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Why OIG Did This Review

Coronavirus disease 2019
(COVID-19) is a highly contagious,
sometimes fatal, disease that has
disproportionately affected
American Indians and Alaska
Natives (AI/ANs). The Indian Health
Service (IHS) and Tribal health care
facilities are the main health care
providers for the AI/AN population.
Prior OIG work found that IHS
facilities often lacked sufficient staff
and had limited access to clinical
specialists, as well as finding other
quality-of-care concerns. One
recent IHS effort to address staffing
and quality concerns is its
development of Critical Care
Response Teams (CCRTs) to
support IHS and Tribal facilities in
caring for critically ill COVID-19
patients. This study examines IHS’s
first five deployments of the CCRTs,
which provided services to six IHS
facilities and three Tribal facilities
from June through September
2020.

How OIG Did This Review

We based our findings on
document reviews and interviews
with 74 key officials and staff at IHS
headquarters, IHS Area Offices, IHSoperated facilities, and tribally
operated facilities, as well as with
contracted providers who served on
the CCRTs. We conducted data
collection in December 2020 and
January 2021. We reviewed
contracts and other documents
related to IHS’s deployment of the
CCRTs. Topics for the interviews
included processes for deploying
the teams; roles and expectations;
and strategies used to address any
challenges encountered during the
deployments.

Indian Health Service Use of Critical Care
Response Teams Has Helped To Meet Facility
Needs During the COVID-19 Pandemic
Key Takeaway
IHS developed the CCRT
program as an innovative
capacity-building tool to
strengthen IHS and Tribal
facilities’ response to the
COVID-19 pandemic.
The program is a positive
step in IHS’s efforts to
promptly respond to the
immediate needs of
facilities. The CCRT
model also holds promise
for addressing
longstanding challenges
facing some facilities
related to quality of care
and staffing.

What OIG Found

IHS designed and launched the CCRT program
within a few months of COVID-19’s reaching
the United States. IHS awarded a contract in
May 2020 to pilot the program and began
receiving facility requests for CCRT
deployments shortly thereafter. IHS expedited
the credentialing and onboarding process, and
the first team arrived onsite at a tribally
operated facility in June 2020. CCRT teams
consisted of a critical care physician, one or
two critical care nurses, and a respiratory
therapist, all deployed on short notice. At the
time of our review, IHS had fulfilled all
requests for CCRTs in a timely manner.

While onsite, the CCRTs provided hands-on
training to strengthen staff skills and capacity
to handle surges of COVID-19 patients.
Facility administrators found the deployments,
which typically lasted 2 weeks, valuable. In
interviews, IHS officials and staff credited the CCRT training with saving lives
and stated that the teams’ presence boosted staff’s confidence and skills.
Although the CCRTs focused mostly on training staff, the teams also provided
direct patient care, particularly during patient surges.
Throughout each CCRT deployment, facilities provided close oversight and
communicated frequently with IHS headquarters and Area Offices about
CCRT activities. In January 2021, IHS awarded two contracts to extend the
program through the pandemic. Although none of the facilities in our
sample planned to request another CCRT deployment, all facilities reported a
need for similar resources to assist with non-COVID-19-related care.

What OIG Recommends

To further leverage the successes of the CCRT model in support of IHS’s
broader care improvement efforts, we recommend that IHS (1) solicit
feedback from CCRTs regarding their observations of potential need for
broader IHS-wide improvements beyond COVID-19-related care; (2) share
the CCRTs’ recommendations across all IHS and Tribal facilities; and (3) assess
whether IHS could use the CCRT model to provide support and training for
non-COVID-19-related care. IHS concurred with our recommendations.
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BACKGROUND
Objective
To assess Indian Health Service (IHS) use of Critical Care Response Teams to
support IHS and Tribal health care facilities during the coronavirus disease 2019
(COVID-19) pandemic.

Indian Health Service
IHS is responsible for providing Federal health services to American Indians and
Alaska Natives (AI/ANs) and has an annual budget of approximately $6 billion. 1 In
partnership with Tribes, IHS provides primary and preventive health care services to
approximately 2.6 million AI/ANs who are members of the 574 federally recognized
Tribes in the United States. 2 IHS provides these services directly to AI/ANs through
IHS-operated facilities or provides funding to Tribes through self-determination
contracts and self-governance contracts to operate their own health care systems. 3
IHS also supports contracts and grants to Urban Indian Organizations (UIOs), which
provide medical, dental, mental health, and other services to AI/ANs living
off-reservation in urban locations. 4, 5
Health care challenges caused and exacerbated by the COVID-19 pandemic, such as
staffing shortages and outdated equipment, have raised concerns about ensuring safe
and accessible health care for AI/ANs. 6 According to the Centers for Disease Control
and Prevention (CDC), the incidence of laboratory-confirmed COVID-19 cases, as well
as hospitalization and death rates, are higher among AI/ANs than among
non-Hispanic white persons. 7 As a response to those concerns, IHS took steps to
bolster the capacity of IHS and Tribal facilities and developed the Critical Care
Response Team (CCRT) program to assist facilities in caring for COVID-19 patients,
among other efforts. 8 The CCRTs are small teams of contracted critical care providers
that can deploy, as needed, to support IHS and Tribal facilities that are experiencing
or need assistance in preparing for surges of COVID-19 patients. 9

Organizational Structure
IHS headquarters (HQ) provides general direction, policy development, and support
for each of the 12 IHS Area Offices and their service units. Area Offices oversee the
delivery of health services and provide administrative and technical support to the
service units’ health care delivery sites, which may include hospitals, health centers,
and health stations, among other facility types. 10, 11, 12, 13 As of August 2020, there
were a total of 170 service units operated by IHS or Tribes, and within these service
units were 24 IHS-operated hospitals, mostly in remote locations, and 22 tribally run
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hospitals, among other facility types. a (See Exhibit 1 for a list of the number and type
of facilities operated by IHS and Tribes. 14)

Exhibit 1: IHS and Tribal health care facilities by type
Type of Facility

IHS

Tribal

Hospital

24

22

Health Center

51

279

Health Station

24

79

Alaska Village Center

0

59

School Health Center

12

6

6

6

117

451

Youth Regional Treatment Center
Total

Source: IHS, IHS Profile. Accessed at https://www.ihs.gov/newsroom/factsheets/ihsprofile/ on September 30, 2020.

Impact of COVID-19 Pandemic on IHS and Tribal Facilities
SARS-CoV2 is a highly contagious coronavirus that causes the disease COVID-19,
which can be fatal in some cases. 15, 16 Common COVID-19 symptoms include fever,
cough, shortness of breath, fatigue, and loss of taste or smell. 17 The first U.S. patient
with COVID-19 was reported on January 20, 2020, and on March 11, 2020, the World
Health Organization declared COVID-19 to be a pandemic. 18, 19 As of September 1,
2021, there had been more than 39 million confirmed cases in the United States, with
over 638,000 deaths. 20
The COVID-19 pandemic has disproportionately affected racial and ethnic minority
groups in the United States, including AI/ANs. 21 As of August 28, 2021, IHS had
reported 226,953 cumulative positive COVID-19 tests and a 7-day rolling average
positivity rate of 10.2 percent across IHS, Tribal, and UIO facilities. b, 22 According to
CDC, the incidence of laboratory-confirmed COVID-19 cases was estimated to be
1.6 to 3.5 times as high among AI/ANs than among non-Hispanic white persons. 23, 24
Similarly, hospitalization rates were 3.5 times as high and death rates were 2.4 times
as high for AI/ANs than for non-Hispanic white persons. 25 Moreover, for individuals
aged 20-49 years, death rates are estimated to be 8 to 12 times as high for AI/ANs
than for non-Hispanic white persons. 26 However, CDC acknowledged limitations to
_____________________________________________________________________________________________________________________________

A service unit is an administrative subunit of an IHS Area, operated by IHS or a Tribe, with
responsibilities for providing IHS services within a particular geographic area. Each service unit may
contain one or more health care facilities.
a

Tribes and UIOs are not required to report COVID-19 testing data to IHS; therefore, the number of
positive tests may not represent the total number of positive COVID-19 cases across IHS, Tribal, and UIO
facilities.
b
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these findings because of racial and ethnic misclassifications in epidemiologic and
administrative data sets, and it has concluded that the numbers may underestimate
actual AI/AN morbidity and mortality rates.
The COVID-19 pandemic created and exacerbated challenges for the U.S. hospital
system, including IHS and Tribal facilities. 27, 28, 29 As front-line responders, hospitals
have significant responsibilities in identifying and treating patients with COVID-19.
IHS and Tribal facilities often serve as the main health care providers for AI/ANs,
making them an integral part of the COVID-19 response, but many of those facilities
have experienced challenges during the pandemic—from difficulty in accessing
personal protective equipment (PPE) to capacity limitations as a result of outdated
buildings and equipment and staffing shortages. 30, 31
Historically, IHS has had sizable vacancy rates among its health care providers (e.g.,
physicians, nurses, dentists, and other clinical staff), with limited access to clinical
specialists—a challenge that could worsen as providers become sick with COVID-19
or leave their positions for any other reasons. For physicians alone, IHS has had
vacancy rates of 25 percent. 32, 33, 34 The inability to secure sufficient staffing has been
a concern for hospitals nationwide during the pandemic, and staffing shortages are
expected to grow for years to come. 35 It is estimated that by 2033, there will be a
shortage of between 54,100 and 139,000 physicians in the United States, which could
lead to further vacancies for IHS. 36

COVID-19 Funding
As of March 2021, IHS had received approximately $9 billion in total supplemental
funding to support its response to the COVID-19 pandemic, including funding from
the Coronavirus Aid, Relief, and Economic Security (CARES) Act; the Paycheck
Protection Program and Health Care Enhancement Act; the Families First Coronavirus
Response Act; the Coronavirus Preparedness and Response Supplemental
Appropriations Act; the Coronavirus Response and Relief Supplemental
Appropriations Act; and the American Rescue Plan Act of 2021. 37, 38, 39, 40, 41, 42, 43
In deciding how to allocate the funding, IHS engaged in Tribal Consultation and
Urban Confer sessions to ensure that funds would meet the needs of AI/ANs. 44 IHS
has used funding to purchase supplies and to support COVID-19 testing, contact
tracing, and vaccine distribution, as well as to hire and support staff and maintain or
improve facilities, among other efforts. 45, 46, 47, 48 IHS has also used funding to expand
and improve telehealth and has plans to use some of the funding to update its
electronic health record system. 49, 50

IHS Response to COVID-19 Pandemic
IHS has undertaken several efforts to support IHS and Tribal facilities during the
pandemic, sometimes in collaboration with other Federal and State agencies. These
efforts have involved assisting facilities in coordinating emergency response activities;
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supplementing staffing; acquiring and distributing COVID-19 tests and supplies; and
distributing and administering vaccines. IHS established a section on its website
dedicated to the agency’s COVID-19 response, where it has provided frequent
updates on its activities throughout the pandemic. 51
Incident Command and Coordination. In March 2020, IHS activated its Incident
Command Structure to respond to COVID-19 using the agency’s pandemic response
plan and facilities’ disaster plans. 52 The purpose of the Incident Command Structure
is to establish communication protocols to ensure comprehensive situational
awareness and efficient deployment of resources across the agency. 53 The Incident
Command Structure is led by the Deputy Director of IHS and consists of leadership in
IHS HQ and representatives from Area Offices, facilities, and other groups within the
agency. To enhance coordination during the pandemic, IHS trained staff in the Area
Offices to serve as Emergency Management Points of Contact to facilitate the flow of
resources, such as PPE and test kits, from centralized systems to the facilities. 54 Area
Offices also provided technical assistance and support to IHS, Tribal, and UIO facilities.
In addition, IHS HQ held regular conference calls with Tribal leaders and UIOs to
provide updates, answer questions, and hear concerns from Tribal communities to
better coordinate response efforts. 55
Supplemental Staffing. To alleviate staffing shortages during the pandemic, IHS took
several steps to bolster staffing in facilities. Those steps included using direct hire
authority and instituting interim procedures for onboarding personnel. 56 IHS also
acquired temporary deployments from the Department of Veterans Affairs (VA), the
Department of Defense (DoD), and the U.S. Public Health Service (USPHS)
Commissioned Corps. 57 IHS signed interagency agreements with VA and DoD that
arranged for coordinated delivery of health care and other services from those
agencies, including for IHS use of VA and DoD medical personnel and hospital
beds. 58, 59 IHS has a long history of receiving assistance from the USPHS, which
comprises approximately 6,100 public health and safety professionals (e.g., doctors,
nurses), assigned to various Federal agencies, and is available to the President and the
HHS Secretary to rapidly respond to any public health emergency or crisis within or
outside the United States. 60, 61, 62
Tests and Supplies. To assist facilities in obtaining COVID-19 test kits and supplies,
IHS used its National Supply Service Center, which manages the purchase and
distribution of pharmaceuticals, medical, and other health-care-related supply items,
and provides advice, consultation, and assistance to IHS, Tribal, and UIO facilities on
supply management. 63, 64 Tribes could also follow their usual processes for ordering
supplies. 65 As of April 14, 2021, IHS had distributed over 84 million units of PPE and
other COVID-19-related products to IHS, Tribal, and UIO facilities, and as of
August 28, 2021, those entities had performed nearly 2.8 million tests. 66, 67 To
administer the tests and vaccines, some facilities partnered with State National Guard
units. 68, 69, 70, 71
Vaccines. As of August 30, 2021, IHS had distributed more than 1.9 million COVID-19
vaccine doses to IHS, Tribal, and UIO facilities. As of the same date, these entities had
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together administered over 1.5 million of those doses. 72 As of September 1, 2021,
approximately 46 percent of all AI/ANs were fully vaccinated (i.e., had received one
dose of a single-shot COVID-19 vaccine or the second dose in a two-dose COVID-19
vaccine series)—a higher vaccination rate than that of any other racial or ethnic group
in the United States. 73 In an effort to reduce the spread and impact of COVID-19
across the country, many IHS, Tribal, and UIO facilities also provided vaccinations to
nonbeneficiaries (i.e., individuals who are not members of a federally recognized
Tribe), such as first responders, teachers, and other community members. 74, 75, 76

Critical Care Response Teams
In May 2020, IHS awarded a contract to form the CCRT program to assist IHS and
Tribal health care facilities in preparing for and responding to the pandemic. 77, 78 The
CCRT program is designed to provide facilities with short-term assistance focused on
providing urgent medical care for COVID-19 patients through hands-on clinical
training and consultation on facility operations by a small team of contracted staff. 79
IHS designated $5.8 million of its CARES Act funding to pilot the CCRT program and
deployed the first team in June 2020. During June through September 2020, IHS
deployed five CCRTs that provided services to a total of nine facilities. In January
2021, IHS extended the CCRT program by awarding two Indefinite Delivery Indefinite
Quantity contracts to continue assisting IHS and Tribal facilities with COVID-19related care throughout the pandemic.

Related OIG Work
OIG has a substantial body of work related to IHS and Tribal programs. Since 2016,
OIG has focused primarily on IHS management of hospitals. Our work has included
issuing reports describing lack of quality oversight and a number of challenges that
affect IHS hospitals’ ability to provide quality care and maintain compliance with
Federal requirements. 80, 81, 82, 83 Recently published reports include a study examining
the sufficiency of IHS policies for preventing, reporting, and addressing patient abuse
and facility implementation of those policies; a medical record review examining
adverse events (patient harm resulting from medical care) in IHS hospitals; and a
companion report focusing on labor and delivery care. 84, 85, 86, 87
OIG has also undertaken extensive oversight work related to COVID-19. See the OIG
COVID-19 Portal for more information. Two reports—one released in April 2020 and
the other in March 2021—outlined the challenges that a sample of U.S. hospitals
reported facing in response to COVID-19 during the early weeks of the pandemic and
1 year into the pandemic, respectively. 88, 89 Other work includes toolkits detailing
lessons learned from OIG reports published from 2002 to 2020 about health care
facility and community emergency response. 90, 91
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Methodology
Scope of Inspection
For this evaluation, we purposively selected a sample of IHS’s CCRT deployments,
which included the first five deployments. During June through September 2020,
these five CCRT deployments provided services to six IHS-operated facilities and
three Tribal facilities. (See Exhibit 2 for details about the facilities that received the
five deployments.) We collected data through interviews with selected key IHS
officials; IHS and Tribal facility leadership and staff; and members of the CCRTs, as well
as through document reviews, in December 2020 and January 2021. We examined
IHS’s use of the CCRTs to meet facility needs; its management and oversight of the
teams; any challenges encountered during the deployments; and lessons learned that
IHS could apply to future CCRT deployments.

Exhibit 2: Facilities that received a CCRT deployment during June through
September 2020

Source: OIG compiled this table using data obtained from IHS during September 2020 through January 2021.

Data Collection and Analysis
Interviews. To assess IHS's use of the CCRTs to support facilities during the
pandemic, we conducted in-depth telephone interviews with 74 respondents,
individually or in small groups in December 2020. The interview respondents included
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key officials and staff at IHS HQ and the five Area Offices that received the
deployments (Billings, Great Plains, Nashville, Oklahoma City, and Tucson); leadership
and staff at the selected IHS and Tribal facilities; and members of the CCRTs.
During these interviews, we discussed the development of the CCRT program; the
process for requesting deployments; and onboarding and oversight of the CCRTs at
the facilities. We also asked about the roles and expectations of the deployments;
any challenges encountered and strategies used to address them; and facility needs
for future CCRT deployments. We employed semistructured interview protocols that
allowed us to modify questions, as needed, and to follow up on additional issues as
we learned new information and identified key issues.
Document Reviews. To determine the CCRTs’ responsibilities and obligations, we
reviewed contracts, including statements of objectives; debriefing materials, including
recommendations that CCRTs provided to facilities; and other documents related to
the deployments. To better understand the context surrounding the deployments, we
also reviewed facility staffing data, capacity data, and other data obtained from IHS
HQ and the facilities.
Data Analysis. We conducted a qualitative analysis of interview data and documents
to identify themes and describe the IHS processes for developing, deploying, and
managing the CCRTs; facilities’ perspectives on the effectiveness of the deployments;
and any challenges in or lessons learned from the deployments. We present this data
in both aggregate analysis and individual quotations in this report.

Limitations
We did not independently verify the information reported by interview respondents
or assess the extent to which facilities incorporated the CCRT recommendations
provided to facilities during the deployments. Further, in our review of the CCRT
contract, we did not assess IHS invoices, cost estimates, or compliance with Federal
Acquisition Regulations. Lastly, this study focused only on the five deployments that
occurred during June through September 2020 and did not include facilities that
received deployments outside of that timeframe. IHS has contracted with different
staffing agencies since November 2020, and we recognize that the experiences of
facility staff and CCRTs for those deployments may not reflect those described in this
report.

Standards
We conducted this study in accordance with the Quality Standards for Inspection and
Evaluation issued by the Council of the Inspectors General on Integrity and Efficiency.
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FINDINGS
IHS designed and launched the CCRT program as a capacitybuilding resource to meet IHS and Tribal facility needs during
the COVID-19 pandemic
In March 2020, shortly after the World Health Organization declared COVID-19
a pandemic, IHS began to explore ways in which the agency could help prepare IHS
and Tribal health care facilities in responding to the pandemic. IHS officials reported
that at the time, there were few COVID-19 cases in IHS and Tribal facilities, but there
were concerns about facilities’ ability to adequately care for COVID-19 patients and
handle a potential surge of such patients. IHS officials and staff were concerned that
as infections began to spread across the United States, it would become difficult for
facilities to secure sufficient staffing, particularly critical care providers, especially
because staffing was already a challenge in many facilities prior to the pandemic. IHS
officials and staff were also concerned that some facilities would experience difficulty
in transferring critically ill patients to higher-level care because of limited availability
of beds in intensive care units at receiving hospitals.
Strategy for Success:
Expedited
Development
IHS tasked internal
experts to quickly
develop the CCRT
program and deploy
the teams.

To assist IHS and Tribal facilities in preparing for and responding to the challenges
posed by COVID-19, IHS assembled a team of experts from within the agency who
developed the CCRT program, a capacity-building resource aimed at strengthening
facilities. In interviews, IHS officials described how the team designed the CCRT
program to provide facilities with short-term assistance and hands-on training, based
on previous experience with hospital management and leadership development
teams and the USPHS Rapid Deployment Forces.

IHS awarded a contract in May 2020 to pilot the CCRT program
and began receiving facility requests for CCRT deployments
shortly thereafter
In May 2020, IHS contracted with a staffing agency to pilot the CCRT program and
worked with the contractor to finalize the specifics of the program before
deployments could begin. IHS designed the CCRTs to be small, typically consisting of
a critical care physician; one or two critical care nurses; and a respiratory therapist. As
outlined by the contract, the CCRTs were to be deployed on short notice and to be
available 24 hours a day, 7 days a week for no less than 3 to 5 consecutive working
days per deployment. To serve on the CCRTs, the team members had to have
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academic knowledge and professional experience treating patients who were
suspected or confirmed as having COVID-19.
Strategy for Success:
Accelerated Timeline
March 2020
World Health
Organization declared
COVID-19 a pandemic
May 2020
IHS awarded the first
CCRT contract
June 2020
IHS announced that
CCRTs were available
and deployed the first
team

In early June 2020, IHS leadership made agencywide announcements about the newly
established CCRT program and informed IHS and Tribal facilities that they could begin
requesting deployments as needed. IHS instructed facilities that to request a
deployment, they should go through the Emergency Management Point of Contact in
the Area Office, who would then forward the request to IHS HQ. Officials and staff in
IHS HQ would then review the request and consult with the facility to identify specific
needs and determine whether a CCRT deployment would meet those needs or
whether other resources would be better suited for the facility. (See Exhibit 3 for
details about IHS’s process for requesting a CCRT deployment; reviewing and
approving requests; and deploying a CCRT.)
IHS officials reported that the agency received a request for a CCRT deployment
almost immediately after making the announcements. In interviews, one facility
reported requesting a deployment because it was experiencing a surge of COVID-19
patients at the time and needed help with caring for those patients. Other facilities
explained that they wanted CCRT deployments to help prepare for anticipated future
surges.

Exhibit 3: The process for requesting a CCRT deployment, reviewing and
approving requests, and deploying a CCRT

Source: Documents provided by IHS to OIG, 2020.
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Facility administrators generally described the process for requesting and receiving
approvals for deployments as quick and efficient and said that the timing of the CCRT
deployments was helpful, as patient surges often occurred during or shortly after the
deployment. IHS officials reported that the agency had a process for prioritizing
CCRT deployments if needed, but that it had been able to fulfill all requests in a timely
manner without placing facilities on a waiting list.

IHS expedited the credentialing and onboarding process to
quickly deploy the CCRTs, and the first team arrived onsite in
June 2020
Strategy for Success:
Streamlined
Credentialing
IHS and facilities
streamlined and
expedited credentialing
and onboarding of
CCRTs to quickly begin
deployments.

To quickly get CCRTs onsite to facilities that requested deployments, IHS HQ reported
working closely with Area Offices and facility administrators to expedite credentialing,
privileging, and onboarding of the CCRT members. c In interviews, IHS officials and
staff credited IHS’s new centralized credentialing system, implemented in the last few
years, for facilitating quick information-sharing (e.g., resumes, licenses) across
facilities, which sped up the credentialing process for CCRTs. IHS had previously
stored provider credential files at facilities or Area Offices, which did not allow for
easy agencywide access. IHS HQ also reported that Area Offices held more frequent
governing-board meetings with facilities to review CCRT candidates. d One Area
official noted that the credentialing approach used for CCRTs improved the agency’s
overall credentialing and privileging process because it forced IHS to examine its
processes and make necessary adjustments.
Facilities could also use emergency/disaster credentialing and privileging to get CCRT
providers on board quickly if they were experiencing a surge and had activated their
facility emergency plans. To use emergency/disaster credentialing and privileging for
CCRT providers, IHS required facilities to verify licensure and identification and check
references and hospital affiliation as they would under normal circumstances,
but—unlike in the normal process—IHS allowed facilities to complete those
verifications up to 72 hours after the provider arrived onsite. Two of the facilities in
our sample reported using emergency/disaster credentialing and privileging, and IHS
officials stated that several of the other facilities that received deployments after our
study period used this type of credentialing and privileging process.
To familiarize the CCRTs with the facilities, each facility provided new-employee
orientation to the teams before or shortly after they arrived onsite. The orientation

_____________________________________________________________________________________________________________________________

During credentialing, IHS verifies the provider’s education, training, licensure, and experience. During
privileging, IHS identifies the scope of the provider’s expertise and determines which medical functions
the individual is permitted to perform at a particular facility. IHS, Indian Health Manual, pt. 3; ch. 1;
sections 3-1.1 (Introduction) and 3-1.4 (Procedures).
c

Each IHS-operated facility has a governing board that is chaired by the Area Director and includes
leadership from the Area Office and the facility. The governing board is the only authority that can grant
full medical staff membership and clinical privileges, and it has the ultimate authority and responsibility
for the oversight and delivery of health care rendered by practitioners who are credentialed and
privileged. IHS, Indian Health Manual, pt. 3, ch. 1, sections 3-1.2 (Responsibilities).

d
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included trainings that covered facility-specific and agency-specific topics. With the
help from IHS HQ, facilities streamlined the trainings, which allowed providers to take
the trainings virtually before they arrived or to complete them within 1 day when they
arrived onsite.
In June 2020, IHS deployed the first CCRT, which was to a Tribal facility that requested
assistance because of to rising numbers of COVID-19 patients. The team arrived at
the facility within days of the request. During June through September 2020, IHS
deployed the CCRTs a total of five times, providing services to nine facilities—six IHS
facilities and three Tribal facilities. (See Exhibit 2 on page 6 for details about the nine
facilities.)
The teams typically arrived onsite within a few weeks after facilities made their
requests. However, two facilities experienced slight delays in getting the full teams
onsite. An administrator at one of those facilities explained that the deployment was
delayed, and had to begin virtually, because of overlap with the previous deployment
and because one of the CCRT members had contracted COVID-19.

CCRTs assessed facility needs and trained staff on COVID-19related care, which strengthened facilities’ ability to handle
patient surges and reaped benefits beyond the deployment
The CCRTs served several functions throughout the deployments to bolster facilities’
ability to care for COVID-19 patients and to protect staff and other patients from
infection. CCRT members reported that one of those functions was to assess facility
needs and make recommendations to optimize patient flow and strengthen staff skills
and capacity. The CCRTs used these assessments to develop trainings specific to each
facility’s needs, which they conducted for staff while onsite. During some of the
deployments, the CCRTs also assisted facilities in providing direct patient care,
particularly if the facilities were experiencing a surge in patients. The deployments,
which typically lasted a couple of weeks, were well-received by facilities, a perspective
that the CCRTs also shared.

The CCRT assessments helped guide facilities in making changes
to more effectively respond to the pandemic, such as revising
policies and agreements; acquiring equipment and supplies; and
conducting system updates
Strategy for Success:
Tailored Services
CCRTs assessed facility
needs, layout, staff, and
other logistics to tailor
support and training.

CCRT members reported that when they arrived onsite, they immediately began to
assess facilities’ capacity to handle COVID-19 cases. During the assessments, the
CCRTs examined the facility layout and other logistics; reviewed facility policies and
procedures; and inventoried facility equipment and supplies. In interviews, facility
administrators described these assessments as thorough, as they included most
departments and examined a wide range of policies and procedures, from patient
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care and infection control to emergency codes and equipment use. CCRT members
reported using the assessments to make recommendations to facilities for
improvement and as a baseline to develop training for facility staff on
COVID-19-related care. Some of these recommendations included replacing
outdated equipment; purchasing additional oxygen supply; reconfiguring space and
erecting divider walls between patient beds; and instituting temporary ventilation
systems.
The CCRTs also helped revise facility policies and procedures. For example, one Area
Office reported that CCRT members helped a facility write policies for using
Vapotherm, a noninvasive high-flow respiratory support system used to treat
respiratory failure that the facility had not used before. 92 In another facility that
operated as an urgent care clinic, the CCRT helped establish a transfer agreement
with a nearby IHS-operated hospital. In interviews, the facility and the CCRT members
described how the hospital had previously refused to accept patients from the facility,
incorrectly believing that the facility—which was also operated by IHS—provided the
same level of care and had the same capability as the hospital.
The hospital’s refusal to accept patients forced the facility to keep critically ill patients
longer, without adequate equipment and staff, before the facility could locate another
hospital further away that would accept the patients. According to the CCRT
members, this delay in care led to an adverse event (patient harm resulting from
medical care or lack of medical care) for one patient. To remedy this problem, the
CCRT brought the facility and the hospital together along with the Area Office to
clarify the capabilities and responsibilities of each and to establish a transfer
agreement between them. Under the agreement, the urgent care facility would
transfer its critically ill patients to the hospital, which would care for the patients until
they could be transferred out to higher-level care.
Strategy for Success:
Standardized EHR
Templates
IHS developed
standardized EHR
templates for COVID-19
treatment to provide
easy access and use for
CCRTs and facility staff.

The CCRTs also assisted facilities in conducting system updates to better handle
suspected or confirmed COVID-19 cases. Before IHS began deployments of the
CCRTs, the agency developed a new COVID-19-specific graphical user interface in its
electronic health record (EHR) system. This new interface included templates with
instructions for admissions; transfers; discharges; medications; and other
interventions, such as ventilator treatment. One IHS official noted that these
templates, which have been standardized across the facilities that received
deployments, could be updated as the best practices for treating COVID-19 patients
continue to evolve. Officials also explained that having a standardized template
allowed easy access and use for the CCRT members as they deployed to different
facilities. When the CCRTs arrived onsite, they worked with the facilities to train staff
on the new EHR templates; facilities indicated that this training was helpful. One
official in IHS HQ reported that the agency’s response to COVID-19 and the CCRT
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deployments was a catalyst for the agency to pursue EHR standardization across
facilities and that the EHR templates helped drive the success of the CCRT program. e
Throughout the deployments, CCRTs provided feedback to the facilities regarding
their assessments and observations. The CCRTs formalized this feedback into
recommendations that they shared with facilities and IHS HQ both mid-deployment
and later—during a debriefing presentation—at the end of each deployment. The
recommendations covered an array of topics, which the CCRTs grouped into
six categories: facilities and equipment; clinical pathways; education and training;
discharges and followup; staffing; and systems of care. (See Exhibit 4 for a depiction
of the CCRT categorization of the recommendations and related examples.)

Exhibit 4: CCRTs made recommendations to facilities on the basis of their
assessments, which they grouped into six broad categories.
Facilities
and
Equipment

Examples: purchase
equipment, modify
facility layout

Education
and
Training

Examples: draft
protocols for
COVID-19
treatment, establish
“super trainers”*

Staffing

Examples: develop
strategies for
staffing during
surges, streamline
human resources
processes

Clinical
Pathways

Examples: institute
hospital response
teams, change
timing of
medication
administration

Discharges
and
Followup

Examples: improve
discharge
planning, improve
followup
telephone clinics

Systems of
Care

Examples:
streamline patient
handoffs, review
patient transfer
arrangements

Source: CCRT deployment debriefing documents, June–September 2020.
*Super trainers are facility staff who are trained to provide training to other staff.

Facility administrators and IHS officials expressed appreciation for the teams’
assessments and recommendations. An administrator in one facility stated that
having “an extra set of eyes” was beneficial because it provided a new perspective

_____________________________________________________________________________________________________________________________

In April 2021, IHS’s then-Acting Director testified before the Subcommittee on Interior, Environment,
and Related Agencies of the Senate Appropriations Committee that the pandemic highlighted challenges
and risks posed by IHS’s decentralized EHR structure and that the agency had recently begun the process
to modernize its EHR system. Accessed at
https://www.appropriations.senate.gov/imo/media/doc/IHS%20Senate%20Interior%20Subcommittee%2
0COVID-19%20Hearing%20Testimony%20-%20Final%20042721.pdf on May 21, 2021.
e
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different from that of the administrators and staff who may have worked at the facility
for many years. Although the CCRT feedback was well-received, one Area official
reported that the CCRT members’ unfamiliarity with IHS made some
recommendations difficult to implement, resulting in one facility’s tweaking the
recommendations to better align with the facility’s needs and IHS processes. In
interviews, an Area Chief Medical Officer credited the CCRTs’ recommendations for
helping facilities make long-term improvements to their processes and procedures,
which had a positive impact on all patients and would likely continue beyond the
pandemic.

The CCRTs provided hands-on COVID-19-related training across
facility departments and designated staff to continue the training
after the team left, which facility administrators reported
enhanced staff confidence in handling COVID-19 patients
Shortly after the CCRTs arrived onsite and conducted their initial assessments of the
facilities, the teams began to train facility staff on how to properly care for COVID-19
patients, using best practices and personal experiences that the CCRT members had
gained from working in COVID-19 units prior to the deployments with IHS. The
CCRTs tailored the training to address the needs of each facility and to enhance staff’s
individual and institutional knowledge. In interviews, CCRT members and facility
administrators described how they typically began the training sessions with a basic
overview of COVID-19 care and then transitioned into advanced training, focusing
specifically on emergency, inpatient, and critical care. The training covered a wide
range of topics, including handwashing; use of PPE; ventilation and airway
management; Vapotherm therapy and other high-flow nasal oxygen therapy use; and
“proning” of patients—the process of turning a patient from lying on the back to lying
face down to reduce respiratory distress—among other topics. 93
Strategy for Success:
Hands-on Training
CCRT members had
expertise on COVID-19
care and provided
hands-on training to
nearly all facility staff on
how to properly care for
COVID-19 patients.

The training was mostly interactive, with the CCRT members demonstrating and
instructing staff at the bedside while attending to patients, or by using mannequins.
The CCRTs also covered training material through mock drills and lectures, virtually or
in-person. IHS officials and facility administrators reported that the hands-on training
was the best way for staff to learn because it allowed them to observe and work
side-by-side with providers who had experience caring for COVID-19 patients. IHS
officials also stated that having the training in a team-based environment at the
facility allowed the learning to occur collectively, which was more effective than
having a few staff at a time attend training at an offsite location where the training
modules might be different each time.
Although the CCRTs targeted specific departments, they also trained other clinical and
nonclinical facility staff to increase the staff’s understanding of the disease and
treatment modalities and to strengthen the facility’s ability to respond to a potential
surge of COVID-19 patients. IHS officials and facility administrators explained that
during a surge, facilities may need to pull staff from other departments to assist with
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patient care, and therefore, those staff also had to be trained on skills that were
essential to treating COVID-19 patients.
According to facility administrators, nearly all clinical facility staff received training on
COVID-19-related competencies during the deployments. In interviews, a number of
IHS officials and facility administrators noted that the training and the onsite presence
of the CCRTs were crucial to instill skills and confidence in staff who often felt
unprepared to manage COVID-19 patients. CCRT members reported that they were
sometimes met with resistance from staff who did not want to move away from their
normal responsibilities and assist with COVID-19 patients, and the team had to work
with facility leadership to build understanding and gain buy-in. Several IHS officials
and staff credited the CCRT training for saving lives because without it, the facilities
would not have had the knowledge or skillset needed to adequately care for
COVID-19 patients.
“The training was hugely valuable to staff in preparing for patients. [The] level of
confidence our staff has now in handling this and the level of care they’re able to
provide… is much greater because of [the CCRT’s] presence.” – Facility Administrator
Strategy for Success:
“Super Trainers”
Facilities and CCRTs
designated “super
trainers” to continue
staff training
post-deployment and
ensure retention of
skills and knowledge
over time.

To ensure that facility staff retained the new knowledge and kept up with COVID-19
competencies after the CCRTs left, the teams and facilities designated some staff as
“super trainers” to carry on the training post-deployment. These super trainers
received additional training from the CCRTs and were tasked with training other staff.
Several facility administrators reported that by assigning super trainers—who were
members of the facilities’ core staff and were unlikely to leave the facility—the
facilities could better ensure that staff’s skills and comfort level were sustained over
time. Facilities could also extend this training to neighboring service units as a way to
strengthen the overall response to outbreaks in their geographic areas.

In some cases, the CCRTs also provided direct patient care and
conducted community outreach on COVID-19 transmission and
treatment, which helped relieve frontline staff and prepare Tribal
communities for potential surges
Although the CCRTs focused mostly on training staff, sometimes they also provided
direct patient care while onsite. In interviews, facility administrators and Area officials
explained that in instances in which the CCRT provided direct patient care, the team
would do so simultaneously with the training. Administrators in one facility that was
experiencing a surge when the team arrived described how the CCRT members
quickly joined the frontline staff and worked side-by-side to care for the rising
number of COVID-19 patients presenting at the facility, while also training staff.
Administrators and staff stated that having the team onsite was “a breath of fresh air”
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that provided relief and helped build confidence in staff who were exhausted from
handling the many COVID-19 cases.
”[We] consistently heard how appreciative [staff] were of the team being there to
help, elbow to elbow… You feel more comfortable if you know you have an expert
there next to you.” – Area Chief Medical Officer
The CCRTs also supported patient care through phone consultations with facility staff
during deployment and post-deployment. In interviews, one of the CCRT providers
reported giving her personal contact information to the facility physicians and said
that she had received frequent calls from the physicians, requesting consultations or
wanting to share their success stories, long after the deployment ended.
In addition to consultations with the CCRTs, facilities had access to a hotline if they
needed advice on patient care. The CCRT staffing agency subcontracted with a
telehealth service provider to operate the hotline, which was staffed with critical care
physicians and nurses. All IHS and Tribal facilities had access to the hotline, which was
available 24 hours a day, 7 days a week. However, during the time period we
reviewed—June through September 2020—few facilities had used this resource. In
July 2021, IHS officials reported that the hotline had been discontinued when the
contract for the service ended in May 2021. Only one facility in our sample had used
the hotline.
In addition to providing direct patient care and training, CCRT members reported
extending their services beyond the facility to the Tribal community. Although
community outreach was not part of the core responsibilities of the CCRTs, during
one of the deployments, Tribal leaders invited the team to attend a Tribal council
meeting to educate the community on COVID-19. The meeting was held virtually and
was broadcast on the local radio. The team reported that they believed that similar
meetings would be helpful to inform community members about the disease, and
they said that they would have liked to conduct more outreach as part of their
deployments. Like the CCRT members, an IHS official also said that there was a need
for additional outreach and education in Tribal communities to help prevent further
spread of the virus and to mitigate capacity issues in the facilities.
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Facility administrators provided close oversight of the CCRTs during
the deployments, and communicated frequently with IHS HQ and
Area Offices about CCRT activities and progress
Strategy for Success:
Consistent Oversight
IHS HQ held frequent
meetings with facilities
and CCRTs to monitor
program challenges and
successes.

To monitor the progress of CCRT activities and to identify needed program
improvements, IHS provided oversight of the deployments both at the facility level
and the agency level. Facility administrators reported providing direct oversight of
the CCRTs, using the same chain of command as for other clinical staff in the facility.
At the HQ level, IHS designated a core group of officials and staff responsible for
overseeing the CCRT program; these individuals were available to answer questions
and provide support to facilities throughout the deployment. Members of this core
group reported that they held calls with the facilities and the CCRTs pre-deployment,
mid-deployment, and post-deployment to discuss and monitor the deployments.
IHS officials and facility administrators explained that the pre-deployment calls were
used for planning purposes to determine facility-specific needs and CCRT
responsibilities, while the mid-deployment calls focused on the progress of the CCRT
activities and any challenges that facilities and CCRTs encountered and changes they
made as a result. During the post-deployment calls, which were held at the end of
each deployment, facilities and CCRTs gave debriefings on their experiences and the
CCRTs presented their recommendations for facility improvements. Members of the
core group reported using the information from these calls, as well as from other
sources, to modify the CCRT program and to improve future deployments. For
example, IHS officials noted that the CCRT program evolved over time to become
more about building capacity of existing staff than about supplementing those staff.
In interviews, facilities said that they found the frequent and open communication
with the core group to be helpful. The CCRT members also described the calls with
the core group as valuable, but they said that they would have liked more
opportunities to provide IHS with their overall observations and suggestions for
improvements agencywide, beyond the individual facilities. One observation that
CCRT members reported was that facilities used different equipment, and they
suggested that it would be more efficient if the agency used a blanket purchase
agreement to standardize equipment across facilities. The CCRT members noted that
it was cumbersome for the teams and other temporary staff to learn and operate
different equipment in each facility, particularly since the equipment was often old
and outdated. CCRT members also reported observing—to their surprise—that IHS
and Tribal facilities had many staff in administrative roles who were qualified to
provide care but did not, and that facilities were quick to transfer patients to other
facilities even though sometimes they had the capabilities to care for those patients
themselves.
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IHS awarded new CCRT contracts in January 2021, extending the
program through the pandemic, and facilities expressed the
need for a similar program for non-COVID-19-related care
Strategy for Success:
Program Continuity
IHS awarded additional
contracts to continue
the CCRT program
throughout the
pandemic.

Shortly after IHS began piloting the CCRT program, it decided to extend the program
through the pandemic, and in October 2020, IHS began soliciting proposals for an
Indefinite Delivery Indefinite Quantity (IDIQ) contract. The IDIQ contract allowed IHS
to provide an indefinite quantity of services to facilities needing assistance with
COVID-19-related care through the duration of the pandemic. To ensure continuity
of the CCRT program when the deployments of the initial CCRT contract ended in
November 2020, IHS officials reported using a transitional contractor to provide CCRT
deployments while the agency was reviewing proposals for the IDIQ contract.
In January 2021, IHS awarded the IDIQ contract to two separate staffing agencies and
extended the CCRT program through at least the end of 2021. The contract includes
provisions that can extend the program through 2025, if needed, using 1-year
increments. In interviews, IHS officials and staff noted that having two contractors
allows IHS to deploy multiple teams at the same time, and therefore, to better meet
facility needs and train more staff on COVID-19 safeguards and treatment. As of
March 8, 2021, IHS had deployed CCRTs a total of 21 times to IHS and Tribal facilities,
using the initial, transitional, and IDIQ contractors. During these deployments, the
CCRTs provided services to 15 IHS hospitals, 3 Tribal hospitals, and several satellite
health centers and other facilities included in those deployments, and the teams
trained a total of 1,255 facility staff. f
None of the facilities in our sample indicated at the time of our review that they had
plans to request another CCRT deployment. However, we found that one of the
facilities received a second deployment after our review period. Further, several
administrators and staff expressed interest in receiving additional consultation and
COVID-19 training from the CCRTs. Administrators in one facility reported that they
wanted CCRT providers to review the facility’s progress in implementing the
recommendations that the CCRT had provided during the deployment.
In addition to reporting a need for more COVID-19 support, all facilities in our sample
reported a need for resources similar to the CCRT program to assist facilities with
training and consultation on non-COVID-19-related care, such as prevention,
detection, and treatment of sepsis and high-risk obstetrics, among other topics.
One facility reported that the CCRT’s assistance in implementing the EHR templates
for COVID-19 had been helpful, but more assistance was needed to standardize other
IT-related templates in the facility. In interviews, IHS officials indicated that they were
open to providing additional non-COVID-19-related support to facilities, but they
acknowledged that recurrent funding was needed to establish such a program and
that it would need to be tailored to accommodate specific needs.
_____________________________________________________________________________________________________________________________
f

The 21 deployments that had occurred as of March 8, 2021, included the 5 deployments in our sample.
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CONCLUSION AND RECOMMENDATIONS
The COVID-19 pandemic has been taxing on health care systems, and many U.S.
hospitals have experienced shortages in both staffing and patient beds. Given these
challenges and the disproportionate numbers of AI/ANs affected by the disease, IHS
developed the CCRT program to strengthen IHS and Tribal facilities’ response to the
pandemic. IHS designed the CCRTs as a resource for IHS and Tribal facilities to
maximize their capacity to care for COVID-19 patients and effectively manage patient
surges, even with limited staff. The CCRT deployments provided facilities with
assessments of their operations; hands-on training for staff; and assistance in
implementing necessary changes to improve the care and outcome for critically ill
COVID-19 patients. The CCRTs used a comprehensive approach to involve as many
departments and staff as possible in the assessments and trainings, so that facilities
could more easily pull staff from their regular duties to assist with patient care during
surges.
Officials and staff across the agency and Tribal facilities have found this innovative
resource to be successful, and IHS recently extended the program to continue
deployments through the pandemic. The CCRT program is a positive step in IHS’s
efforts to respond promptly to the immediate needs of facilities, and it also holds
promise as a model for addressing some of the longstanding challenges that facilities
face related to quality of care and staffing.
To build on its successes and further leverage the CCRT model in support of IHS’s
broader care improvements efforts, we make three recommendations to IHS.

We recommend that IHS:
Solicit feedback from CCRTs regarding their observations of
potential need for broader IHS-wide improvements
To supplement the recommendations that CCRTs made to individual IHS and Tribal
facilities, IHS should solicit feedback from the teams regarding their observations of
potential need for broader agencywide improvements, which may extend beyond
COVID-19-related care. The frequent deployments and in-depth facility assessments
provided the CCRTs with insight into common issues shared across facilities. During
the deployments, the CCRTs typically provided recommendations for improvement,
but those recommendations were specific to individual facilities rather than agencyfocused. To help IHS modify future deployments and identify needs and solutions for
agencywide improvements beyond COVID-19-related care, IHS should provide
opportunities for CCRTs to share their broader observations. For example, IHS could
host monthly or quarterly meetings with the CCRTs during which the teams could
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present their observations and suggestions for improvements beyond the individual
facilities.

Compile the CCRTs’ recommendations to individual facilities
and share them across all IHS and Tribal facilities
To further strengthen facilities’ COVID-19 response, IHS should compile all CCRT
recommendations into one resource and share it with facilities across the agency and
Tribes. This could be particularly beneficial for facilities that have not requested or
have not yet received a CCRT deployment. Although the recommendations are
facility-specific, they could highlight improvement efforts that other facilities could
replicate or use as guidance to make necessary changes that they might not
otherwise have been aware of or considered.

Assess whether IHS could use the CCRT model to provide
support and training to facilities needing assistance with
non-COVID-19-related care
Given the program’s success at helping meet facility needs during the pandemic and
IHS’s longstanding problems ensuring staffing and clinical expertise, IHS should
consider the feasibility of building agencywide training on non-COVID-19-related
issues using the CCRT model of hands-on training at the facility level. The training
could be tailored to specific facility needs and cover topics identified as high-risk by
facilities and previous OIG reports, such as emergency care and labor and delivery
(e.g., high-risk obstetrics). Any new CCRT program should include components
similar to those of the current CCRT program—such as facility assessments;
recommendations for policy and process improvements; training at the bedside; and
other types of interactive trainings—and could also include direct patient care during
crises. We recognize that there might be budget constraints affecting IHS's ability to
establish a similar program for non-COVID-19-related issues, as funding for the CCRT
program is directly tied to the agency’s COVID-19 response. To launch a similar
program, IHS would have to seek additional funds or shift funds from other areas.
However, it is important to note that deployments of small, highly experienced teams
assigned to train existing staff may be an efficient and effective way for IHS to expand
facility capacity without paying for contracted providers or specialists at each facility
and without having to send staff to offsite locations for trainings.
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AGENCY COMMENTS AND OIG RESPONSE
IHS concurred with our recommendations, and it reported its planned actions to
implement the recommendations.
In response to our first recommendation—for it to solicit feedback from CCRTs
regarding their observations of potential need for broader IHS-wide improvements—
IHS stated that it plans to solicit feedback from the current CCRT deployments to
identify issues that may be applicable more broadly and that could be addressed
throughout IHS.
In response to our second recommendation—for it to compile the CCRTs’
recommendations to individual facilities and share them across all IHS and Tribal
facilities—IHS noted that it has compiled a document, which is currently under review,
that summarizes all recommendations from previous CCRT deployments. IHS stated
that it plans to share this document with IHS and Tribal facilities, as appropriate, in
October 2021.
In response to our third recommendation—for it to assess whether IHS could use the
CCRT model to provide support and training to facilities needing assistance with
non-COVID-19-related care, IHS stated that it will assess other ongoing
non-COVID-19 initiatives to determine whether the CCRT model could be used for
such efforts. IHS expects to complete its assessment by October 2021.
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ABOUT THE OFFICE OF INSPECTOR GENERAL
The mission of the Office of Inspector General (OIG), as mandated by Public Law
95-452, as amended, is to protect the integrity of the Department of Health and
Human Services (HHS) programs, as well as the health and welfare of beneficiaries
served by those programs. This statutory mission is carried out through a nationwide
network of audits, investigations, and inspections conducted by the following
operating components:

The Office of Audit Services (OAS) provides auditing services for HHS,

either by conducting audits with its own audit resources or by overseeing audit work
done by others. Audits examine the performance of HHS programs and/or its
grantees and contractors in carrying out their respective responsibilities and are
intended to provide independent assessments of HHS programs and operations.
These audits help reduce waste, abuse, and mismanagement and promote economy
and efficiency throughout HHS.

The Office of Evaluation and Inspections (OEI) conducts national
evaluations to provide HHS, Congress, and the public with timely, useful, and reliable
information on significant issues. These evaluations focus on preventing fraud, waste,
or abuse and promoting economy, efficiency, and effectiveness of departmental
programs. To promote impact, OEI reports also present practical recommendations
for improving program operations.
The Office of Investigations (OI) conducts criminal, civil, and administrative

investigations of fraud and misconduct related to HHS programs, operations, and
beneficiaries. With investigators working in all 50 States and the District of Columbia,
OI utilizes its resources by actively coordinating with the Department of Justice and
other Federal, State, and local law enforcement authorities. The investigative efforts
of OI often lead to criminal convictions, administrative sanctions, and/or civil
monetary penalties.

The Office of Counsel to the Inspector General (OCIG) provides

general legal services to OIG, rendering advice and opinions on HHS programs and
operations and providing all legal support for OIG’s internal operations. OCIG
represents OIG in all civil and administrative fraud and abuse cases involving HHS
programs, including False Claims Act, program exclusion, and civil monetary penalty
cases. In connection with these cases, OCIG also negotiates and monitors corporate
integrity agreements. OCIG renders advisory opinions, issues compliance program
guidance, publishes fraud alerts, and provides other guidance to the health care
industry concerning the anti-kickback statute and other OIG enforcement authorities.
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