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VETERANS' COMMUNITY CARE 

VA Needs Improved Oversight of Behavioral 
Health Medical Records and Provider Training  
Why This Matters 
Increasingly, veterans seeking health care have been referred by Department of Veterans Affairs (VA) medical 
centers to community providers outside VA. The quality of the care those veterans receive can be affected by how 
successfully community and VA providers exchange medical records, as well as community providers’ ability to 
understand the unique needs of veterans.  

GAO Key Takeaways 
Veterans used over 350,000 referrals to receive behavioral health services (e.g., psychotherapy for depression) 
from community providers in fiscal years 2021 through 2023. Many veterans who were cared for by community 
providers later returned to VA medical centers for further care. To coordinate this care, community providers must 
send medical documentation (e.g., diagnoses, prescriptions, progress notes) to VA after the veteran’s initial and 
final visits for each referral.  

VA does not monitor whether these medical record exchanges are completed across all medical centers. But we 
found that 33 percent of these referrals were missing records for initial visits, when we reviewed the data that VA 
has readily available. Further, no such data are available for final visits, so the extent to which those exchanges are 
completed is unknown.  

Likewise, VA is not monitoring the extent to which community providers complete any of eight core trainings on 
opioid safety, suicide prevention, and other veteran-centric topics. We found that about 2 percent of the community 
providers with a behavioral health referral from fiscal years 2021 through 2023 had completed one or more of these 
trainings. 

https://www.gao.gov/products/GAO-25-106910
mailto:silass@gao.gov


 

Medical Records for Behavioral Health Referrals, Fiscal Years 2021 Through 2023 

 
Initial visit for each referral Final visit for each referral 
Records were 
exchanged 

67 238,926 Unknown – 
no data 
available 

? 357,299 

Records were 
missing 

33 118,373    

How GAO Did This Study 
We analyzed VA data on its behavioral health referrals from fiscal years 2021 through 2023 and community 
providers’ completion of core trainings. We reviewed VA’s medical record exchange guidance, and interviewed VA 
officials, staff from five VA medical centers, and representatives from three veteran service organizations.  

What GAO Recommends 
We are making five recommendations to VA, including for it to establish goals and performance measures and 
monitor the extent to which medical documentation exchanges and core community provider trainings have been 
completed. 

VA concurred with one recommendation and concurred in principle with the other four recommendations, as 
discussed in the report. 
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Letter 

May 5, 2025 

The Honorable Jerry Moran 
Chairman 
The Honorable Richard Blumenthal 
Ranking Member 
Committee on Veterans’ Affairs 
United States Senate 

The Honorable Mike Bost 
Chairman 
The Honorable Mark Takano 
Ranking Member 
Committee on Veterans’ Affairs 
House of Representatives 

Providing access to high-quality health care for behavioral health conditions—both mental health and 
substance use disorders—is a top priority of the Department of Veterans Affairs (VA).1 VA operates the 
nation’s largest health care system through its Veterans Health Administration (VHA) and serves about 9 
million veterans annually. Eligible veterans have received care from private sector community providers 
through various programs since 1945. In June 2019, VA began implementing the most recent program—the 
Veterans Community Care Program, which expanded veterans’ eligibility to receive services from community 
providers. Such services include psychotherapy to treat conditions such as depression and post-traumatic 
stress disorder and other behavioral health care. 

According to VHA, in recent years an increasing number of veterans have received health care services under 
the community care program. For example, the number of veterans who received services under the program 
increased from about 1.1 million in 2014 to about 2.8 million in 2023. When receiving community care, 
veterans rely on VA medical center staff and community providers to coordinate and maintain continuity of 
care. To do this, VA requires providers at a VA medical center and in the community to exchange certain 
medical documentation so that all of a veteran’s providers have similar information about a veteran—such as 
their diagnoses, past and ongoing treatments, and progress. According to VHA officials, this coordination is 
especially important so that all of a veteran’s providers can be well positioned to make sound decisions about 
the veteran’s care, especially when a veteran receives care from a community provider and then returns to the 
VA medical center to continue receiving appropriate care from a VA provider. For example, a veteran may 
experience changes to their diagnoses or may have positive or negative experiences with certain treatments 
while under a community provider’s care, which can last months or longer. Having this information can help the 
veteran’s VA provider determine whether the veteran should continue treatment that appears to be going well 
or avoid duplicating a previously attempted treatment that was deemed ineffective. 

 
1We define behavioral health conditions as all mental, emotional, and substance use disorders that are included in the Diagnostic and 
Statistical Manual of Mental Disorders. Examples of mental health disorders include anxiety disorders; mood disorders, such as 
depression; post-traumatic stress disorder; and schizophrenia. Examples of substance use disorders include alcohol use disorder and 
opioid use disorder.   
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However, VA’s Office of Inspector General reported in 2024 that VA providers have raised concerns that the 
inability with or delay in obtaining medical documentation from community providers contributes to inefficient 
patient care and can negatively affect patient outcomes.2 For instance, if a veteran returns to the VA medical 
center for further care, but the community provider has not submitted information about attempted treatments 
and any notes about their effectiveness, this gap poses a disruption to the continuity of that veteran’s care and 
a risk to the veteran’s safety. 

According to VHA, to help ensure these veterans receive high-quality care, community providers should 
demonstrate military cultural competency. VHA defines military cultural competency as the ability to 
understand and appreciate military culture and tailor clinical practices based on that understanding. According 
to VHA, by demonstrating military cultural competency and understanding the influence of military culture on 
health-related behaviors (e.g., how stigmas associated with certain conditions may affect whether veterans 
seek care, how to refrain from making general assumptions about military experience), community providers 
will be better positioned to treat veterans’ unique behavioral and physical health care needs resulting from past 
military service, such as post-traumatic stress disorder and traumatic brain injury. As such, VHA has developed 
required and recommended trainings for community providers so that they may be knowledgeable about 
certain behavioral and physical health conditions that are more prevalent among veterans as compared to the 
general population. 

The Commander John Scott Hannon Veterans Mental Health Care Improvement Act of 2019 included a 
provision for us to examine VA’s efforts for integrating community based mental health care into the VHA, 
including coordination between VHA and community providers.3 In this report we 

1. describe what VA data show about behavioral health referrals to community care for veterans from fiscal 
years 2021 through 2023; 

2. describe challenges affecting the medical documentation exchange processes and steps VHA is taking to 
mitigate those challenges; 

3. evaluate the extent to which VHA provides guidance for and monitors medical documentation exchange for 
behavioral health referrals between VHA and community providers; and 

4. evaluate the extent to which VHA monitors and communicates information about community providers’ 
completion of military cultural competency and other trainings. 

To address the first objective, we analyzed systemwide data from VA’s Corporate Data Warehouse for all 
behavioral health referrals for those fiscal years.4 We analyzed the data to determine the total number of 
behavioral health referrals made from fiscal years 2021 through 2023 (the most recent complete data available 
at the time of our review) and the number of veterans for whom referrals were made. We examined the data by 
categories of care (e.g., outpatient psychotherapy, outpatient psychiatry), and categories of diagnoses (e.g., 
anxiety and stress-related disorders, substance use disorders). We also examined the data by veteran socio-

 
2See, for example, Veterans Affairs Office of Inspector General, Veterans Health Administration: Care in the Community Inspection of 
VA MidSouth Healthcare Network (Veterans Integrated Service Network 9) and Selected VA Medical Centers, Report No. 23-01737-
205 (Washington D.C.: Aug. 15, 2024).  

3Pub. L. No. 116-171, tit. IV, § 404(b), 134 Stat. 778, 811-12 (2020).   

4VHA’s Corporate Data Warehouse is a database that stores and makes accessible up-to-date data from VHA’s electronic health 
record and other VA systems.  
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demographic characteristics (e.g., race, gender, geographic location) and active suicide or behavioral risk flag 
status.5 

To address the second objective, we interviewed officials from VHA’s Office of Integrated Veteran Care (IVC), 
which administers the Veterans Community Care Program, and officials from other VHA program offices. We 
also interviewed representatives from VA’s two contractors who act as third-party administrators, responsible 
for maintaining regional networks of community providers under the Veterans Community Care Program. In 
addition, we conducted virtual site visits with five VA medical centers in April and May 2024, and spoke with 
facility leadership and community care staff and managers. We selected the sites based on geographic 
variation and the total number of behavioral health referrals made by each VA medical center provider to 
community providers from fiscal years 2021 through 2023, among other factors. We interviewed community 
care leaders from four of the five regional Veteran Integrated Service Networks in which those five VA medical 
centers are located.6 

To address the third objective, we reviewed guidance that IVC provided to VA medical centers and other 
documentation from VHA (e.g., directives, memorandums) related to obtaining medical documentation from 
community providers. In addition, we interviewed staff at the five selected VA medical centers on their local 
processes and procedures related to collecting medical documentation from community providers. We 
evaluated IVC’s guidance and monitoring efforts against a VHA policy related to oversight responsibilities.7 We 
also evaluated those oversights efforts against performance management steps identified in our prior work.8 In 
addition, we evaluated IVC’s oversight efforts against federal internal control standards related to designing 
control activities.9 

To address the fourth objective, we interviewed IVC officials and representatives from the third-party 
administrator contractors about their roles and responsibilities related to communicating information and 
monitoring community provider training. We also analyzed data from VHA’s Training Finder Real-time Affiliate 
Integrated Network (TRAIN). VHA TRAIN is a web-based platform where all community providers (including 
those that focus on delivering behavioral health services to veterans) can complete trainings. Specifically, we 
reviewed VHA TRAIN data to determine the number of community providers who had at least one behavioral 

 
5A high risk for suicide flag is a notification in the VHA electronic health record system that identifies veterans who have been identified 
as being at high risk for suicide and are required to receive enhanced mental health care. A behavioral risk flag is a notification in the 
VHA electronic health record system that identifies veterans who pose an immediate safety threat for seriously disruptive, threatening, 
or violent behavior. Department of Veterans Affairs, Veterans Health Administration, Patient Record Flags, VHA Directive 1166 
(Washington, D.C.: Nov. 6, 2023). 

6Veterans Integrated Service Networks are responsible for managing and overseeing day-to-day functions of VA medical centers and 
other VHA facilities within their defined regional geographic areas. We did not meet with the community care leader from the fifth 
regional Veteran Integrated Service Network because the leader did not respond to our request for a meeting. 

7Department of Veterans Affairs, Veterans Health Administration, VHA Operating Units, VHA Directive 1217(1) (Washington, D.C.: Jan. 
19, 2025).   

8GAO, Executive Guide: Effectively Implementing the Government Performance and Results Act, GAO/GGD-96-118 (Washington, 
D.C.: June 1996); Evidence-Based Policymaking: Practices to Help Manage and Assess the Results of Federal Efforts, 
GAO-23-105460 (Washington, D.C.: July 12, 2023); VA Health Care: Office of the Medical Inspector Should Strengthen Oversight of 
Recommendations and Assess Performance, GAO-23-105634 (Washington, D.C.: July 27, 2023); and GAO, Military Health Care: DOD 
and VA Could Benefit from More Information on Staff Use of Military Toxic Exposure Records, GAO-24-106423 (Washington, D.C.: May 
23, 2024). 

9GAO, Standards for Internal Control in the Federal Government, GAO-14-704G (Washington, D.C.: Sept. 10, 2014). Internal control is 
a process effected by an entity’s oversight body, management, and other personnel that provides reasonable assurance that the 
objectives of an entity will be achieved.    

https://www.gao.gov/products/GAO/GGD-96-118
https://www.gao.gov/products/GAO-23-105460
https://www.gao.gov/products/GAO-23-105634
https://www.gao.gov/products/GAO-24-106423
https://www.gao.gov/products/GAO-14-704G
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health referral from fiscal years 2021 through 2023 (the most recent complete data at the time of our review) 
and had completed one or more of the eight core trainings that IVC requires or recommends for community 
providers.10 In addition, for context, we interviewed representatives from three Veteran Service Organizations 
about the importance of community provider training completion from the veteran perspective.11 We also 
interviewed 13 community providers from three external professional organizations to obtain information on 
their experiences participating in the Veterans Community Care Program and whether they were aware of and 
had completed core trainings.12 We evaluated IVC’s communication and monitoring efforts against VHA policy, 
as well as performance management steps identified in our prior work.13 We also evaluated IVC’s training 
outreach efforts against federal internal control standards related to communication information.14 

See appendix I for more details on our scope and methodology. 

To assess the reliability of data we used in all our analyses, we performed electronic testing to identify obvious 
errors or missing data. We also interviewed VHA officials knowledgeable about the data’s reliability and 
reviewed relevant documentation. Based on these steps, we determined that the data we used were 
sufficiently reliable for the purposes of our audit objectives. 

We conducted this performance audit from June 2023 to May 2025 in accordance with generally accepted 
government auditing standards. Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions based on our 
audit objectives. We believe the evidence obtained provides a reasonable basis for our findings and 
conclusions based on our audit objectives. 

Background 

VA’s Veterans Community Care Program 

Eligible veterans can receive community care, including behavioral health and other services, through VA’s 
Veterans Community Care Program, which is overseen by IVC. Veterans may be eligible to receive such 

 
10IVC’s eight core trainings include a required opioid safety initiative training for all community providers and seven other recommended 
trainings related to military cultural competency, lethal means safety, suicide prevention and certain health conditions often experienced 
by veterans. 

11Veteran service organizations are groups that offer a range of services for veterans, servicemembers, dependents, and survivors. For 
this review, we met with representatives from the Veterans of Foreign Wars, Disabled Veterans of America, and the American Legion. 
We selected these organizations because they advocate for veterans to obtain mental health services, which include those from 
community providers. 

12We met with representatives and providers from the Cohen Veterans Network, American Counseling Association, and Summit 
Behavioral Healthcare. We selected these external professional organizations because their websites indicate that their members 
participate as community providers and provide behavioral health services through the Veterans Community Care Program. These 
organizations arranged meetings with small groups of behavioral health providers and we met with a total of 13 community providers 
across all our meetings.  

13IVC’s primary responsibilities are listed in VA’s Functional Organizational Manual, dated 2023.  

14GAO-14-704G.    

https://www.gao.gov/products/GAO-14-704G
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services for several reasons, including that the services are not available at a VA medical center.15 Generally, 
before an eligible veteran can receive community care, the veteran’s provider at a VA medical center must first 
create a referral in the veteran’s electronic health record. Community care staff at the VA medical center then 
process the referral by sending it to a community provider, scheduling the veteran’s visit with the community 
care provider, confirming the visit took place, and closing the referral after such confirmation. The community 
provider and community care staff at the VA medical center are expected to further coordinate by exchanging 
medical documentation about the veteran and the care that has been delivered. 

VHA’s Office of Integrated Veteran Care 

As the principal office within VHA that oversees the Veterans Community Care Program (among other 
programs), IVC is responsible for ensuring veterans receive high-quality behavioral health care and other 
services from community providers. This oversight includes supporting care continuity, which is dependent on 
the exchange of veterans’ medical documentation between VA medical centers and community providers. 
Specifically, IVC is responsible for providing guidance to and monitoring the efforts of VA medical centers’ 
participating in the program. IVC also monitors the performance of the two third-party administrator contractors 
that maintain five regional community care networks of community providers. Specifically, two offices within 
IVC have key responsibilities overseeing the program: 

• Office of Integrated External Networks. This IVC office is responsible for conducting oversight activities 
for the Veterans Community Care Program (among other programs), focusing on network adequacy, 
contract management, and performance. It is responsible for leading, developing, and administering IVC’s 
contracts with the two third-party administrator contractors.16 The office is also responsible for monitoring, 
measuring, and reporting on performance to ensure providers deliver high-quality services for veterans. 

• Office of Integrated Optimization. This IVC office collaborates with VA medical centers, Veterans 
Integrated Service Networks, and other VHA components to address challenges and opportunities for 
optimizing veterans’ access to health care within VA medical centers or through community care. It is 
responsible for developing and implementing access policies, processes, and improvements for direct and 
community care, including disseminating related guidance to VA medical centers.17 

 
15Other eligibility criteria include that VA cannot furnish care within its designated access standards, or a VA provider deems it is in the 
veteran’s best medical interest to receive care in the community, among other reasons. VA can also provide medical services for 
eligible veterans through Veterans Care Agreements, in which VA separately contracts directly with community providers for services. 
These agreements are intended to be used in limited situations for services that are either not provided or not sufficient through the 
third-party administrator contractors’ regional networks contracts to ensure veterans get the care they need.  

16VA has community care network contracts across five regions to assist with administering the Veteran Care Community Program. In 
December 2018, VA awarded contracts for regions 1, 2, and 3 to one third-party administrator and in 2019 and 2020, VA awarded 
contracts for regions 4 and 5 to another third-party administrator. Each of the contracts was awarded with an initial base period of 
performance and seven 12-month option periods, the last of which would conclude between 2026 and 2028, depending on the region. 

17According to IVC’s documentation noting its mission, vision, and strategic direction (provided in August 2024), IVC is organized into 
four offices to create a more seamless and coordinated experience for any veteran who accesses care within VHA facilities or the 
community. In addition to the Offices of Integrated External Networks and Integrated Optimization, IVC has an Office of Access 
Transformation, which guides VHA’s processes, roles, and practices to provide access to care in the VHA system, virtual care system, 
or community, and Office of Integrated Informatics and Analytics, which provides tools and support for VHA and IVC leadership to make 
data-driven decisions.   
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Medical Documentation Exchange 

According to IVC officials, IVC’s Office of Integrated Optimization disseminates medical documentation 
exchange guidance to VA medical centers through its Community Care Field Guidebook (IVC Guidebook).18 
IVC’s Guidebook outlines processes, tools, and methods for medical documentation exchange between staff at 
VA medical centers and community providers, among other things. It identifies the types of information that 
community care staff at VA medical centers should include when sending referrals to community providers, 
such as the following: 

• Authorized services and duration. Based on the veteran’s provisional diagnosis (as determined by a 
provider at the VA medical center), the referral should identify the associated category of care (e.g., 
outpatient individual psychotherapy, outpatient psychiatry, opioid treatment). It should also identify the 
various specific services (e.g., initial diagnostic evaluation, therapy sessions) and may include a 
recommended frequency of visits, that the community provider is authorized to deliver over a set duration 
of time not to exceed one year.19 For example, a referral may identify outpatient individual psychotherapy 
as the category of care, authorizing services such as therapy sessions at a recommended frequency of one 
visit per week for a duration of 6 months. 

• Suicide or behavioral health risk flags, if any. VA medical center staff should also ensure a suicide risk 
flag (indicating there is an acute suicide risk) or behavioral flag (indicating the veteran is considered a risk 
to others) is clearly visible in the veteran’s referral. The referral should also include contact information for 
designated staff at the VA medical center responsible for monitoring those risks for the veteran.20 

Once behavioral health services for a veteran under a referral have been delivered by the community provider, 
community providers are required to submit medical documentation to the referring VA medical center that 
contains certain information, according to VA’s contracts with the two third-party administrator contractors. 
According to IVC officials, this is necessary to establish continuity of care—an important aspect of providing 
consistent and high-quality care. Specifically, for each referral, community providers are required to submit 
medical documentation, which should include the veteran’s and provider’s identifying information and, for 
outpatient referrals, clinical information such as diagnoses, treatment plans, medications prescribed, and 
progress notes. Community providers are required to submit this information at two specific points during the 
veteran’s outpatient care: (1) initial medical documentation within 30 days of the first visit, and (2) final medical 
documentation covering all additional visits within 30 days of the final visit.21 Medical documentation for 
inpatient care is to be returned within 30 days and consist, at a minimum, of a discharge summary. 

 
18Veterans’ Health Administration Office of Integrated Veteran Care Community Care Field Guidebook (January 5, 2024).   

19There are 150 categories of care for behavioral health, and many of these categories authorize multiple services over a period of 6 to 
12 months. Some categories of care specify a certain number of authorized visits while others indicate that a community provider 
should use clinical judgment to determine how many visits are needed. 

20Veterans are to be notified when suicide risk flags are applied to a veteran’s electronic health record by a VA provider during periods 
of acute suicide risk. The flag remains on the patient’s file through the high-risk period and is reviewed every 90 days to determine 
whether it should be removed or continued. Behavioral flags are applied to a veteran’s record when the patient is a risk to other 
patients, VA medical center staff, or guests (as determined by the VA Medical Center’s Disruptive Behavior Committee) and reviewed 
at least every 2 years. 

21All medical documentation (initial and final) from community providers should include, at a minimum: (1) veteran unique identifier, (2) 
veterans full name, (3) veteran’s date of birth, (4) the referral number, and (5) provider information, including a written or electronic 
signature. Additionally, according to VA, initial and final medical documentation for outpatient behavioral health services should include, 
at a minimum, treatment plans and medications prescribed. 
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Community providers can submit medical documentation through a variety of methods, including VHA’s 
electronic HealthShare Referral Manager.22 While VA does not require community providers to use the 
HealthShare Referral Manager, it is IVC’s preferred method for medical documentation exchange because it 
provides a secure platform for VA medical center staff and community providers to electronically share 
information with each other, which can reduce the time needed to process a referral. Other methods include 
secure email, electronic fax, traditional fax, or U.S. mail. Once VA medical center staff receive medical 
documentation from community providers, VA medical center staff are able to attach the documentation to the 
relevant referral in the patient’s electronic health record, which creates an alert to inform the ordering provider. 

IVC Training for Community Providers 

According to IVC officials, in September 2021, IVC identified eight core trainings for community providers to 
help them deliver high-quality care. According to VHA, these trainings are intended to provide insight on the 
unique experiences and exposures that veterans may encounter. IVC currently requires that all community 
providers complete one of the trainings—an opioid safety initiative training.23 In addition, IVC recommends that 
all community providers complete seven trainings. These include trainings on military cultural competency, 
lethal means safety, suicide prevention, and other veteran-centric topics related to traumatic brain injury, post-
traumatic stress disorder, and military sexual trauma. For additional information on the eight core trainings, see 
appendix II. 

Almost 225,000 Veterans Used Behavioral Health Referrals from VA 
Medical Centers from Fiscal Years 2021 Through 2023, with Just Over 
Half for Psychotherapy Services 
From fiscal years 2021 through 2023, 224,741 veterans used a total of 357,299 referrals to receive behavioral 
health services from community providers.24 On average a veteran used 1.6 referrals during this period.25 More 
than half of these 357,299 behavioral health referrals (about 55 percent) were for the outpatient psychotherapy 
care, which can include specific services such as counseling and therapy sessions. The remaining 45 percent 
of referrals were for care categories that include outpatient psychiatry, which can include services such as 

 
22The HealthShare Referral Manager was deployed at all VA medical centers as of June 24, 2019, for staff to manage Veterans 
Community Care Program referrals, including creating authorizations for services, searching for community providers, and documenting 
appointments.  

23According to IVC officials, IVC requires community providers to complete opioid safety initiative training to comply with the VA 
MISSION Act of 2018 requirement that VA ensure all community providers review and certify that they have read the evidence-based 
guidelines for prescribing opioids set forth by VA’s opioid safety initiative. 

24According to IVC officials, the 357,299 referrals used from fiscal years 2021 through 2023 reflect only those that VHA considers to be 
“complete,” meaning that VA confirmed the veteran attended a visit. IVC officials told us there were an additional 92,111 referrals 
created during that time period for which confirmation of attendance was pending as of January 2025.  

According to IVC officials, 2.9 million veterans received behavioral health services from a VA provider from fiscal years 2021 through 
2023. These veterans may have received behavioral health services from community providers as well during that same time period.  

25These behavioral health referrals accounted for about 2 percent of the approximately 20.6 million referrals for veterans to receive 
health care from community providers from fiscal years 2021 through 2023. These behavioral health referrals were almost equally 
distributed among the community care networks managed by the two third-party administrator contractors. VA medical centers 
generated about 94 percent of the referrals. The vast majority (about 93 percent) of referring VA medical centers were located in urban 
areas.  
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medication treatment; outpatient family and couples’ psychotherapy; and inpatient care, including mental 
health residential treatment; and other categories of care (see fig. 1). The 357,299 referrals resulted in about 4 
million total visits to community providers over those 3 years. 

Figure 1. Behavioral Health Care Referrals to Community Providers by Category of Care, Fiscal Years 2021 Through 2023 

 
Notes: The data in this figure reflect the proportion of categories of care included in the 357,299 referrals (completed by 224,741 veterans). The referrals 
were made by Department of Veterans Affairs’ (VA) medical center staff to community providers from fiscal years 2021 through 2023. Each referral 
includes one category of care (e.g., outpatient individual psychotherapy) that indicates the specific services (e.g., counseling and therapy sessions) that 
the community provider is authorized to provide over a set duration of time (e.g., 6 or 12 months). 

About 44 percent of the 357,299 behavioral health referrals to community providers were for veterans 
diagnosed with anxiety and stress-related disorders, such as post-traumatic stress disorder. The remaining 56 
percent of referrals were for veterans with depression or mood disorders, other mental health disorders such 
as schizophrenia, and substance use disorders (see fig. 2). 
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Figure 2: Behavioral Health Care Referrals to Community Providers by Diagnoses, Fiscal Years 2021 Through 2023 

 
Notes: The data in this figure reflect the proportion of veterans’ diagnosis categories included in the 357,299 referrals (completed by 224,741 veterans). 
The referrals were made by staff at Department of Veteran Affairs (VA) medical centers to community providers from fiscal years 2021 through 2023. 
These categories are based on provisional diagnoses, as determined by the veterans’ providers at the VA medical center. According to the Veterans 
Health Administration’s Corporate Data Warehouse officials, community care providers also submit their diagnosis with claims paperwork, which is often 
(but not always) the same as the VA provider’s provisional diagnosis. The diagnosis categories are based on the individual conditions listed in the 
International Classification of Diseases, Tenth Revision, Clinical Modification, which is a standardized system used to code diseases and reason for 
visits in all health care settings. 
aThis category includes substance use disorders such as alcohol, opioid, or cocaine dependence (codes F10-F19). 
bThis category includes all other diagnoses, such as schizophrenia, as well as relationship problems with a spouse or partner (codes Z63, F1-9, F50-99). 
cThis category includes depression and mood disorders such as bipolar disorder (codes F30-F39). 
dThis category includes anxiety and stress-related disorders such as post-traumatic stress disorder and adjustment disorder (codes F40-F49). 

As noted earlier, 224,741 individual veterans used behavioral health referrals to community providers from 
fiscal years 2021 through 2023. The majority of these veterans reside in urban areas (about 72 percent). In 
terms of demographics, most veterans were white (about 63 percent), non-Hispanic (about 80 percent), male 
(about 77 percent), and had an average age of 50 years. 

A small proportion of veterans had an active suicide or behavioral risk flag at the time the VA medical center 
made a referral for the veteran to receive behavioral health services from a community provider.26 Specifically, 
8,094 (about 4 percent) of the 224,741 veterans who received behavioral health referrals from fiscal years 
2021 through 2023 had an active suicide risk flag when the referral was made. Less than 1 percent of the 
224,741 veterans had an active behavioral health flag at the time referral was made. 

 
26Veterans are to be notified when suicide risk flags are applied to their electronic health records by a VA provider during periods of 
acute suicide risk. The flag remains on the patient’s file through the high-risk period and is reviewed every 90 days to determine 
whether it should be removed or continued. Behavioral flags are applied to a veteran’s record when the patient is a risk to other 
patients, VA medical center staff, or guests and reviewed at least every 2 years. 
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The majority of veterans who participated in the Veterans Community Care Program from fiscal years 2021 
through 2023 maintained a connection with a VA medical center. About 71 percent (160,497) of the 224,741 
veterans subsequently returned to a VA medical center for behavioral health services and about 90 percent of 
the veterans have a VA primary care provider. 

VHA and Selected VA Medical Center Staff Reported Medical 
Documentation Exchange Is Labor Intensive and Time-Consuming; 
VHA and Staff Taking Steps to Mitigate 
According to IVC officials, it is important for all health care professionals involved in a veteran’s care to have 
access to the same, comprehensive, and up to date medical information. However, IVC officials told us that 
obtaining medical documentation from community providers is a key challenge because current medical 
documentation exchange processes are labor intensive and time-consuming for both VA medical center staff 
and community providers. Specifically, IVC officials told us that VA medical center staff often have to make 
repeated attempts to try to obtain documentation from community providers and may not ultimately be 
successful in retrieving it despite making multiple attempts. Furthermore, IVC officials said VA medical center 
staff often have to search multiple places when community providers do submit medical documentation 
because community providers vary in their submission methods (e.g., electronic fax, HealthShare Referral 
Manager, email). 

According to IVC officials, the labor intensive and time-consuming process of obtaining medical documentation 
from community providers can be especially challenging for community care programs at VA medical centers 
that have insufficient staffing. Community care staff we spoke with from four selected VA medical centers 
elaborated on how insufficient staffing can affect or delay the extent to which they are able to include medical 
documentation in veterans’ electronic health records. For example, community care staff from three of those 
VA medical centers said they are not always able to make attempts to retrieve medical documentation from 
community providers due to staff limitations or a high volume of referrals to community care. Community care 
staff from two VA medical centers we spoke with noted they generally prioritize scheduling appointments or 
confirming that veterans attended their initial appointments, over requesting medical documentation because 
they want to ensure that veterans receive the care they need as quickly as possible. 

VA medical center staff we spoke with from three VA medical centers told us that the labor intensive and time-
consuming process for medical documentation exchange can also be especially challenging for community 
providers’ practices that have limited staff or are experiencing other staffing issues. For example, staff said 
community providers that have small or individual practices with limited or no support staff may not be able to 
submit medical documentation as quickly as larger practices with administrative staff or answer phone calls 
from VA medical center staff requesting documentation, particularly while seeing patients.27 Two community 
care providers we spoke with agreed that medical documentation exchange is time-consuming, noting that 
their staff spend a significant amount of time managing documentation exchange. 

 
27In addition, representatives from one third-party administrator contractor told us that staff turnover in community providers’ practices 
can also result in delays in medical documentation exchange.  
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IVC officials and community care staff from some VA medical centers told us they are currently planning to or 
are in the process of working on multiple efforts to help alleviate the labor intensive and time-consuming 
process of medical documentation exchange. These efforts include the following: 

• Increasing use of the HealthShare Referral Manager. IVC officials and VA medical center staff we spoke 
with said that they continue to encourage community providers to use the HealthShare Referral Manager to 
exchange medical documentation to help reduce the time spent on processing referrals and increase the 
efficiency of scheduling appointments and sending medical documentation. Medical center staff from four 
VA medical centers told us that while most community providers currently use electronic fax, they would 
prefer them to instead use the HealthShare Referral Manager because it keeps documentation in one 
place and prevents them from having to manage and track the use of multiple methods. Staff said they 
generally receive medical documentation more quickly from community providers who use it compared to 
those who do not, requiring less follow up by staff. (See text box.) As such, staff from two VA medical 
center told us they try to encourage community providers to use the HealthShare Referral Manager by 
explaining its benefits and offering training and assistance to community providers who are willing to sign 
up for it. Likewise, IVC officials told us they established a goal around 2021 to try to increase community 
providers’ usage of the HealthShare Referral Manager by 800 each month. Officials told us they exceeded 
that goal by adding an average of 1,922 community providers each month between January 31, 2024, and 
January 31, 2025 (based on a 12-month rolling average). 

Use of HealthShare Referral Manager Among Community Providers 
In our prior work, we recommended that the Department of Veterans Affairs’ Veterans Health Administration (VHA) conduct a review of 
community provider enrollment and use of the HealthShare Referral Manager and if determined appropriate, establish a requirement for 
community providers to use it. VA agreed with our recommendation and provided updated numbers showing that it had increased the 
number of community providers using the HealthShare Referral Manager. However, IVC officials reported that they decided not to 
require community providers to use the HealthShare Referral Manager because some community providers prefer other methods and 
IVC does not want to limit the number of community providers participating in the Veterans Community Care Program. In the absence 
of a requirement, officials said they would continue to encourage community providers’ use through training and outreach efforts.  
Source: GAO, Veterans Community Care Program: Improvements Needed to Help Ensure Timely Access to Care, GAO-20-643 (Washington, D.C.: Sept. 28, 2020).  |  GAO-25-106910 

• Updating process to improve efficiency. IVC officials said they are exploring different approaches (such 
as standardizing processes and automation tools used for incorporating medical documentation from 
community providers into VHA’s electronic health record system) to make the overall process more efficient 
and capture data nationally that are currently not available. 

• Educating providers. Representatives from the two third-party administrator contractors told us they 
educate community providers on their responsibility to submit medical documentation to VA medical center 
staff at the beginning and end of the veteran’s care. For example, these representatives said they include 
information about medical documentation requirements in provider handbooks and other outreach 
materials, and the contractors also provide reeducation efforts as needed. IVC officials told us that medical 
documentation return has been at the forefront of IVC’s planning for upcoming contracts and IVC intends to 
strengthen requirements related to medical documentation exchange with community providers, which may 
help alleviate some challenges VA medical center staff have in obtaining medical documentation, 
particularly for those community care programs with insufficient staff. 

We will continue to monitor IVC and VA medical center efforts to help alleviate the labor intensive and time-
consuming process of medical documentation exchange. 

https://www.gao.gov/products/GAO-20-643
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VHA Does Not Provide Guidance for Obtaining All Required Medical 
Documentation, and VHA Does Not Monitor Exchange; Referrals Have 
Significant Amount of Missing Documentation 
VHA’s IVC provides guidance to VA medical center staff instructing them to obtain initial medical 
documentation, which community providers are required to provide within 30 days of a veteran’s first visit. 
However, IVC does not provide similar guidance for obtaining final medical documentation, which providers are 
required to submit after delivering all services to a veteran for a referral. IVC officials told us that IVC does not 
monitor the extent to which medical documentation from community providers is available or missing across 
VA medical centers. We found that missing documentation is prevalent. About a third of all behavioral health 
referrals from fiscal years 2021 through 2023 were missing initial medical documentation and no data were 
available for final documentation. 

VHA’s IVC Provides Guidance for VA Medical Centers for Obtaining Initial, but Not 
Final, Medical Documentation Exchange with Community Providers for Behavioral 
Health Referrals 

According to IVC’s Guidebook, community care staff at VA medical centers should make every effort to work 
with community providers to ensure staff receive medical documentation and upload it into veterans’ health 
records. As previously described, community providers are required to submit initial medical documentation 
within 30 days of a veteran’s first visit, and final medical documentation covering all additional visits within 30 
days of a veteran’s final visit. IVC’s Guidebook states that in some cases, community providers will 
automatically send medical documentation to VA medical center staff after a visit has occurred. The Guidebook 
notes that while this practice is ideal, community care staff will generally need to contact community providers 
to obtain the information. 

For cases in which the community provider does not automatically send medical documentation to VA medical 
center staff following an initial visit, IVC’s Guidebook and a 2021 VHA memorandum describe the process that 
VA medical center staff should follow up to try to obtain it.28 The process includes several steps, including VA 
medical center staff making and documenting at least three attempts to obtain medical documentation in VHA’s 
consult toolbox, which is the software that aids VA community care staff in managing community care referrals 
(see fig.3). In addition, community care staff should “administratively close” the referral in VHA’s consult 
toolbox if the first attempt to obtain initial medical documentation was unsuccessful. Administratively closing a 
referral indicates that the veteran attended the initial visit but additional attempts to obtain initial medical 
documentation are needed. According to the Guidebook, administratively closing referrals does not release VA 
medical center staff from their obligation to continue to try to obtain medical documentation, which is still 
needed to ensure continuity of care.29 IVC officials told us that community care managers should use an 
administrative closure report to keep track of all administratively closed referrals for 90 days to help enable 

 
28See Department of Veterans Affairs Veterans Health Administration, Revised Administrative Closure of Community Care Consults 
(Washington, D.C.: Oct. 1, 2021).   

29This report may include information for each referral such as the name of the community provider, date of last appointment, and 
number and dates of attempts made to obtain documentation. VA medical center staff can also utilize information in the report in 
monthly meetings with their community care network contractor to escalate medical documentation retrieval issues with specific 
community providers. 
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them to ensure that community care staff make additional attempts to obtain veterans’ initial medical 
documentation. 

While IVC has established guidance for tracking initial medical documentation, IVC officials said it has not 
developed guidance instructing VA medical facility staff to also obtain final medical documentation and 
describing the process they should use to do so. As discussed earlier, final medical documentation should 
include important information (e.g., diagnoses, treatment plans, medications prescribed, progress notes) that 
covers all of a veteran’s visits with a community provider for behavioral health services authorized by a referral. 
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Figure 3: Department of Veterans Affairs’ (VA) Office of Integrated Veteran Care (IVC) Guidance for VA Medical Centers to 
Obtain Medical Documentation from Community Providers 

 
Note: In April 2025, VA officials told us that VA is in the process of updating the guidance outlined in this figure.  

According to IVC officials, IVC developed guidance for tracking initial medical documentation, in part, because 
the process is easier to implement and oversee compared to a process for tracking final medical 
documentation exchange. IVC officials noted that staffing resources in community care offices are limited, so 
IVC decided to focus on guidance for obtaining initial medical documentation, which contains important 
information that should be captured in veterans’ records such as recommendations on further testing or follow-
up care. 
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Nevertheless, IVC officials acknowledged there is a gap in the guidance and that obtaining final medical 
documentation is important. They stated that having both initial and final medical documentation is necessary 
for ensuring continuity of care for veterans, which, in turn, is necessary for ensuring consistent and high-quality 
care. However, IVC officials said it is more challenging for VA medical center staff to obtain final medical 
documentation because referrals vary in duration of time and the number of visits authorized and staff may not 
be able to easily determine when the final visit occurred for each referral. However, given that each referral 
includes a start and end date, and authorized services cannot exceed one year, an inability to determine the 
specific date the final visit occurred does not preclude VA medical center staff from using the authorized end 
date for each referral, which is readily available, or another appropriate marker. 

IVC’s lack of guidance for VA medical centers to track final medical documentation exchange does not align 
with IVC’s responsibilities as outlined in VHA policy. According to a VHA directive, principal offices (such as 
IVC) are responsible for providing oversight to their national programs (such as the Veterans Community Care 
Program), which includes providing guidance.30 Further, federal standards for internal controls state that 
management should design control activities that support the achievement of objectives and address related 
risks.31 Given IVC’s mission includes providing veterans access to high-quality behavioral health and other 
services from community providers, and the risks that missing final medical documentation can pose to 
veterans’ continuity of care, the lack of guidance for VA medical centers to obtain such documentation is 
inconsistent with these standards. In addition, according to IVC officials, disseminating guidance (including 
IVC’s Guidebook) to VA medical centers is a responsibility of IVC’s Office of Integrated Optimization. 

Establishing guidance instructing VA staff to obtain final documentation from community providers and 
describing how they should do it will help ensure that the requirement is met and thereby help ensure 
continuity of care. While community care staff and managers we spoke with said that they generally try to 
make the required attempts to obtain initial medical documentation, they told us that they do not attempt to 
obtain final medical documentation because IVC has not provided guidance for them to do so. As discussed 
earlier, obtaining final medical documentation is important for veterans’ continuity of care, as this 
documentation may include important details for veterans returning to the VA medical center for care, such as 
medications prescribed. It can also comprise a significant portion of the overall medical documentation as 
compared to the initial documentation that would cover just the initial visit. For example, some referrals for 
behavioral health services related to the outpatient individual psychotherapy care category cover the number of 
visits the community provider deems clinically necessary over a 6 or 12-month period, which can result in 
several dozen visits. Among the 357,299 behavioral health referrals from fiscal years 2021 through 2023, 
about 76 percent of referrals authorized services over a period of either 6 or 12 months and accounted for 
about 85 percent of visits. 

VHA’s IVC Does Not Monitor Whether Required Documentation Has Been Obtained; 
GAO Found Prevalent Documentation Gaps 

IVC officials told us that IVC does not monitor the extent to which VA medical facilities have obtained initial or 
final medical documentation related to behavioral health referrals. In lieu of such monitoring, IVC relies on the 
success of various efforts to support medical documentation exchange. For example, IVC officials told us that 

 
30Department of Veterans Affairs, Veterans Health Administration, VHA Operating Units, VHA Directive 1217(1) (Washington, D.C.: 
Jan. 19, 2025).   

31See GAO-14-704G. Federal internal control standards state that control activities are built directly into operational processes to 
support the entity in achieving its objectives and addressing related risks (Principle 10).    

https://www.gao.gov/products/GAO-14-704G
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IVC relies on VA medical centers to track medical documentation exchange for each veteran, and IVC’s role is 
limited to providing related guidance. Specifically, IVC officials said that IVC relies on VA medical center staff 
to follow its guidance for attempting to obtain veterans’ initial medical documentation from community providers 
for each behavioral health referral and for recording their attempts. 

Additionally, as discussed earlier, IVC relies on the third-party administrator contractors to educate community 
providers on the providers’ responsibility to submit medical documentation after the initial and final visits to 
ensure providers’ awareness of this requirement. Representatives from the two third-party administrator 
contractors told us they provide education through their handbooks and other outreach materials in addition to 
making direct contact with providers for reeducation about medical documentation requirements.32 IVC officials 
and community care staff from some VA medical centers told us that IVC also relies on other efforts such as 
increasing providers’ use of the HealthShare Referral Manager to help obtain medical documentation from 
community providers. 

However, IVC officials said that IVC does not monitor medical documentation exchange systemwide. 
Specifically, IVC does not use relevant and readily available data in VA’s Corporate Data Warehouse—
generated from VA medical centers’ tracking of initial medical documentation exchange—to monitor the extent 
to which such documentation has been obtained or is missing across all VA medical centers. These data 
include a range of information for each referral. For example, the data includes the date a referral was made, 
dates when staff attempted to obtain initial medical documentation, and the date when the community provider 
submitted initial medical documentation.33 

Our analysis of data from VA’s Corporate Data Warehouse on all 357,299 behavioral health referrals from 
fiscal years 2021 through 2023 indicates that missing initial medical documentation is prevalent. Specifically, 
about 33 percent (118,373 of 357,299) of these referrals were missing initial medical documentation. Among 
the 118,373 referrals missing documentation around 80 percent (95,197) were for referrals authorizing 6 or 12 
months of care. Further, we could not similarly analyze data for missing final medical documentation because 
such data (e.g., date of final visit, dates when staff attempted to obtain final medical documentation) do not 
exist because IVC does not provide guidance for VA medical centers to collect it. As such, IVC cannot assess 
the extent to which final medical documentation is available or missing systemwide. 

IVC officials said they are aware of challenges with documentation exchange and identified specific VA data 
fields we could use to assess the extent to which initial documentation was missing. However, IVC was not 
aware of the extent of missing initial documentation for behavioral health referrals because IVC had not 
conducted similar analyses. Figure 4 depicts the percentages of referrals with available or missing data based 
on our analysis. 

 
32When we asked representatives for the contractors about enforcing the providers’ requirement to submit medical documentation to 
VA medical centers, representatives noted that they remind providers during reeducation attempts that failure to comply with 
requirements can result in termination from the Veterans Community Care Program. However, representatives pointed to just two 
instances when terminations occurred in relation to medical documentation exchange. Further, according to IVC officials, such 
terminations may be problematic given the importance of maintaining network adequacy to ensure access to care.   

33Available data for each referral include the following additional examples: the VA medical center that initiated the referral; the date the 
referral was made; the specific behavioral health services authorized; the date a referral was administratively closed (when staff 
confirmed the visit took place but did not obtain documentation after one attempt); and the community provider’s unique national 
provider identifier number.   
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Figure 4: Percentage of Behavioral Health Referrals to Community Providers That Veterans Used from Fiscal Years 2021 
Through 2023 with Available or Missing Medical Documentation 

 
Initial visit for each referral Final visit for each referral 
Records were 
exchanged 

67 238,926 Unknown – 
no data 
available 

? 357,299 

Records were 
missing 

33 118,373    

Note: The data in this figure reflect 357,299 referrals that Department of Veterans Affairs’ (VA) medical center staff made to community providers and 
that veterans used to receive behavioral health services from fiscal years 2021 through 2023. 

IVC does not monitor whether required initial and final medical documentation is obtained by VA medical 
centers across the system because it has not taken key performance management steps that would 
necessitate monitoring. Specifically, while IVC officials told us that IVC has prioritized ensuring network 
adequacy and other access to care issues, IVC has not prioritized monitoring medical documentation 
exchange. For instance, IVC has not established a goal for VA medical center staff to obtain veterans’ medical 
documentation from community providers after both initial visits and after a community care referral has been 
completed. In addition, IVC has not established related performance measures or benchmarks that would 
enable it to monitor progress toward such a goal—e.g., obtaining initial and final medical documentation from 
community providers for a certain proportion of referrals over a given time period. 

IVC’s lack of monitoring is also inconsistent with key performance management steps described in our prior 
work. We have reported on the importance for federal programs to take key performance management steps 
that include establishing goals and performance measures and using related information to assess progress 
toward goals and inform decisions.34 In this case, such steps would include IVC monitoring medical 

 
34See, for example, GAO-24-106423. 

https://www.gao.gov/products/GAO-24-106423
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documentation exchange by setting related goals and performance measures and then using such information 
to inform programmatic decision-making, such as where to target improvement efforts. 

Further, such monitoring would be consistent with the responsibilities outlined in VHA policy and IVC 
governance documentation. Specifically, according to a VHA directive, principal offices (such as IVC) are 
responsible for overseeing their national programs (such as the Veterans Community Care Program). VA’s 
Functional Organizational Manual indicates that IVC’s Office of Integrated External Networks is responsible for 
program oversight, with a focus on performance. This includes monitoring, measuring, and reporting on 
performance to ensure high-quality care for all veterans. IVC officials confirmed this office is responsible for 
overseeing performance through monitoring activities. Such activities would include monitoring the extent to 
which medical documentation from community providers is available or missing systemwide, given that 
community providers are required to submit documentation within 30 days of the first and final visits and its 
importance to veterans’ continuity of care. 

According to VHA officials, this coordination is especially important so that all of a veteran’s providers can be 
well positioned to make sound decisions about the veteran’s care. By monitoring the exchange of medical 
documentation between VA medical centers and community providers, IVC would be better positioned to 
assess the extent to which missing medical documentation is posing a risk to veterans’ continuity of care. 
Further, it would allow IVC to fully quantify, describe, and address related challenges across all VA medical 
centers. For example, using goals and measures to monitor the medical documentation exchange would allow 
IVC to identify trends over time about the extent to which documentation is available at all VA medical centers. 

Such information would further allow IVC to then examine data at the VA medical center level to determine 
whether certain factors—such as the categories of care, specific exchange method (e.g., electronic fax, the 
HealthShare Referral Manager), or insufficient staffing—are associated with missing information. For example, 
we found that only about 10 percent (2,229 of 22,725) of community providers with at least one behavioral 
health referral from fiscal years 2021 through 2023 used the HealthShare Referral Manager to send initial 
medical documentation to VA medical centers as compared to other methods. However, those that used the 
HealthShare Referral Manager had a lower percentage of referrals with missing documentation (about 31 
percent) compared to providers that did not use it (about 69 percent). Additionally, community care staff we 
spoke with from one VA medical center told us that they tend to receive the least amount of information for 
psychotherapy referrals (which may require many visits over 6 to 12 months of care) compared to other 
categories of care. Further examining information to determine how these factors affect medical documentation 
exchange could help inform IVC’s programmatic decision-making and facilitate document exchange 
improvements such as developing or adjusting relevant guidance and targeting improvement efforts toward the 
challenges faced by the VA medical centers that are having more difficulties than others. 

IVC’s lack of monitoring of the medical documentation exchange process poses a particular risk for the 
continuity of care for veterans who return to VA medical centers for behavioral health services after receiving 
them from community providers. As discussed earlier, about 71 percent (160,497 of the 224,741) veterans who 
received behavioral health services from community providers from fiscal years 2021 through 2023 returned to 
receive services from a VA provider. Among these 160,497 individuals, about 43 percent of them were missing 
initial medical documentation from at least one of their referrals. Community care staff from three selected VA 
medical centers and community care leadership from two Veterans Integrated Service Networks told us that it 
is a common goal for veterans to return to VA to ensure their continuity of care. Veterans Integrated Service 
Network officials further noted that receiving medical documentation from community providers is critical to 
avoid veterans experiencing any delays in follow-on care and to avoid duplicate testing or consults. 
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Only Two Percent of Community Providers Completed Core Trainings 
but VHA Does Not Monitor Completion nor Has It Clearly 
Communicated Training Information to Providers 

VHA’s IVC Does Not Monitor the Extent to Which Community Providers Complete 
Required and Recommended Core Trainings 

VHA’s IVC’s Office of Integrated External Networks—the VHA office responsible for overseeing performance 
through monitoring activities—does not monitor the extent to which community providers have completed the 
core trainings that IVC identified in September 2021. Specifically, IVC officials said that they have not used 
available data to determine the extent to which community providers have completed IVC’s one required opioid 
safety initiative training or the seven other recommended core trainings.35 

According to officials from the Office of Integrated External Networks, their Provider Profile Management 
System Data Management Team receives a weekly report that provides a snapshot of community providers 
who completed a core training during the prior week, but IVC does not use such reports to monitor completion 
of required or recommended trainings. Specifically, IVC officials told us each weekly report is automatically 
populated with VHA TRAIN information from the prior week and includes the community provider names, 
emails, national provider identifier numbers, and course completion dates.36 These officials said that the 
information on these weekly reports is then automatically uploaded into VHA’s Provider Profile Management 
System—VA’s master database of community providers that includes providers’ demographic information, the 
types of services they provide, and trainings completed.37 According to IVC’s Provider Profile Management 
System standard operating procedures, the purpose of including information about completed trainings in that 
system is to help inform the scheduling process for VA medical center staff. As such, VA medical center staff 
could utilize the system to determine whether a community provider has completed trainings that would help 
ensure the provider’s understanding of IVC’s expectations for providing care to veterans. 

According to IVC, it is important for community providers to complete the eight core trainings to help them 
deliver high-quality care for veterans. However, according to officials from IVC’s Office of Integrated External 
Networks, they do not analyze the weekly reports or access related underlying data from VHA TRAIN to 
monitor the extent to which all community providers have completed each of the required or recommended 
core trainings over time. Specifically, according to IVC officials, the weekly reports only list information about 
trainings that community providers completed during the prior week and thus cannot be used by IVC to monitor 
training completion over time. The information needed for such historical analyses (e.g., all community 
providers who completed or did not complete a required or recommended core training over a given time 
period) is only readily available in the VHA TRAIN system. 

 
35IVC’s eight core trainings include a required opioid safety initiative training for all community providers and seven recommended 
trainings for all community providers related to military cultural competency, lethal means safety, suicide prevention, traumatic brain 
injury, post-traumatic stress disorder, and military sexual trauma (two trainings).  

36VHA TRAIN is a web-based external learning management system that provides training and education resources to VA staff, 
community providers, and others. 

37Officials told us the process of inputting the excel reports into the Provider Profile Management System has been automated since 
June 2024.  
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Our analysis of VHA TRAIN data found that community providers’ completion rates for the required and 
recommended core trainings have been low. Only 380 (about 2 percent) of the 22,725 community providers 
with a behavioral health referral from fiscal years 2021 through 2023 completed at least one of the eight core 
trainings in VHA TRAIN (see fig. 5).38 The required opioid safety initiative training had the highest completion 
rate by community providers who had completed at least one training course (336 of 380). The recommended 
training on traumatic brain injury had the lowest completion rate (3 of 380). These 380 community providers 
had an average completion rate of only about 1.3 of the eight core trainings. 

Figure 5: Community Providers with at Least One Behavioral Health Referral from Fiscal Years 2021 Through 2023 That 
Completed One Required and Seven Recommended Core Trainings 

 
Note: In September 2021, the Veterans Health Administration’s (VHA) Office of Integrated Veteran Care (IVC) identified eight core trainings related to 
the unique veteran experiences and exposures that can help equip community providers with the knowledge needed to successfully provide care to 
veterans. The data in figure reflect the proportion of community providers who completed these trainings during fiscal years 2021 through 2023 as 
captured in VHA Training Finder Real-time Affiliate Integrated Network (TRAIN). This is a web-based platform through which VHA provides training 
courses to community providers and others. IVC currently requires all community providers to complete opioid safety initiative training. IVC recommends 
that community providers also complete seven other trainings on topics related to military cultural competency, lethal means safety, suicide prevention, 
traumatic brain injury, post-traumatic stress disorder, and military sexual trauma. 

When we discussed our analysis of VHA TRAIN data with IVC officials, they said they were unaware of the low 
completion rates. They told us that any tracking of community provider training completion would be the 
responsibility of the two third-party administrator contractors. However, both contractors told us that while they 
promote and encourage community providers to complete trainings, they do not track whether each community 
provider has completed any of the core trainings or conduct analyses of such data for monitoring training 

 
38The number of community providers who completed at least one training course (380) reflects community providers that entered their 
correct national provider identifier numbers in VHA TRAIN and completed training between June 6, 2019, through September 7, 2024. 
As such, it does not capture community providers that did not input their national provider identifier number or entered it incorrectly or 
who had completed training after September 7, 2024.  
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completion across their networks. They noted that they are not contractually obligated to do this.39 Further, the 
contractors said they do not have access to information in VHA TRAIN or receive such information on 
providers training completion from IVC. 

As noted, IVC officials told us that they are not currently tracking community provider completion of required or 
recommended core trainings. They said that the required opioid safety initiative training is a priority and IVC is 
examining data related to community provider completion of it.40 However, they did not provide additional 
information or documentation related to establishing a related monitoring effort. IVC officials also noted that 
they do not have plans to monitor any of the recommended core trainings. They stated that IVC does not 
monitor completion of the eight core trainings because IVC focused its oversight efforts on competing priorities 
such as ensuring community provider network adequacy and timely scheduling of appointments. 

According to IVC, community providers who do not complete opioid safety initiative training within 180 days of 
enrolling in a regional network are not supposed to receive any new referrals until they complete the training. 
As noted above, while only 336 (about 2 percent) of the 22,745 community providers with at least one 
behavioral health referral from fiscal years 2021 through 2023 completed the opioid safety initiative training. 
However, IVC officials told us they have not taken action to halt new referrals for community providers that did 
not complete the required opioid safety initiative training. According to IVC officials, enforcing completion of 
required training could be problematic in ensuring network adequacy—that is, that each regional network is 
adequate in size, scope, and capacity to ensure that veterans receive timely access to care. They noted that 
terminating providers for not completing required trainings could put network adequacy at risk. However, IVC 
has thus far not determined how it or the third-party administrator contractors could increase completion rates 
across all core trainings. 

IVC has not taken key performance management steps that would necessitate such monitoring. Specifically, 
IVC has not established goals and related performance measures that IVC’s Office of Integrated External 
Networks could use in conjunction with available VHA TRAIN data to monitor the extent of core training 
completion among all community providers over time and ensure they are properly equipped to provide high-
quality behavioral health services to veterans. For example, according to IVC officials, IVC has not set goals 
(e.g., ensuring all community providers complete the required training and increasing the number of community 
providers who complete the recommended core trainings) and related performance measures (e.g., how 
quickly they expect providers to meet these goals). 

IVC’s lack of monitoring is also inconsistent with key performance management steps described in our prior 
work. As noted above, key performance management steps include establishing goals and performance 

 
39According to IVC officials, VA’s current contracts with the two third-party administrator contractors do not include a provision for either 
contractor to monitor the completion of community provider training and IVC officials said they do not plan to modify the contracts to 
require them to do this. IVC officials noted that a contract modification was executed in 2020 and 2021 across all of the community care 
network contracts to have contractors encourage community providers to complete a 1-hour general training course on wide range of 
topics, including: military culture; suicide awareness and prevention; key issues in providing care to a veteran population; trauma-
sensitive care principles; mental and physical health diagnoses common in veterans; and VA resources available to community 
providers. 

40IVC officials told us they are examining data related to opioid safety initiative training in response to a recommendation from VA’s 
Office of Inspector General that IVC strengthen controls to monitor the third-party administrator contractors to ensure that community 
providers complete that training. See Veterans Affairs Office of Inspector General, Veterans Health Administration: Oversight Could Be 
Strengthened for Non-VA Healthcare Providers Who Prescribe Opioids to Veterans, Report No. 22-00414-113 (Washington D.C.: Sept. 
26, 2023). 
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measures and using related information to assess progress toward goals and inform decisions.41 In this case, 
such steps would include IVC monitoring the extent to which community providers are completing training by 
setting goals and performance measures and using such information to inform related decisions, such as 
identifying and addressing any challenges related to community providers’ completion of the eight core 
trainings. 

Such monitoring would be consistent with the responsibilities outlined in VA policy and IVC governance 
documentation. As noted above, principal offices (such as IVC) are responsible for overseeing their national 
programs (such as the Veterans Community Care Program). According to VA’s Functional Organizational 
Manual, IVC’s Office of Integrated External Networks is responsible for program oversight, with a focus on 
performance. This includes monitoring, measuring, and reporting on performance to ensure high-quality care 
for all veterans. Further, as IVC officials confirmed this office is specifically responsible for overseeing 
performance through monitoring activities. Such activities would include monitoring community providers’ 
training completion. According to IVC’s Standard Operating Procedures for entering training information into 
the Provider Profile Management System, one indicator of community providers’ commitment to providing high-
quality care to veterans is their completion of core trainings. 

While monitoring the total number of community providers who are completing the eight core trainings would 
be useful to ensuring the training program’s effectiveness, there is no office within IVC that is accessing this 
information to evaluate it. Without monitoring core training completion, IVC is unable to assess the extent to 
which a lack of training is posing a risk to quality of care for veterans. Without assessing this risk, IVC is not 
well positioned to quantify, describe, or address potential challenges associated with providers’ completion of 
training. For example, by not analyzing the numbers and types of providers who did not complete a given core 
training, IVC is not well positioned to know which trainings are completed least frequently and examine related 
challenges. Thus, IVC does not have the information it needs to better target its outreach efforts, or those of its 
contractors, to help increase completion rates for those trainings. In addition, improving the number of 
community providers who complete core trainings would, in turn, help IVC better ensure that community 
providers understand and meet the unique needs of the veteran population, such as the need to treat post-
traumatic stress disorders and other serious health conditions that often result from past military service. 

VHA’s IVC Has Not Clearly Communicated Information Regarding Core Trainings to 
Community Providers 

VHA’s IVC and its third-party administrator contractors use several mechanisms to provide community 
providers with information about required and recommended core trainings and other topics. According to IVC 
officials, IVC communicates directly with community providers through its monthly provider advisor newsletter, 
which covers a range of topics that are important for all community providers. In addition, representatives from 
IVC’s third-party administrator contractors told us they communicate with community providers through several 
mechanisms, including newsletters, fax blasts, provider manuals, and website advertising. 

However, in their outreach efforts IVC and its third-party administrator contractors’ have not clearly or 
consistently communicated essential information about the eight core trainings, including whether they are 
required or recommended. Specifically, we reviewed nine of IVC’s monthly provider advisor newsletters 
between January 2023 and January 2025 and found that IVC provided a link and general description for no 

 
41See, for example, GAO-24-106423.  

https://www.gao.gov/products/GAO-24-106423
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more than two of the eight core trainings in each of those newsletters.42 Also, none of the newsletters stated 
that all community providers are required to complete the opioid safety initiative training. In addition, we 
reviewed the third-party administrator contractors’ community provider handbooks, which they use to help 
administer their contracts with community providers. We found similar issues.43 For example, as of February 
2025, one contractor’s handbook references only three of the eight core trainings (opioid safety initiative, 
military culture, and lethal means safety) and identified just one (military culture) as being recommended by 
IVC. The other contractor’s handbook is also unclear as it lists the required opioid safety initiative training as 
being both recommended and required. 

Unclear communications from IVC and its contractors to community providers regarding training may affect 
providers’ awareness of these trainings and contribute to providers’ low training completion rates. For example, 
we spoke with 13 community providers who are members of three behavioral health service organizations and 
only three of the 13 providers told us they were aware of and had taken the required opioid safety initiative 
training. In addition, four of these community providers told us that they know VA has high-quality trainings 
available, but they are difficult to find given the abundance of information available. They said that knowing 
which trainings they should take can be confusing because the trainings do not identify specific target 
audiences (e.g., community providers, family members) they are intended for. However, all of the community 
providers agreed that training related to veteran-centric issues is important for treating veterans. 

IVC has focused its oversight efforts on competing priorities (e.g., ensuring network adequacy) and therefore, it 
has not taken steps to ensure that information about the need to complete core trainings is clearly 
communicated to community providers in either its or the contractors’ outreach efforts. However, IVC could 
take steps to communicate such information more clearly. For example, IVC could provide links to all of the 
core trainings in its monthly provider advisor newsletter and clearly emphasize the importance of completing 
required and recommended trainings. IVC could also take additional oversight measures with the third-party 
administrator contractors by reviewing information about core trainings that the third-party administrator 
contractors include in their outreach materials to community providers and requesting that the contractors also 
take specific actions to communicate information about the importance of completing the core trainings. 

IVC’s unclear communication regarding its core trainings is inconsistent with the federal internal control 
standard for information and communication, which states that management should communicate quality 
information externally so that external parties can help the agency achieve its objectives.44 In this case, 
communicating quality information to achieve objectives means that IVC should take steps to ensure that it and 
its contractors are clearly communicating accurate and complete information to community providers about the 
importance of completing core trainings. 

By not clearly communicating the importance of completing military cultural competency and other core 
trainings, IVC has missed an opportunity to ensure that its community providers are better equipped to provide 
quality care to veterans given that the trainings cover behavioral health risks commonly found in the veteran 
population. For example, three of the eight core trainings cover suicide prevention efforts, which is VA’s stated 

 
42We reviewed IVC’s monthly provider advisor newsletters from January, April, July, and October of 2023 and 2024 and January of 
2025.  

43One third-party administrator contractor updates its community provider handbook on at least a quarterly basis and the other updates 
it from time to time. 

44See GAO-14-704G. Federal internal control standards state that agencies should communicate quality information externally so that 
external parties can help the agency achieve its objectives and address related risks (Principle 15). 

https://www.gao.gov/products/GAO-14-704G
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top clinical priority given the increased risk of suicide among veterans compared to that of the general 
population.45 These trainings aim to educate providers on, for instance, how to work with their veterans to 
facilitate lethal mean safety during high-risk periods, while emphasizing veteran autonomy and the need to 
work with each veteran’s values and preferences. Clearly communicating information about the trainings would 
increase providers’ likelihood of completing the required and recommended trainings and, in turn, increase the 
effectiveness of providers’ treatment efforts when providing services to veterans at risk of suicide or who have 
behavioral health needs that are addressed by the other core trainings. 

Conclusions 
With nearly three-fourths of veterans returning to VA medical centers for behavioral health services after 
seeing a community provider for such services, ensuring that VA medical centers and community providers 
exchange medical documentation is critical to avoiding risks to the veterans’ continuity of care. 

IVC does not know the extent to which medical documentation (either initial or final) from community providers 
is available or missing systemwide because IVC has not established goals and measures that would 
necessitate monitoring efforts, and data are incomplete in the absence of guidance for tracking final medical 
documentation. Given the data showing missing initial medical documentation for about one-third of behavioral 
health referrals and given the lack of data that would illuminate the extent of missing final medical 
documentation, it is critical for IVC to take action to monitor the medical documentation exchange from 
community providers. Such action is becoming more imperative as the use of community care has grown in 
recent years and some VA medical center community care programs have insufficient staffing, which can 
impede their ability to obtain documentation from community providers. By establishing an expectation that VA 
medical centers track final medical documentation and by establishing goals and measures for monitoring 
medical documentation exchange, IVC will be better positioned to help address these issues. 

It is also important that community providers have military cultural competency, which the core trainings 
required and recommended by IVC are intended to convey. Without setting goals for providers’ completion of 
this training and monitoring progress toward those goals, IVC cannot determine how to improve upon the low 
number of providers who complete core training. Such measurement and clear communication about training 
would help IVC better ensure that community providers are taking the training and are thereby more equipped 
to meet the unique needs of the veteran population. 

Recommendations for Executive Action 
We are making the following five recommendations to VHA: 

The VHA Under Secretary for Health should ensure that IVC develops guidance for VA medical centers’ efforts 
in obtaining final medical documentation after all visits provided to a veteran under each referral have been 
completed. (Recommendation 1) 

 
45GAO, VA Health Care: Organization of the Office of Mental Health and Suicide Prevention, GAO-24-106023 (Washington, D.C.: Feb. 
29, 2024).  

https://www.gao.gov/products/GAO-24-106023
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The VHA Under Secretary for Health should ensure that IVC establishes goals and related performance 
measures for VA medical centers in obtaining initial and final medical documentation from community 
providers. (Recommendation 2) 

The VHA Under Secretary for Health should ensure that IVC establishes a process for regularly using 
performance information for VA medical centers in obtaining initial and final medical documentation from 
community providers to assess its progress toward established goals. (Recommendation 3) 

The VHA Under Secretary for Health should ensure that IVC establishes and monitors goals and related 
performance measures for community providers’ completion of core trainings and ensures that community 
providers complete the required training course. (Recommendation 4) 

The VHA Undersecretary for Health should direct IVC to take steps to ensure that it and its contractors 
communicate clear and accurate information to community providers regarding IVC’s core trainings, including 
whether training is recommended or required. (Recommendation 5) 

Agency Comments and Our Evaluation 
We provided a draft of this report to VA for review and comment. VA provided written comments, which are 
reproduced in appendix III. VA concurred in principle with our three recommendations regarding medical 
documentation exchange and described actions it would take to address them. For our first recommendation, 
VA noted that ensuring seamless coordination of care is essential to providing veterans with the highest quality 
of health care and that obtaining complete medical documentation after all visits have been completed 
enhances the continuity and effectiveness of such care. VA also noted that while it has identified challenges in 
determining when the final appointment is complete, VA will explore options for developing guidance for 
obtaining medical documentation after veterans complete all visits under each referral. VA stated that actions 
to address our second and third recommendations will be based on actions associated with the first 
recommendation, but it will continue taking existing and general actions to improve the success of obtaining 
medical documentation from community providers. VA estimated that actions to address our first three 
recommendations would be completed by March 2026. 

VA concurred in principle with our fourth recommendation. VA said that VHA acknowledges the importance of 
veterans receiving exceptional care from community providers and that completion of required training is vital 
and an important aspect of quality care assurance. VA said that IVC will continue to work with the third-party 
administrator contractors to explore opportunities to improve compliance with required training and will strongly 
encourage community providers to complete additional recommended core trainings. 

VA concurred with our final recommendation and said that VHA will take steps to ensure that IVC and the third-
party administrator contractors communicate clear and accurate information to community providers regarding 
IVC’s core trainings, including whether training is recommended or required. VA estimated that actions to 
address our fourth and fifth recommendations would be completed by September 2025. VA also provided 
technical comments, which we incorporated, as appropriate. 

We are sending copies of this report to the appropriate congressional committees, the Secretary of Veterans 
Affairs, and other interested parties. In addition, the report is available at no charge on the GAO website at 
http://www.gao.gov. 

http://www.gao.gov/
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If you or your staff have any questions about this report, please contact me at SilasS@gao.gov. Contact points 
for our Offices of Congressional Relations and Public Affairs may be found on the last page of this report. GAO 
staff who made key contributions to this report are listed in appendix IV. 

 
Sharon M. Silas 
Director, Health Care 

mailto:SilasS@gao.gov


 
Appendix I: Objectives, Scope, and Methodology 
 
 
 

Page 27 GAO-25-106910  Community Behavioral Health Care 

Appendix I: Objectives, Scope, and Methodology 
This report (1) describes what the Department of Veterans Affairs’ (VA) data show about behavioral health 
referrals to community care for veterans from fiscal years 2021 through 2023, (2) describes challenges 
affecting the medical documentation exchange processes and steps VA’s Veterans Health Administration 
(VHA) is taking to mitigate those challenges, (3) evaluates the extent to which VHA provides guidance for and 
monitors medical documentation exchange for behavioral health referrals between VHA and community 
providers, and (4) evaluates the extent to which VHA monitors and communicates information about 
community providers’ completion of military cultural competency and other trainings. 

To describe what VA data show about behavioral health referrals to community care for veterans from fiscal 
years 2021 through 2023 (the most recent complete data available at the time of our review), we analyzed 
systemwide data from VA’s Corporate Data Warehouse for all behavioral health referrals for those fiscal years. 
We analyzed the data to determine the total number of behavioral health referrals made during this time period 
and the number of veterans for whom referrals were made. We examined the data by categories of care (e.g., 
outpatient psychotherapy, outpatient psychiatry), and categories of diagnoses (e.g., anxiety and stress-related 
disorders, substance abuse disorders). We also examined the data by veteran socio-demographic 
characteristics (e.g., race, gender, geographic location) and active suicide or behavioral risk flag status. 

To describe challenges affecting the medical documentation exchange process and steps VHA is taking to 
mitigate those challenges, we interviewed officials from VHA’s Office of Integrated Veteran Care (IVC) and 
relevant VHA program offices. We also interviewed representatives from VA’s two third-party administrator 
contractors that manage regional networks of community providers. In addition, we also interviewed 
representatives from three Veteran Service Organizations about any challenges veterans may have 
experienced related to community care for context.1 We reviewed guidance that IVC provides to VA medical 
centers, documentation from VHA (e.g., directives), and VA Office of Inspector General reports for contextual 
information about this process. In addition, we reviewed relevant requirements in VA’s community care network 
contracts for additional context. 

Further, we conducted virtual site visits in April and May 2024 with five VA medical centers. We selected the 
centers based on, among other factors, facility complexity-level, geographic variation, and total number of 
behavioral health referrals made by each VA medical center to community providers from fiscal years 2021 
through 2023.2 At each of these, we interviewed leadership, community care staff, and managers about their 
experiences related to medical documentation exchange processes, including in coordinating with community 
providers and community care network contractors. We also reviewed documentation that the VA medical 
centers provided us (e.g., standard operating procedures, facility-specific reports on behavioral health referrals 
to community providers) related to medical documentation exchange processes to understand their local 
processes, for context. In addition, we interviewed 14 community care leaders and other officials from four of 

 
1Veteran service organizations are groups that offer a range of services for veterans, servicemembers, dependents, and survivors. For 
this review, we met with representatives from the Veterans of Foreign Wars, Disabled Veterans of America, and the American Legion. 

2The complexity level VHA assigns to a VAMC is determined on the basis of the characteristics of the patient population, clinical 
services offered, educational and research missions, and administrative complexity of the VA medical center. VHA assigns each VA 
medical center one of five complexity levels (ranked from most to least complex): 1a, 1b, 1c, 2, and 3.   

The five VA medical centers we selected are located in Dallas, Texas; Nashville, Tennessee; Dublin, Georgia; Loma Linda, California; 
and Northampton, Massachusetts. 
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the five regional Veteran Integrated Service Networks in which those five VA medical centers are located.3 The 
information we obtained from these virtual site visits is not generalizable to other VA medical centers or 
Veterans Integrated Service Networks, but rather provide illustrative examples of local and regional challenges 
related to medical documentation exchange processes. 

To evaluate the extent to which VHA provides guidance for and monitors medical documentation exchange for 
behavioral health referrals between VA medical centers’ staff and community providers, we reviewed guidance 
that IVC provided to VA medical centers and other documentation from VHA (e.g., directives, memorandums) 
related to obtaining medical documentation from community providers. In addition, we interviewed leadership, 
community care staff, and managers at the five selected VA medical centers on their local processes and 
procedures related to collecting medical documentation from community providers. For context, we analyzed 
the data from VA’s Corporate Data Warehouse to determine how many behavioral health referrals were 
missing medical documentation. We evaluated IVC’s guidance and monitoring efforts against a VHA policy 
related to oversight responsibilities.4 We also evaluated those oversights efforts against performance 
management steps identified in our prior work.5 In addition, we evaluated IVC’s oversight efforts against 
federal internal control standards related to designing control activities.6 

To evaluate the extent to which IVC monitors and communicates information about community providers’ 
completion of military cultural competency and other trainings, we interviewed IVC officials and representatives 
from the third-party administrator contractors about their roles and responsibilities related to communicating 
information about and monitoring community provider training. We also analyzed data from VHA’s Training 
Finder Real-time Affiliate Integrated Network (TRAIN). VHA TRAIN is a web-based platform through which 
VHA provides training courses to providers, including (but not limited to) courses for community providers that 
focus on delivering behavioral health services to veterans. Specifically, we reviewed VHA TRAIN data to 
determine the number of community providers (as captured by their unique national provider identifier 
numbers) who had at least one behavioral health referral from fiscal years 2021 through 2023 (the most recent 
complete data at the time of our review) and had completed one or more of the eight core trainings that IVC 
requires or recommends for community providers.7 We also reviewed relevant documentation from IVC and 
the contractors (e.g., standard operating procedures, newsletters, handbooks) that include information about 
community provider training. In addition, for context, we interviewed representatives from three Veteran 
Service Organizations about the importance of community provider training completion from the veteran 

 
3We did not meet with the community care leader from the fifth regional Veteran Integrated Service Network because the leader did not 
respond to our request for a meeting.  

4Department of Veterans Affairs, Veterans Health Administration, VHA Operating Units, VHA Directive 1217(1) (Washington, D.C.: Jan. 
19, 2025).   

5GAO, Executive Guide: Effectively Implementing the Government Performance and Results Act, GAO/GGD-96-118 (Washington, 
D.C.: June 1996); Evidence-Based Policymaking: Practices to Help Manage and Assess the Results of Federal Efforts, 
GAO-23-105460 (Washington, D.C.: July 12, 2023); VA Health Care: Office of the Medical Inspector Should Strengthen Oversight of 
Recommendations and Assess Performance, GAO-23-105634 (Washington, D.C.: July 27, 2023); and GAO, Military Health Care: DOD 
and VA Could Benefit from More Information on Staff Use of Military Toxic Exposure Records, GAO-24-106423 (Washington, D.C.: May 
23, 2024). 

6GAO, Standards for Internal Control in the Federal Government, GAO-14-704G (Washington, D.C.: Sept. 10, 2014). Internal control is 
a process effected by an entity’s oversight body, management, and other personnel that provides reasonable assurance that the 
objectives of an entity will be achieved.    

7IVC’s eight core trainings include a required opioid safety initiative training for all community providers and seven other recommended 
trainings related to military cultural competency, lethal means safety, suicide prevention and certain health conditions often experienced 
by veterans. 

https://www.gao.gov/products/GAO/GGD-96-118
https://www.gao.gov/products/GAO-23-105460
https://www.gao.gov/products/GAO-23-105634
https://www.gao.gov/products/GAO-24-106423
https://www.gao.gov/products/GAO-14-704G
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perspective.8 We also interviewed 13 community providers from three external professional organizations to 
obtain information on their experiences participating in the Veterans Community Care Program and whether 
they were aware of and had completed core trainings.9 We evaluated IVC’s communication (e.g., outreach) 
and monitoring efforts against VHA policy, as well as performance management steps identified in our prior 
work.10 We also evaluated IVC’s training outreach efforts against federal internal control standards related to 
communication information.11 

To assess the reliability of data we used in all our analyses, we performed electronic testing to identify obvious 
errors or missing data. We also interviewed VHA officials knowledgeable about the data’s reliability and 
reviewed relevant documentation. Based on these steps, we determined that the data we used were 
sufficiently reliable for the purposes of our audit objectives. 

We conducted this performance audit from June 2023 to May 2025 in accordance with generally accepted 
government auditing standards. Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions based on our 
audit objectives. We believe the evidence obtained provides a reasonable basis for our findings and 
conclusions based on our audit objectives. 

 
8For this review, we met with representatives from the Veterans of Foreign Wars, Disabled Veterans of America, and the American 
Legion.  

9We met with representatives and providers from the Cohen Veterans Network, American Counseling Association, and Summit 
Behavioral Healthcare. These external professional organizations arranged meetings with small groups of behavioral health providers 
who participate as community providers in the Veterans Community Care Program. We met with a total of 13 community providers 
across all three meetings.  

10IVC’s primary responsibilities are listed in VA’s Functional Organizational Manual, dated 2023. 

11GAO-14-704G.    

https://www.gao.gov/products/GAO-14-704G


 
Appendix II: Community Provider Core Trainings 
 
 
 

Page 30 GAO-25-106910  Community Behavioral Health Care 

Appendix II: Community Provider Core Trainings 
According to the Veterans Health Administration’s (VHA) Office of Integrated Veteran Care (IVC) officials, in 
September 2021, IVC identified eight core trainings for community providers. According to VHA, these trainings 
are intended to help community providers deliver high-quality care by providing insight on the unique 
experiences and exposures that veterans may encounter. (See table 1.) 

Table 1: VHA Office of Integrated Veteran Care’s (IVC) Eight Core Trainings for Community Providers 

Course topic 
Course 
code Course type 

Course 
length  Course description 

Opioid safety initiative 1086479  Requireda  1 hour Covers evidence-based management of chronic pain, 
improving patient outcomes, decreasing incidence of 
complications for opioid prescribing. 

A perspective for veteran 
care 

1085488  Recommended  1 hour  Introduces topics unique to caring for veterans. Topics 
include military culture, suicide awareness and prevention, 
military sexual trauma, post-traumatic stress disorder, and 
traumatic brain injury. 

Preventing suicide through 
lethal means safety & 
safety planning 

1075258 Recommended 1 hour Educates mental health providers and health care teams on 
the purpose of lethal means safety counseling, including how 
to work with veterans and their friends and family to facilitate 
lethal means safety during high-risk periods. The training 
emphasizes veteran autonomy and teaches clinicians to work 
collaboratively with veterans towards solutions that align with 
each veteran’s values and preferences. 

Skills training for 
evaluation and 
management of suicide 

1090912 Recommended  1 hour Provides training on how best to utilize clinical practice 
guidelines to develop suicide risk assessment and 
management skills. Uses supporting information and micro-
simulations to facilitate discussions on veterans’ suicide risks 
and implement a treatment plan to manage such risks.  

Traumatic brain injury 1088828  Recommended 1 hour Addresses practice inconsistencies in planning, execution, 
and provision of services from acute rehabilitation to follow 
up, and management of chronic problems of traumatic brain 
injury and poly-trauma in the veteran population.  

Post-traumatic stress 
disorder  

1090490 Recommended 3 hours Describes clinical considerations for veterans with post-
traumatic stress disorder and challenging comorbidities, and 
offers resources that providers can use in their work with 
veterans with this disorder.  

Core training on military 
sexual trauma for 
community medical 
professionals  

1089409  Recommended 30 
minutes 

Covers specific health care needs of military sexual trauma 
survivors and highlights strategies to improve patient-provider 
communication. 

Core training on military 
sexual trauma for 
community mental health 
providers  

1090456 Recommended 1.5 hours  Covers specific health care needs of military sexual trauma 
survivors and highlights strategies and resources to improve 
assessment, treatment, and patient-provider communication. 

Source: GAO analysis of Veterans Health Administration (VHA) documentation.  |  GAO 25-106910 
aAccording to IVC officials, IVC requires community providers to complete opioid safety initiative training to comply with the VA MISSION Act of 2018 
requirement that VA ensure all community providers review and certify that they have read the evidence-based guidelines for prescribing opioids set 
forth by VA’s opioid safety initiative. 
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Appendix III: Comments from the Department of 
Veterans Affairs 
Department of Veterans Affairs Washington 

April 11, 2025 

Ms. Sharon M. Silas Director 
Health Care 
U.S. Government Accountability Office  
41 G Street, NW 
Washington, DC 20548  

Dear Ms. Silas: 

The Department of Veterans Affairs (VA) has reviewed the Government Accountability Office (GAO) draft 
report: VETERANS’ COMMUNITY CARE: VA Needs Improved Oversight of Behavioral Health Medical 
Records and Provider Training (GAO-25-106910). 

The enclosure contains technical comments and the action plan to address the draft report recommendations. 
VA appreciates the opportunity to comment on your draft report. 

Sincerely, 

Christopher D. Syrek  
Chief of Staff 

Enclosure 

Recommendation 1: The VHA Under Secretary for Health should ensure that IVC develops guidance for VA 
medical centers’ efforts in obtaining final medical documentation after all visits provided to a veteran under 
each referral have been completed. 

VA Response: Concur in Principle. Ensuring seamless coordination of care is essential to providing Veterans 
with the highest quality of health care. By obtaining complete and final medical documentation, we can 
enhance the continuity and effectiveness of the care Veterans receive. Medical record documentation also 
supports better clinical decision making by both the Department of Veterans Affairs (VA) and Community Care 
providers. The Veterans Health Administration (VHA) Office of Integrated Veteran Care (IVC) will collaborate 
with VHA leadership and Health Information Management to explore options for developing guidance for 
obtaining medical documentation after all visits provided to a Veteran under each referral completed. IVC 
agrees in principle with this recommendation; however, it has also identified challenges in determining when 
the final appointment has been completed. Standard practices in the community do not typically include 
providing notification of the completion of an episode of care or indicating that the medical documentation that 
is being provided is “final.” VHA will explore the possibility of developing systems and/or manual processes to 
identify when a document is final and then develop appropriate guidance. 
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Target Completion Date: December 2025 

Recommendation 2: The VHA Under Secretary for Health should ensure that IVC establishes goals and 
related performance measures for VA medical centers in obtaining initial and final medical documentation from 
community providers. 

VA Response: Concur in Principle. IVC, in collaboration with VHA Health Information Management, based on 
the actions taken associated with Recommendation 1, will ensure that any appropriate and applicable goals 
and performance measures are developed, implemented, and monitored. While options for Recommendation 1 
are evaluated, VHA will continue to focus on existing higher-level efforts and general actions aimed at 
improving the success of obtaining medical records from community providers. 

Target Completion Date: March 2026 

Recommendation 3: The VHA Under Secretary for Health should ensure that IVC establishes a process for 
regularly using performance information for VA medical centers in obtaining initial and final medical 
documentation from community providers to assess its progress toward established goals. 

VA Response: Concur in Principle. IVC, in collaboration with VHA Health Information Management, using 
established oversight and monitoring frameworks, will determine the appropriate processes and responsible 
parties for taking action on the results of any implemented metrics and monitors resulting from work done to 
satisfy Recommendations 1 and 2. 

Target Completion Date: March 2026 

Recommendation 4: The VHA Under Secretary for Health should ensure that IVC establishes and monitors 
goals and related performance measures for community providers’ completion of core trainings and ensures 
that community providers complete the required training course. 

VA Response: Concur in Principle. VHA acknowledges the paramount importance of Veterans receiving 
exceptional care from community providers. Completion of required training is vital and an important aspect of 
quality care assurance. By encouraging adherence to required and core trainings, VA is committed to providing 
overall exceptional care to Veterans. 

The current contract does not include a Performance Objective in the Quality Assurance Surveillance Plan 
Performance Requirement Summary that establishes performance measures for community providers to meet 
the training requirements. Per VA Office of Inspector General (OIG) Reports OIG 22-02017-224, and OIG 22-
00414-113, IVC has requested the inclusion of Opioid Safety Initiative (OSI) guidelines in the Third-Party 
Administrators (TPA) provider contracts, which is partially implemented. Because the TPA’s contract with their 
providers is legally binding, this approach meets the intent of the legislation. 

As a result, VHA agrees in principle to address and evaluate the feasibility of implementing this 
recommendation. IVC will continue to work with TPAs to explore other opportunities to improve compliance 
with the Community Care Provider–OSI guidelines. IVC will strongly encourage community providers to 
complete additional training in the other non-mandatory training areas. 

Target Completion Date: September 2025 
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Recommendation 5: The VHA Under Secretary for Health should direct IVC to take steps to ensure that it and 
its contractors communicate clear and accurate information to community providers regarding IVC’s core 
trainings, including whether training is recommended or required. 

VA Response: Concur. VHA values the importance of this clarity and commits to providing TPAs with the 
correct information so they can effectively share it with their community provider networks and care for 
Veterans. VHA will take steps to ensure that IVC and TPAs communicate clear and accurate information to 
community providers regarding IVC’s core trainings, including whether training is recommended or required. 
IVC will work directly with TPAs to ensure message alignment and clearly outline which trainings are 
recommended or required. Additionally, VHA will ensure that the information shared in IVC-generated 
newsletters is clearly labeled. 

Target Completion Date: September 2025 
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