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Transforming Advance Care Planning into an  
Atmosphere of Support and Communication  

 
EXECUTIVE SUMMARY 

In 2010, 500,000 Veterans were diagnosed with dementia, and this number 
is steadily increasing.1 Dementia, a class of disorders that impair an 
individual’s cognitive abilities (e.g., memory, language, insight, judgment, 
planning capabilities, etc.) affects mainly older adults and has been linked to 
traumatic brain injury (TBI), making older Veterans especially susceptible.2  
 
Dementia is often not seen as a health care priority and there is a lack of 
recognition for dementia symptoms aside from normal aging.3 To complicate 
matters, Veterans with dementia living in rural areas face additional barriers 
to care due to long driving distances to access specialty care, poor health 
status that may make independent transportation impossible, and the 
possibility of caregiver strain (especially when caregivers take on the role of 
primary transporter and provider).4  

 
To help rural Veterans with dementia more easily receive specialty care, in 
2011, Veterans Integrated Service Network (VISN) 19 rolled out the 
Interdisciplinary Tele-Geriatrics Program, a telehealth program that provides 
remote video consultation in rural areas where there may be limited geriatric 
expertise available. The main goals of the program are to optimize 
medication prescribing, provide education and provide caregiver support.  
 
At the root of this program is a geriatrics specialty team, made up of a social 
worker and a geriatrician, who collaborates with primary care providers 
(PCPs) at rural clinics. Using telehealth technology, the team completes 
thorough patient background checks, conducts cognitive and physical 
assessments and discusses care goals.  
 
Although the program’s initial focus was on dementia, its reach has 
expanded to include other geriatric ailments, such as frailty, polypharmacy 
(simultaneous use of multiple drugs to treat a single ailment or condition) 
and tele-palliative care. Over the years, the program expanded to meet these 
additional needs of the geriatric population and their referring providers. 

Within three years, the number of program consults grew from 20 to 100 per 
year. Additionally, the thorough polypharmacy review has led to an ability to 
reduce by half the medications that patients are currently using and fosters 
care discussions with patients and their caregivers. 
 
Who Can Use This Rural Promising Practice? 
 
Geriatric specialists and care teams who manage complex assessment of 
dementia, geriatric syndromes or palliative care are well suited for this rural 
promising practice. Rural hospital executives, social workers, and primary 
care providers (PCPs) or teams who work with complex patients might 
benefit most from this program. Social worker support is integral to the 
success of the program. Individuals with dementia diagnoses and their 
caregivers living in rural areas would benefit most from the support provided 
by this program. The social worker role supports caregivers directly by 
providing supportive case management for coordination of care as well as 
connectivity to critical resources for care.  
 
The Interdisciplinary Tele-Geriatrics Program currently functions well to 
serve its purpose; however, there are additional staff that are suitable for this 
Rural Promising Practice. In addition to the support from the social worker 
and the expertise provided by the geriatrician, the program would benefit 
from the support of a dedicated neuropsychologist or geriatric 
neuropsychologist. A medical support assistant could also be useful to 
handle the time-intensive administrative tasks, such as scheduling 
appointments and providing appointment reminders.  
 
The ideal facility to provide this Rural Promising Practice is one with a good 
working relationship with PCPs in underserved areas. To be successful with 
the program, providers are encouraged to occasionally visit facilities where 
PCPs operate to communicate with them and receive feedback on how to 
tailor the program. 
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Need Addressed 

The Interdisciplinary Tele-Geriatrics Program eliminates the travel barriers 
encountered by rural Veterans using remote health care services. Individuals 
save time and costs by accessing specialty care services virtually, rather than 
traveling long distances to receive services at a VA medical center (VAMC), 
where specialty care is available. 
 
The Interdisciplinary Tele-Geriatrics Program was developed to be a 
telemedicine program, not just consultation. The video consults are 
conducted with the expectation that any geriatric issues will be addressed 
through the geriatrician’s ordering and prescribing of necessary 
medications. Though the program started out as a telehealth program for 
dementia, the preference is now to expand the program to treat frailty or 
polypharmacy patients, meeting additional needs of a geriatric population. 
Services have also been expanded to include tele-palliative care 
consultations. In response to this expansion of services, there has been an 
increased burden on the program to meet the demands of the population. 
Difficulties with administrative tasks, such as scheduling appointments and 
limited availability of the program social worker, were cited as the main 
challenges for the Interdisciplinary Tele-Geriatrics Program in 
accommodating patients. 
 
One of the initial reasons for providing this program was to increase support 
for caregivers of Veterans in rural areas. When working with this unique 
population, it is important to directly involve caregivers in all aspects of care. 
The Interdisciplinary Tele-Geriatrics Program places equal focus on caregiver 
and patient. During the program, caregivers are invited to appointments and 
are spoken to directly by the provider during the visit. 
 
IMPLEMENTATION  
VISN 19 rolled out the Tele-Geriatrics Program in 2011. Any rural elderly 
Veteran with a dementia diagnosis in the VISN 19 service area is eligible for 
enrollment in the program, with scheduling being the only limiting aspect in 
receiving access to care. Significant outreach in communities was conducted 
to build relationships with interdisciplinary staff at rural clinics.  

 
 
 
 
 
 
 
 
 
 
The initial visit involves the use of an extensive social work template to 
engage the patient and obtain a thorough medical history, including 
activities of daily living (ADLs), instrumental activities of daily living (IADLs), 
social supports and activities and a depression evaluation. The geriatrician 
assesses frailty and cognitive/functional issues and provides 
recommendations for any additional evaluations to the PCP at the local 
facility.  
 
To accommodate the needs of this specific population, the Interdisciplinary 
Tele-Geriatrics team utilizes best practices to reduce the number of no-shows 
for appointments. First, the team ensures that appointment scheduling is 
not completed too far in advance; otherwise, patients are likely to forget 
when they are scheduled. Additionally, the reminder calls are provided 
frequently to ensure that patients will be able to attend their scheduled 
appointments. Special care is given to patients who may experience 
delusions or hallucinations and who may be disoriented by receiving 
telemedicine through a televised system.  
 
After the visit, providers discuss diagnoses, changes in medications and 
education about geriatric syndromes. A written summary is often provided 
by mail. The social worker links with a community contact and plans to share 
information with the Veterans and connect them to the appropriate 
community resources. Additionally, the social worker discusses completing 
an advance directive and provides a concrete plan for the patient to follow 
up. 
 
PROMISING RESULTS 
Increased Access: The Interdisciplinary Tele-Geriatrics Program yielded 
results demonstrating a positive impact on improving access to and quality 
of health care provided to rural Veterans. Data from the national GRECC 
Connect program reflects a measurable improvement in access to care 
and/or services with a significant reduction in in-person provider visits with 
74% served by video visits and an average of 194 miles per Veteran saved 
with corresponding travel cost saving $108 per Veteran). The reduction in 
travel also benefits this specific population because many are limited in their 
driving ability, which places greater strain on caregivers to provide access to 
care. Additionally, Veterans, their caregivers and their providers all benefit 
from being able to access medical specialists to whom they would not 
otherwise have access.  
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Strong Partnerships: Close collaboration between the members of the 
Interdisciplinary Tele-Geriatrics Program and their local community 
resources ensure strong working relationships. The program’s social worker 
formed partnerships with a local Alzheimer’s Association, Program of All-
Inclusive Care of the Elderly (PACE) and rural veteran service officers (VSOs). 
This was beneficial in linking patients and their caregivers to the appropriate 
community resources within an extensive network of partnerships to 
facilitate their care.  
 
Evidence of Clinical Impact: Several positive results for rural Veterans 
emerged. GRECC Connect consultations routinely help identify and address 
additional care needs for older Veterans and their family caregivers, such as 
identifying needs for a Veteran with dementia for additional support at 
home through VA or non-VA home care programs. Consultation with GRECC 
Connect teams have led to improved use of medication through 
identification and stopping potentially inappropriate medications (such as 
those that increase fall risk, or with significant anticholinergic properties), 
modification of dosing to improve safety, and starting appropriate 
medications by identifying and treating conditions such as dementia and 
depression.  
 
Return on Investment: Return on investment is one criterion that does 
not have a great deal of data available yet. Current program costs include a 
part-time social worker and provider time for clinical contact. Administrative 
support costs are minimal. The video telehealth infrastructure is maintained 
by the health care system. The measures demonstrating return on 
investment that have yet to be elucidated include saved travel expenses, 
decreased medication use and nursing home costs averted by use of the 
program. Evidence in previous studies has shown that documenting goals of 
care leads to a decrease in utilization of health care resources. 
 

Operational Feasibility: The Interdisciplinary Tele-Geriatrics Program 
demonstrated operational feasibility through a multitude of strategies to 
overcome barriers and facilitate successful outcomes. Telehealth service 
agreements define the scope of the clinic and delineate provider and facility 
responsibilities. Telehealth scheduling systems are in place to ensure that 
the clinician, patient, room and technician for the program are all 
coordinated to take place simultaneously.  

 

 

 

 

 

 

 

 
Upon receiving an extensive review of patient medical history and other 
background information, the team may request additional evaluations, such 
as full neuropsychology cognitive assessments.  

OFFICE OF RURAL HEALTH  
RURAL PROMISING PRACTICE CRITERIA: 

Increased Access: Measurable improvements in access to care 
and/or services. Examples include reduction in distance traveled to 
care, reduction in wait times, improved care coordination and 
reduction in missed appointments.  

Evidence of Clinical Impact: Positive results on outcomes of 
importance to rural Veterans based on evaluations conducted during 
the implementation of the program and at the end of the pilot 
period.  

Customer Satisfaction: Increased patient, provider, partner 
and/or caregiver satisfaction.  

Return on Investment: Improvement in health system 
performance by reducing the per capita costs of health care, and 
improving or at least maintaining health outcomes, and/ or 
positively impact the health care delivery system.  

Operational Feasibility: Implementation is feasible and known 
barriers and facilitators of success could easily be shared across 
implementation sites.  

Strong Partnerships and/or Working Relationships: Inclusion 
of VA and/or non-VA partners to maximize the efficacy of the 
intervention. 

 



 

Veterans Health Administration

 

 

 

 

 

 

Customer Satisfaction: Customer satisfaction was not measured due to 
burdensome data collection practices. However, Veterans and their 
caregivers regularly report their preference for this program and are vocal in 
their appreciation for the providers’ ability to understand cognitive changes 
associated with dementia and how to interact with patients through 
telehealth strategies. Additionally, patients and their caregivers vocally 
expressed their appreciation for the program having saved travel time by 
receiving care at a local facility, rather than having to drive 250 miles away 
for care. The Interdisciplinary Tele-Geriatrics team reported that Veterans 
and caregivers regularly thank the team for education about cognitive 
changes and how to navigate interactions with family members, regularly 
stating that this program is their favorite to attend.5 

CONCLUSION AND NEXT STEPS  
Future evaluation efforts should look at return on investment. To facilitate a 
comprehensive evaluation of the program, it is necessary to track and 
measure saved travel costs, reduced nursing home admissions and 
patient/caregiver satisfaction rates. These measures require appropriate data 
collection to demonstrate the value of geriatric care to an audience that 
likely would not see the inherent benefits.   
 
To expand the program, there are several additional considerations. To 
support caregiver needs, it may be appropriate to more formally assess 
caregiver support and strain. Additional measures that might be useful when 
adopting the program include outcomes from occupational therapy 
assessments, data regarding falls and a more in-depth pharmacy evaluation 
of potentially inappropriate medications. Ability to collect and report data 
for these measures will enhance the visibility of geriatric care benefits for 
rural Veterans and potentially increase partner buy-in.  
 
Despite the stigma that geriatric patients are incapable or not well suited for 
telehealth strategies, the conclusion that these patients and their caregivers 
are tolerant of virtual visits is apparent.5 The feasibility of using virtual visits 
allows rural Veterans to access specialty expertise that they would not 
otherwise be able to access. The care provided focuses on functional needs, 
medication issues and driving abilities, which are all crucial to the patient’s 
care.  

 
 
 
 
 
 
 
 
 
 
 
The VISN 19 Interdisciplinary Telehealth Program plans to expand this 
resource across the VA network of care, eventually reaching other VISNs 
where geriatric care is not readily accessible. Additionally, the future focus of 
the program will be on the inclusion of PCPs to provide education on the 
most critical principles of geriatric medicine. 
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