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On May 24, 2011, the VA OIG Hotline Division received a referral from the Saginaw VAMC 

(facility) alleging Huit a physician (the provider) was documenting full physical examinations for 
patients \.Vhcn he had not condncted any examinations. 

On Y!arch 8, 2011, a patient con1plained to the facility's patient advocate alleging incomplete 

and potentially fraudulent 1nedical record documentation by a facility provider. On March l 0, 

the patient also contacted the facility's Privacy Officer. Facility n1anagers conducted an internal 
fact-ftnding investigation and determined that the provider's documentation of physical 

exai11inations of multiple patients may not have occurred. It was also discovered that the 

provider had recorded fraudulent patient infonnation in lhe Computerized Patient Record System 
(CPRS). 

Jn March 2011, the provider was removed from clinical care delivery and placed on 
Administrative Leave. On March 29, 2011, an Issue Brief was sent to the VISN 11 Director 
regarding allegations of potential fraudulent documentation of patient care. 

On April 14, 2011, Facility managers convened an AID to i11vestignte the allegation.<;, It v.·as 
detennined, following several patient interviews, that physical exan1inations documented in the 

patient's medical records did not occur. 

1'hc provider resigned his position \·~•ith the facility on the morning he was scheduled to provide 
testimony in this n1atter. 

1'he AIB found that the provider's performa11ce and lack of in1provements had been documented 
in Board Actions and Annual Proficiency Reports as far back as June 2000. For example, in 
June 2000, the Reappoint1nent/Reprivi]eging Board Actions stated that "the Board took a diln 

view on the provider's request" for the fo!lowiag reasons: 

• 	 After two years as a practicing internist, the provider has not yet obtained Board 
certification or ACLC certification, consistent with V /\and i\.fedical Center policies. 

• 	 Quality Assurance (QA) docume~flllitl!lis'ffil'Gd~05 
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• 	 1'he Board :ook lif! especially <llm view of the fuct that ii appea."S that the provider :s 
voluntarily redU\'.ing his requested privileges to include only one Category 1U pri\•jlege. 

'fbe Board unanimously !"Ccom1nended ihat t1\e provider's p!i\.>ileges and Medical Staff 
membership be renev.'ed for or.ly six tnontbs, and rhat the provider be offered a perfotmtlnce 

improvement plan, and be offered counseling to in1prove hifl interpersonal 
rclationshiplcon1munication skills with p€ltients and 1'taff, 

Facili1y rr.anagers: contacted 111e O~llce o! lr...s;iec.tor General (OIG) Criminal Jr.ve~1igation 

Division after coml)Ietion of an AIB. After review!ng t11e allegations, OlG Crint.inal 

Investigation Division declined the case. 111c case was then forwarded to the Office of 

Heahhcare Inspection (OHl) for follow.up. 

On October 25, 201 l, Facility managers provided OHl managers '>vith a. detailed action plan. 
The plan included the following iniitul elen:ient3. 

• 	 l"elephone contact lo all national and state legislative- offices 

• 	 Message sent out to aU facility employees 

• 	 Contacted Veterans Service Officers 
• 	 lJpdated facility's ho111e page on Internet and Intranet to lnch1dc news release and 

Frequently Asked Questions (FAQs) 

• 	 L.ocal media press release 
• 	 Jni.tlate mailing 01.it le:tcrs to affected patie.r..ts (t-On~pleted October 27, 2011) 

• 	 Establish a toll·free number 
• 	 Notified Consolidated Patient Account Centel' Progran1 (CPAC) for possible 

rein1bursements 

On October 27, 2011, faciEty managers sent letters to 527 patienl.s (or families of deceased 

patient..;) that were seen by the provider ffom April 18, 2010-Aprii 18, 201 J. Six of the 527 
records \vere undeliverable, and these veteran's rewrds were flagged to update the addr~,;;; 

during tl:e r.ext visit. 

Facillty managers established a toll~free hotline number, staffed ~y two registered nurses, to 
answer patients' and fan1ilies' questions and facilitate scheduling physical examinations upon 
request, This toll-free hotline number was effCctive unlil December 2, 201 J. The facility 
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received 139 patient 1nqu1r1es: 84 patients requested a new appointment, ! 9 declinec ne~' 

!\ppo;ntinents, and 36 patients preferred to just keep their future scheduled appointment. 

According to Facility managers, there were no significant findings id¢nrified \Vith the veterans1 

health status during the additional physical examir.ation.s. 

fn 2008, \'HA's Chief Business Office began implemeuting the Consolidated Patient Account 
Center (CPAC) progran1 to iJnpr<;ve efficiency and accountabi1ity h1 reveG1.1e operatlons. This 
progran1 ensures that VA n1edical centers have the ability to bill patient's health insurance 
carriers. 

CPt\C identified 99 of the provider's patie1tts tbal may have potential first party reimburse:.nents 
which included deceased patients. 

On No\'t:mber 23, 2011, Facility m1:1nagers received notificatioo from the Office of General 
Counsel to proceed -with frrst and third party reimbursements back o:-le year from I.he date of 
April 18, 201 l, CP.A.C staff wilJ review co~pays, cancet charges, and initiate refunds to the 
identified patienls and/or families, Facility managers san1pled 5 percei:it of records to determine 
'.f docun:.entation supported the CoditJg Depa111nents' assig.ned codes. Doct:mentaticn supported 
the codes 100 percent. Results wcl'e shared with CPAC to deter1nine if third party 
:eimbursen1ents were v,.·itraoted. By January 20, 2012, a total dollar amount of S369.50 \Vas 

refunded to veteracs affected by this issue, 

During the month of Feb::t.:ary, 2012, facility managers received a subpoena request from the 
State of Michigan regarding the provider. The request asked for ail documentati()n reviewed by 
the Depar:ment of Veterans Affairs on this provider. On or around February 21, 2012, 
information requested \s,'aS forwarded immediately to the State of Michiga11, TtHiate the State of 
Michigan's final decision on thls case is pending. 

1<\.ccording to Facility managers, the provider's Mich:iga:n licenses are still a.ctive, and the:-e has 
beer. no inquiries tOr this provider, either intemaJ (within VA) or externaJ (private sector 
facilities). 

'rhis cr.ise i.i; closed at this time by the Office of Healthcare Inspections. 
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Approved htlr:cliklt v1 ' 
John D. Daigh, Jr., MD 

Assistant Inspector Genera! for 
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