct substantiated during the investigation. VA
investigators documented _he probleams and made recomsendations
for corrective actiops by the VA's central office. Acticn& have
been taken under the direction of the ChieZ mMedical Director.
The investigation addressed all but three of the allegatioans
contained in a statenegmwprepared by VA bospital employees. (5N)
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' COMPTROLLER GENERAL OF THE UNITED STATES
WASHINGTON, D.C. 20848

REST/V'CTED — Not t» be prelcacaod o ixn #5n =
FRccouwtng Offiee exeoppton the o0 - 0. L ociann o,
B-133044 Ly the Ofiee of Congraessienal Hc zicas, JAN 3 ! 1978

The Honorable William Proxmire
Chairman, Subcommittee on HUD-

Independent Agencies
Committee on Appropriations
United States Senate

Dear Mr. Chairman:

In your letter of April 29, 1976, you asked us to
monitor the Veterans Administration (VA) investigation of
tllegations against the Noith Chicago VA Hogpital and make
2 final report to you. The North Chicago VA Hospital's
egployees union made the allegations, which included charges
o

--mismanagement by hospital officials;

--reprisals and threats against high-level hospital
officials, and rank and file employees who question
hospital policies and recommend changes; and :

--related internal problems that have apparently led
to a decline in the quality of medical care for
North Chicago veterans.

Also, additional allegations concerning certain question-
able hospital activities were made during VA's onsite in-
vestigation.

VA's investigation was conducted from April 26 through
June 11, 1976. Based on our examination of the investigative
report summary, dated November 5, 1976, and its supporting
documentation, we believe that VA has adequately investigated
the allegations of irregularities at North Chicago and has
taken steps to correct the hospital's internal problems.

The majority of the allegations against the North
Chicago VA Hospital and the University of Health Sciences/
The Chicago Medical School were not substantiated during

HRD-78-43
(40123)
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the investigation. Concerning the allegations that were
substantiated, the VA investigators documented the problems
and made recommendations for corrective actions by VA's
central office. Under the direction of the Chief Medical
Director, such actions have been taken.

The investigation addressed all but three of the
allegations contained ir. a statement prepazed by VA hospital
employees. Two allegations, identified as "1(d)" and "3(b)"
in the statement, were omitted from the investigatior. be-
cause both directly concerned the activities of the univer-
sity and only indirectly pertained to VA.

Allegation 1(d) sta'ed that university physicians promised
the Illinois Lake County Medical Society that they would nct
enter private practice in the North Chicago area but, never-
theless, have attempted to reserve beds at private hospitals
in the area for their private patients. Allegation 3(b) stated
that the university had so offended the commander of the
Great Lakes Naval Hospital that the Navy announced it would.
not accept residents from the school. :

The VA investigation did not address the third allega-
tion concerning the proposed transfer of an 87-acre tract
of North Chicago VA Hospital land to the university. Ac-
cording to VA officials, this matter was reviewed by VA's
Department of Medicine and Surgery. 1In our report 1/ to
you, we concluded that VA's actions to transfer the land
to the university did not strictly comply with Federal
regulations.

Our comments in enclosure I to this letter address
the allegations (whether sustained or unsustained), which
in our opinion warrant further discus-ion. The investiga~-
tion repor* summary designated that allegations were unsus-
tained when they were insufficiently corroborated by the
evidence found. We designated that allegations were sus-
tained wnen they were confirmed or corroborated in part or
in full by the testimony of witnesses and/or documentation.
For your information, we have listed in the enclosure each
of the allegations (except those omitted from our review),
noting which allegations were sustained during the investiga-
tion and which were not.

1/"Veterans Administration Land Transfers to Medical Schools:
Propriety and Impact* (HRD-77-105, June 3, 1977).
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As directed by your office, we have nct obtained
written agency comments on the matters discussed in the
report. However, we have discussed these matters with
agency officials and have considered their comments irn
the report.

As arranged with your office, we are sending copies
of this report to the Administrator of Veterans Affairs.

Sincerely yours,
Lesetn /i‘

Comptroller General
of the United States

Enclogure



ENCLOSURE ' I ' ENCLOSURE I

GAO EVALDATION OF VA'S INVESTIGATION OF EMPLOYEE

ALLEGATIONS AT THE NORTH CHICAGO VA HOSPITAL

AND OF THE CORRECTIVE ACTIONS TAKEN

BACKGROUND

Since October 1973, the University of Health Sciences/
The Chicago Medical School (uriversity) has sought to re-
locate from Chicago's West Side Medical Center and begin
construction of new medical a2dacational facilities on an
87-acre tract at the North Chicago VA Hospital. As of Jan-
vary 1978, the wedical school ‘had not executed its planned
relocation; however, it has maintained an affiliation w~ith
the VA hospital since July 1974. During this time, VA has
commenced converting its North Chicago hosp.tal from a
neuropsychiatric to a general medical and surgical facility.

Prior to and during the implementation of the affilia-
tion, conflicts arose in several hospital services among
physicians and staff over decisions regarding the management
of hospital activities. Also, interpersonal difficulties
developed between the Nerth Chicago hospital director and
the hospital's chief of staff over the mission of the hospital
and specifically, how the hospital's mission would relate to
the affiliation. When it became apparent to VA's Chief
Medical Director that these two top hospital officials could
not resolve their differences, and that their conflict was
polar.zing the hospital staff, both were reassigned in orcer-
to prevent any adverse effect on the quality of patient car-,
In early April 1976, the hospital director was transferred
to the Boise, Idaho, VA hospital as director. The hospital's
chief of staff remained at the hospital but was demoted to
associate chief of staff for education.

On April 12, 1976, after the hospital director's trans-
fer was announced, a group of North Chicago va Hospital em-
pPloyees traveled to Washington, D.C., to present a "state-
ment of concerns®™ to the staffs of (1) the House Committee
on Veterans' Affairs, (2) the Senate Appropriations Subcom-
mittee on HUD-Independent Agencies, and (3) VA'sS Chief Medical
Director. 1In the statement, the employees alleged irregqulari-
ties on the part of the chief of staff and other hospital
staff members, expressed admiration for the efforts of the
former hospital director, and protested his reassignnent.
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VA's Chief Medical Director responded to the allegations
by requesting VA's Investigation and Security Service to
investigate the situation. Also, VA's Internal Audit Serv-
ice, and the Department of Medicine and Surgery initiated
efforts to evaluate certain allegations relating to hospital
management and the quality of care.

In addition to the allegations in the statement of con-
cerne; VA's investigative team addressed other allegations
brought to its attention during the onsite investigation.
Shortly after the VA investigators completed their work at
the North Chicago hospital, VA's Internal Audit Service con-
ducted a management audit of the hospital from August 6
through September 21, 1976, to assess its overall operations.
In October 1977, VA's Internal Audit Service conducted a fol-
lowup audit to evaluate the effectiveness of the hospital's
efforts to correct deficiencies noted in the prior audit.

Our review and monitoring of VA's efforts focused on
the investigation and subsequent VA actions taken in address-
ing the veracity of the employee allegations. Because the
VA investigation occurred after the transfer and demotion
of the hospital director and the chief of staff, respectively,
the report did not address what actions, if any, would
have been appropriate in the case of these officials.

THE INITIAL ALLEGATIONS

The North Chicago VA Hospital employees made a number
of allegations against (1) certain university physicians who
were placed in positions at the VA hospital and (2) che
university itself. Some of these allegations appeared
in the statement of concerns; others were made during the
course of the investigation. The allegations reviewed by
us in this report and contained in the statement are sum-
marized on the following page: 1/

1/As used here, the number/letter symbols relate to those
used in the statement of concerns.
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Univers.ty Physicians

1{a). A number of univecrsit,' raysicians with VA
appointnents cately, ir evet, treated patients
at che North Chicage VA Hospital--two surgeorns;
one staff physician in infectious diseases, med-
icine service; one opthalaologist; one card-
iolog 1t; and one pathologise.

1(b). A number of university physicians used VA secre-
taries mostly on univecsity csther than VA
hospital business.

1(¢). VA reseacch funds allocated to a university
phynician for infectious disease cesearch were
illegally expended.

A cheaist hired with clinical funds was coerced
into tesigning to prevent being fired.

Bospital chief of staft

2(a). The chief of staff hired two tesidents in
medicine 2t the hospital for whoa residency
Fositions had not been authorized by VA's
central office.

2b). The chiel of staff and acting chief of psychisccy
wrongfully informed the Lake County, Illinois
Health Depactment that the VA hogpital would
provide it with the services of VA-salscied
psychiaciy residents for a 6- to 9-month period
at no cost.

2(c). While the hospital director vas out of wew'm, the
chief of stalf transfecred. withoyr. the ALEDRLOC 'S
approval, a radiation therapist from thy Lakatide,
Illinois VA hospital to the North Chicago hospital,
although the latter hospital was not equipped for
tadiation therapy.

Patients were then transfecred to the Nocth Chicago
hoapital for radiacion therapy.

Because of the hospital's lack of equipment, patients
tequiring cadiacion therapy had to he sent to the
Great Lakes, Illinois Waval Regional mMedical Center
8t a cost of $3,000 to the North Chicago hospital.

2(d). The chief of staff was cespanaible for the resigna-
tion or transfer of four psychiatrists and one
physician in rehabilication medicine.

The chief of staff participated with a paiversity
physician in the attempeted removal of a pace-time
VA physician who was to de replaced by a friend
ot the chief of surgery. (note a)

The chief of staff hacessed the ce earch-in=-aging
labocatory 3tuff ind attempeed its removal.

2(e). The chief of scaff asked membders of the Lake
County Nedical Society's Executive Board to
pressure VA to remove the Mocth Chicago hospital
ditector.

Univegsity conteol of the Nesth Chicage VA hospical

3(a)(l). The university procrastinated £or soaths befece
appoincing a chief of psychistry because the
school was not intecested in treating psyehiastric
patients.

3(a)(2). Punds despecately needed by the hospital to treat
800 chronic psychiatric patients were channeled
L0 surgery setvice.

The funds were being used to escablish & $200,000
surgical uait desired by the university.

3a)(3). 8ince the hospital's affiliacion vith the univer~
sity, the number of patients receiving foot care
has dropped by one~thitrd.

ENCLOSURE I

Sustained by VA Yot sustained by VA

X (Sustained for one
opthalaelogist and one
stalf physician in in-
fectious diseases,
ssdicine service)

X (The activities of two
secretaries did indicsta,
however, that medicine

service was overstaffed.)

X
X
: x
X
X
X
X (At a cost of 33,792
to VA for therapy treat-
ments}
X (Sustained in part
for four of the five
physicians)
X
X
X
- X

X ‘Amount of reduction
not addressed in repert
susmary) .
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University conteol of the North Chicago VA hospital Sustained by VA Not sustained by VA
3(a)(4). Because the hospital was critically underfunded, X
it had tu c¢lose an entire hospital ward.
Althougk the hospital was underfunded, patient X (No evidencsy that hosge
cars funds were used to pay focr $8,000 worth of pital could not gfford
artificial heart valves ordered Dy university the valves. Also, $3,400
physicians. The valves could not be used be- spent on these icems.)

cause the hospital coyld not fund an open hear:
surgical unie.

OTHER ALLEGATIONS

The followirg additional sllegations ware identified
at the hospital during VA's investiqgstion: (note b)

Qenersl
A. A biological technician was retained on the VA payroll ' X
after he had ceased to work at the hospital.
B. The wife 3C a uaiversity physician vas illegally em- X (The consultant
ployed as a coasultant to VA. seceived no financial
compensation for this
eaployment)
C. Two patients, who died at the hospital, received X (Sustained for one
questionable treatment. patient)
0. 8urgical records of daceased pstients had been 13
destroyed to cover up the ciccumstances of their
deaths.
E. One of the staff puysiciens in surqgery should not X

have been employed by VA since he performed vecy
tew surgical procedures.

P. The former chief of social work was coarced by X
the formec hospital director into misusing funds.

G. The chairman of the Department Of Anatomy, Nocth- x
vastern University Medical School, knew of aisused
ressarch funds.

8. Usable chemicals of the research-ine-aging labora- - X
tocy wece destroyed.

I. The VA associate chief of staff for reseacch improp- X
erly used regsearch funds. .

J. The chief of neurology service was zonducting an X
iavestigational drug study using incompecient patients
without obtaining the consent of their consrvators.

%. The chief of surgery service, while conducting re~
seacsh with an investigational druge was not always
obtaining properly coupleted consent focas.

1119 R of staff
L. The chief of stalf epptoved the improper use of the X
VA hospital‘'s laboratory to conduct tests for a clinic
tya by the uajivecsity.

H. The chief of acaff improperly ceviewed eaployse files, X

N. The chief of staff established a "mental competency X
review boscd.®

0. The chief of staff's employment by the medical school X
uss in coaflict with the best interests of the VA
hospitel.

a/The VA investigation the physiciasn cited dbove has since been dismissed. According to a VA
ceatral office offiaial, no cause «as given for hecr dismissal because VA requlations do
not require that cause be given in the dismissal of a part~time physician.

b/¥a have letterad these allegations to distinguish ther fros those in the st t of ens.
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ANALYSIS OF THE ALLEGATIONS

The investigative report specifically addressed the
previous allegations, while the VA internal audit report
provided a general background on the hospital's operations.
Because the information contained in those reports are too
voluminous for inclusion in the report, we are only present-
ing (1) the results of VA's investigation, including the
recommendations relating to those findings which VA concluded
deserved further attention, and subsequent VA actions in
response to the recommendations and (2) our comments angd
conclusions on the results of those VA investigative efforts
which we believe warrant further discussion.

INVESTIGATIVE REPORT RECOMMENDATIONS

The investigative report recommended tha: the Chief
Medical Director consider:

Allegation Recommendation
1l(a). ~ Determining the need for a second opthalmologist in the

opthalmology section of the surgical service.

1(b). Assuring that appropriate reassignments.of two secretaries
in medicine service are accomplished to alleviate an over-.
staffing situation.

l(e). Admonishing or counseling a physician in the infectious
diseases section who hired an assistant through use of an
illegal position description.

A. Reprimanding or admonishing an administrative assistant
who kept a biological technician on the payroll after his
term of employment, to compensate the technician for time
he had spent working for VA but for which he had not been
paid (and recovering a salary overpaywment to the biolog-
ical technijcian).

B. Terminating the employment of a physician who was hired
as a research advisor in violation of VA requlations.

c. Determining whether the specific actions of the physi-
. cians involved in the postoperative treatment of a VA
patient constituted negligence and, if so, what action

should b taken.

E. : Determining the need for the services of the staff sur-
geon who was performing very little surgery.

I. cOuﬁseling the associate chief of staff for research
regarding improper use of funds.

K. Counseling the chief of surgery service regarding the
proper use of patient consent forms involving the use
of an investigational drug as part of his research proj~
ect.,
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In addition, the allegations relating to university con-
trol of the North Chicago VA Hospital (3(a)) was investigated
by the acting Director of Medical Scrvice, VA, He concluded
that a clear redefinition of the mission of the North Chicago
VA Hospital, the role of the medical school in the affiliation,
and the importance of providing high-caliber leadership at
the hospital was needed in light of his findings.

The VA Investijation Report did not recommend actions
against the former chief of staff--although certain allega-
tions against him were sustained--because cisciplinary action
had previously been taken by VA's central office.

. VA ACTIONS ON THE RECOMMENDATIONS

According to VA's Chief Medical Director, the agency has
addressed all of the above recommendations thisugh the follow-
ing actions: ‘

Allegation ’ VA action

1(a). At the time of the VA investigation, two part-
time opthalmologists were on duty, equating to
1.6 full-time physicians. Subsequently, a third
part-time opthalmologist was employed on Septeii-
ber 1, 197€, which increased the full-time
equivalent employment to 2.1. However, cne
opthalmologist (the former VA chief of opthal-
mology) was terminated December 17, 1976, there-
by reducing the full-time equivalent figure to
1.2. This was the situation as of April 1977,
and the hospital director was satisfied with
the arrangement.

1(b). The VA Investigation Report concluded that
medicine service was overstaffed by two secre-
tarial positions. The hospital, in response to
the investigation, conducted a staff utiliza-
tion study of the service, which resulted in
the deletion of one secretarial position. Both
of the secretaries cited in the VA Investiga-
tion Report have since resigned.

1(c). The physician in the infectious diseases sec-
tion was admonistried on January 21, 1977, for
hiring an assistant by using a deceptive posi-
tion scription.
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In the third quarter of fiscal year 1977, all
VA hospitals were requested by VA's central
office to redefine their missions. VA's
central office has reaffirmed its support of
the North Chicago VA Hospital/Chicago Medical
School affiliation, recognizing that * will
require constant monitoring by th. < -zal
office.

The hospital administrative assistant was re-
primanded on January 22, 1977, for maintaining
a biological technician on the hospital payroll
beyond his term of er ‘loyment. A "Bill for
Collection" was presented to the overpaid bi-
ological technician, who subsequently requested
a waiver from VA's central office. The request
for waiver was forwarded by VA's Office of the
Controller to the Comptroller General of the
United States on March 10, 1977. As of Novem-
ber 1977, action on the waiver was still pending.

The illegally employed research advi- : was
terminated on November 11, 1976.

Subsequent to VA's investigation, VX central
office's surgical service noted that there
was

" * * an er.,or in diagnostic
judgment, the magnitude of which

is difficult to assess., Classical
clinical signs and symptoms of intra-
abgominal or retraperitoneal hemor-
rhage were not present and although a
hematocrit determination or red blood
cell count would have been appropriate,
they would not have been diagnostic
unless hemodilution had taken place.
We, therefore, do not feel that any
negligence was involved nor is any
further action necessary.’

The current North Chicago VA Hospital director
has determined that the services of the staff
surgeon, who allegedly performed very few
surgical procedures, are required and that he
is performing surgery.
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The asscciate chief of staff for research
and the chief of surgery were counseled cn
January 31, 1977, and Febdruary 1, 1977,
respectively.

-

OUR _COMMENTS AND CONCLUSIONS

Having reviewed and evaluated the Vva investigative
report's findings and conclusions, and the working papers
supporting che report, we offer the following ~omments and

conclusions:

Allegation

1(b).

2(d)(1).

Qur comments and conclusions

This allegation charged that two VA secretaries
vof certain university-affiliated physicians
were gpending most of their time on university
rather than VA business. The information col=-
lected on this matter by VA investigators

did not sustain

the allegation although this conclusion was not
specified in the investigative report. This
rotwithstanding, we are satisfied that the ai~-
legation has been investigated sufficiently.

The Va investigators did not sustain the alle~
gatior that the chief of staff was instrumental
in the separation of a staff psychiatrist be-
cause that psychiatrist was not available for
comment. 1In commenting on our report to the
Congress, "Controls on Use of Psycho*herapeutic
Drugs and Improved Psychiatrist Staffing are
Needed in the Veterans Administration Hospitals"
(MWD-75-47, Apr. 18, 1975), the acting hospital
director told us that this particular psycia-
trist had resigned after a prer review had found
that her prescribing practices for psychothera-
peutic drugs were too routinized.

When we contacted the hospital's former chief
of staff (who was the acting hospital director
cited above) on this matter, he indicated that
he was not a member of the peer review team

in *his case and that he never stjgested to
the psychiatrist that she leave the hospital
staff. He also said that to his knowledge, no
one eise made such a zuggestiorn either, but
that che psychiatrist was distressed at the
conclusion of the peer review team and left of
her own accord.
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We concur in VA's conclusion that the veracity
of this allegation has not yet been determined.
Its veracity cannot be determined until the

the psychiatrist is questioned about this mat-
ter; however, neither we nor the VA investiga-
tive team could locate the former VA psychia-
trist for an interview. Presently, we do not
believe further investigative effort is war-
ranted.

2(¢c). Documentation suppr.rting the VA investigative
report indicates ‘hat the action of North
Chicago hospital management (not the chief of
st.aff exclusivel:’') regarding the research-in-
aging laboratory staff could reasonably have
been construed as harassment. The investiga-
tive report concluded not to sustain this
allegation because documentation also existed
which indicated that members of the research.-
in-aging laboratory staff had behaved in an
uncooperative manner towards hospital manage-
ment. Other VA reports supported both sides
of this controversy.

On the basis of our «valuation of available
information and documentation, we believe it
would be fair to say that both the employees
and management had conducted themselves inap-
propriately. Also, VA documentation supports
the allegation that management had been at-
tempting to remove research-in-aging labora-
tory staff members. Special personnel defici-
ency reports were drafted concerning two
senior research-in-aging staff members, as
tensions between the staff and hospital manage-
ment were growing. Memoranda attached to the
reports and sent to the two researchers stated

*You will be given until March 30,
1974 to demonstrate an acceptable
level of performance. Failure to
achieve this level of acceptable
performance will result in action
being initiated to remove you or
other appropriate action.”

Earlier, in & letter written to the Regional
Director of Field Operations at VA's central
office, the hospital director had recommended
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that the research-in-aging staff be moved to
another hospital or phased out. Although we
believe the allegation regarding the attempted
removal of the research-in-aging staff has
been sustained, we do not believe it would be
appropriate to comment on whether such an ac-
tion could have been justified. That deci-
sion properly rests with VA.

The VA investigative report did not sustain

the allegations that the North Chicago VA
hospital was critically underfunded and funds
were being "channeled® from the psychiatry
service to other service as a result of medical
school pressure. However, the VA investigators
did verify that the surgical service was being
expanded without corresponding progress in the
psychiatry service, and the neglect evident on
the psychiatric wards was "tragic." This issue
was further reviewed by YA's Internal Audit Serv-
ice in August 1976. At that time, the VA audi-
tors recommended that the North Chicago hospital
give increased attention to insure that the
needs of long-term patients be met rather than
concentrating exclusively on acute care areas.
During a followup audit conducted in October
1977, VA*s Internal Audit Service determined
that the hospital has made a concerted effort
to correct the de"iciencies in its psychiatry
service, noting that physician staffing in this
service has significantly increased.

The action of the hospital's administrative
agsistant, who kept a biological technician on
the VA hospital payroll beyond his term of em-
ployment to compensate the technician for time
during which he had worked but had not been
paid, was considered by VA to warrant a re-
primand. However, the willful fabrication of

a false position description and the hiring of
an assistant under that position description

by a staff physician in the infectious diseases
section (allegation 1l(c)) was considered by

VA as warranting only an admonishment. The

VA personnel manual containing the agency's
policy for issuing admonishments and reprimands
indicates that the types of actions performed
by both the assistant administrator and the
staff physician at least warran "@primand.

10
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The corrective actions taken by VA, therefore,
do not appear to be equitable, particularly
since the supporting documentation indicates
that the administrative assistant was apparently
attempting, in good faith, to insure the equi-
table compensation of another employee.

On the other hand, the staff physician was at-
tempting to finance the salary of an unauthor-
ized research assistant for himself through

the misuse of clinical funds. Although we have
no recommendation to make on this matter, we
note it for VA's consideration in future person-
nel actions.

It should be noted that at the time of the VA
investigation, the investigators were unable to
perform a financial audit of research funds
because of deficiencies in record keeping at
the hospital. Infcrmation developed during

the subsequent VA internal audits shows that

as of fiscal year 1975, these records have
improved to capture financial information more
accurately.

The VA investigative report stated that there
was insufficient monitoring of patients' con-
sent forms for the use of an investigational
drug--sodium cefoxitin--for the chief of sur-~
gery's research project. 1In December 1977,

VA officials told us that hospital policy at
North Chicago hospital concerning the use of
investigational drugs now requires that a
signed copy of patient consent be sent to the
pharmacy service prior to dispensing the drug.
The VA Internal Audit performed in October 1977
verified the hospital's compliance with the
policy.

A similar allegation against the chief of
neurology service (allegation J) was not sus-
tained by VA, and we supper*: their conclusion.

The university-affiliated health clinic, for
which the North Chicago VA Hospital provided
laboratory tests, has not reimbursed VA for
those tests. VA investigators determined that
the hospital's provision of the free tests to
the clinic was illegal because the clinic was

11
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not officially affiliated with the hospital.
However, VA's Chief Medical Director has ad-
vised us that VA's total charges to the clinic
for the tests--estimated by VA's central office
at $300 to $400--would be too small to initiate
collection procedures. He also stated that
because the clinic is being operated for indi-
gent patients, VA prefers to consider the free
provision of services as a contribution to

the community.

An official in VA's Department of Medicine and
Surgery advised us that as of May 12, 1976,
shortly after the cited tests were performed,
VA ceased providing these services to the
clinic.

We agree with VA's investigators that the pro-
vision of free services to this clinic was inap-
propriate. We also agree that it would not be

.worth the effort that might be required to col-

lect the cost of the tests as estimated by VA.
However, we believe that VA is -required to in-
itiate normal claims collection procedures

for racovery of the amount due before conclud-
12% that the amount involved is not worth the

‘ Avort.





