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Epidemic of VA Mismanagement

Phoenix, Ariz. 
APRIL 2014

Multiple whistle blowers in the Phoenix VA Health 
Care System step forward with allegations of two separate 

maintained to enable falsifying the electronic results to keep 
patient wait times within VA’s acceptable guidelines. 

As many as 40 veterans or more may have died while waiting to 
receive care.

MAY 2, 2014

In the aftermath of allegations, two VA employees are motivated 
to move to secure documents alleging that there was a systematic 
effort underway at the hospital to shred documents to eliminate 
evidence of the waiting list cover-up.

Cheyenne, Wy. 
MAY 9, 2014

A VA employee is put on leave when an email surfaces 
on CBS News.

system” to “get off the bad boys list.”

The employee is placed on suspension in May, when the 
story breaks, but another whistle blower in the 

months before VA response to the accusations.

Fort Collins, Colo. 
MAY 2014

As mentioned in the Texas allegations, 
employees in Fort Collins, Colo., were directed 
to manipulate the books to conceal evidence of 
lengthy wait times for appointments.

Durham, N.C. 
MAY 12, 2014

Two Durham VA Medical Center employees are put 
on administrative leave pending review of 
“inappropriate scheduling practices.”

The employees are accused of engaging in 
inappropriate scheduling practices sometime 
between 2009 and 2012.

Augusta, Ga. 
March 2014, SWS site visit

Delayed gastrointestinal consults result in at least seven 
veterans adversely affected by the delays in care.

Columbia, S.C. 
April 2014, SWS site visit

Six patient deaths linked to delayed screenings for 
colorectal cancer, investigation revealed the facility 
had only used ¼ of the $1 million in funding they 

in screenings over the course of the year.

Pittsburgh 
November 2013, SWS site visit

Persistent management failures lead
to a deadly Legionella outbreak that kills
at least 6 veterans and harms over
20 more.  The manager in charge of 
oversight escapes discipline and collects 
a $63,000 bonus over Legion protests.

Burlington, Vt. 
May 14, 2014

Veteran suffering from PTSD 
dies in incident with son after 
long struggle to receive care 
from VA, frustrated by being 
shuttled between multiple 
counselors with maddening 
wait times.

Chicago 
May 13, 2014

A VA social worker details on CBS News how 
scheduling wait times are manipulated in 
order to protect pay bonuses.

St. Louis
May 12, 2014

In an interview with AP, former St. Louis 
VA chief of psychiatry alleges that he 
was demoted for trying to improve 
productivity, prompting an investigation.

Atlanta, Ga. 
January 2014, SWS site visit

Despite four preventable patient deaths, three of 
which were linked to widespread mismanagement, 
medical center director received $65,000 in bonuses 
over four years over the protest of The American 
Legion and local veterans.

Austin and
San Antonio, 
Texas 
MAY 8, 2014

A former staff member for VA is 
quoted in the Austin American 
Statesman accusing supervisors of 
forcing concealment of long wait 
times by manipulating the 
scheduling system.

have occurred in locations in Austin 
and the Central Texas Veterans 
Health Care System in San Antonio.

Construction and resource
allocation concerns 
2012-2014

In addition to preventable patient deaths, The American Legion has voiced concern 
over other mismanagment issues. In Orlando, Fla., New Orleans, Denver and Las 
Vegas, massive mismanagement of construction contracts result in four major projects 
that were $1.5 billion over budget and were delayed an average of 35 months. Once 
completed, the Las Vegas hospital lacked an ambulance bay for their Emergency Room, 
requiring an additional $16-25 million in funding to repair the grievous oversight.

In Hot Springs, S.D., The American Legion supports local veterans’ protests against the 
shutdown of a VA medical facility which would require patients in rural areas to travel 
to a distant facility for care.

Jackson, 
Miss. 
January 2014, 
SWS site visit

Multiple 
whistleblower 
complaints range from 
misdiagnosis of fatal 
illnesses to improper 
sterilization of 
instruments and 
failures in hospital 
management 
practices.  After 
nearly 70% turnover 
in management, slow 
progress is now being 
made.
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