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September 17, 2024 

MEMORANDUM 

TO: Office of Special Counsel 

FROM: Office of Inspector General, Department of Veterans Affairs 

SUBJECT: Supplement to Report of Investigation re OSC File No. DI-20-0740 

On June 18, 2020, the U.S. Office of Special Counsel (OSC) referred to VA for investigation a 
whistleblower disclosure alleging that the White River Junction VA Medical Center in White 
River Junction, Vermont (the facility), failed to timely or accurately invoice Dartmouth College 
in Hanover, New Hampshire (Dartmouth), for services the facility sold to Dartmouth for at least 
five years. The VA Office of the Inspector General (OIG) accepted the referral and investigated 
the allegation and related issues. 

The OIG submitted its report of investigation to OSC on February 9, 2021. On February 29, 
2024, OSC contacted VA with questions about the extent of unbilled services prior to fiscal year 
(FY) 2020 and subsequent corrective or disciplinary actions. The OIG responded to those 
questions on March 22, 2024, noting that during its 2020–2021 investigation it did not ascertain 
the total amount of losses due to unbilled sharing arrangements or number of impacted staff 
during the review period. OSC replied with a request for a supplemental report addressing the 
entire five-year period referenced in the allegation to the extent possible. Following further 
discussions between OIG and OSC staff, on July 25, 2024, OSC amended its February 2024 
request to only seek information concerning the scope of the OIG’s 2020–2021 investigation and 
limitations that the available evidence placed on the OIG’s ability to make findings, as well as 
for OIG to make a follow-up inquiry to the facility to learn of any disciplinary or corrective 
actions taken subsequent to the OIG report. The OIG submits the supplemental information in 
this letter to address these issues. As detailed further below, the OIG substantiated the 
whistleblower’s allegation. However, despite the OIG’s best efforts to quantify the full extent of 
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losses or affected providers through its investigation, limitations in the available evidence 
prevented the OIG from reaching findings on these issues. 

The OIG’s 2020–2021 investigation included reviewing emails, documents, and testimony that 
covered events and conduct extending beyond the five-year period referenced in the 
whistleblower’s allegation. First, the OIG requested and received documents from witnesses, 
including copies of sharing agreements, documents tracking information related to the 
agreements, financial records, and records of relevant meetings. For example, a contracting 
official assigned to the facility provided copies of all sharing agreements, both active and 
inactive, that the facility had on record as of the date of the document request in August 2020. 
These records included contracting documents for performance periods dating back to October 
2015. Similarly, the OIG obtained the document used by the facility’s acquisition utilization 
specialist to track the status of sharing agreements, including approved agreements, proposed 
agreements, and informal arrangements known to the specialist. This document included 
information on sharing arrangements with performance periods dating back to July 2015. 
Second, the OIG interviewed numerous witnesses who were involved in creating and overseeing 
sharing agreements at the facility, including witnesses with knowledge of events covering more 
than the five-year period described in the allegation. Finally, the OIG collected emails for 
relevant custodians dated on or after April 1, 2019, the month the whistleblower began 
employment at the facility, and through mid-2020. Email threads gathered out of this time frame 
included messages older than April 2019.1 As indicated in the report of investigation, the OIG 
learned from documents, witnesses, and emails about undocumented or unbilled sharing 
arrangements dating back to at least October 2014. Consequently, the OIG’s investigation 
covered relevant conduct encompassing the entire five-year period referenced by the 
whistleblower. 

The evidence the OIG obtained was sufficient to substantiate the whistleblower’s allegation that 
VA employees failed to invoice Dartmouth timely and accurately for services provided by VA 
facility medical providers for at least five years.2 During its investigation, the OIG further sought 
to determine the extent of unbilled or undocumented sharing arrangements and the potential 
monetary losses to VA occasioned by them.3 However, the evidence available was not adequate 

 
1 The OIG determined that collecting emails for the entire five-year period referenced in the allegation would not 
materially advance the investigation and would have unduly delayed completing the investigation. 
2 The OIG did not substantiate the whistleblower’s additional allegation that Dartmouth owed VA $1.1 million or 
more for sharing arrangements. The whistleblower based this allegation only on the acquisition utilization 
specialist’s finding that the total value of all FY 2020 sharing arrangements between Dartmouth and the facility was 
$1.1 million. As noted above, the specialist’s tracking did not reflect either revenue collected under the agreements 
or uncollected revenue. Thus, the whistleblower appears to have misunderstood the import of the $1.1 million figure 
she learned from the specialist. 
3 According to the facility’s fiscal auditor, the $86,000 in unbilled services described in the OIG’s report of 
investigation pertained only to FY 2020. This auditor tried to ascertain billing status for all outstanding sharing 
arrangements as of July 2020, and his research document referenced records which extended for some providers as 
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to reach findings on those issues. The OIG found that records related to informal or unbilled 
sharing arrangements were incomplete because these undocumented arrangements, by their 
nature, produce few or no records. Further, shared services were sometimes paid for long after 
they were rendered, making it difficult, or even impossible, to determine the loss occasioned by 
the failure of or delay in payment. The OIG found that, due to gaps in documentation, interviews 
with facility staff were generally the most probative evidence concerning undocumented sharing 
arrangements, particularly for those arrangements that were several years old by the time of the 
investigation. Yet, even at the time of these interviews in 2020 and 2021, witnesses could not 
recall all relevant events in detail. Consequently, the OIG reached a finding as to the 
whistleblower’s allegation but was unable to further quantify the impact or losses.4 

Finally, in response to OSC’s question, the OIG contacted the facility’s executive director in July 
2024 to request an update on any corrective or disciplinary actions taken to address its findings 
after the report was issued in February 2021. On August 9, 2024, the executive director replied, 

In late 2022, the Chief of Staff, with support from the Office of Clinical Operations, 
began an effort to regularly review and update clinician labor mapping. As of today, 
services are scheduled to meet with the Chief of Staff quarterly to review various 
metrics including Labor Mapping, to ensure time is appropriately allocated. 

Starting in February 2024, the [facility] Medical Sharing Agreement Advisory 
Subcommittee created and implemented a standardized template to ensure a 
consistent review of our sharing agreements occur, reviewing need and 
appropriateness. 

No disciplinary actions were taken. 

The OIG appreciates the opportunity to respond to OSC’s inquiry in this matter. 

 
far back as FY 2017. As noted above, the facility’s acquisition utilization specialist tracked the status of sharing 
arrangements but did not track uncollected revenue or potential losses related to them. 
4 Because data limitations led the OIG to rely heavily on witness interviews during its investigation, it is unlikely 
that renewed efforts to investigate the allegations over three years later would uncover additional probative 
evidence. 
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