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Targeting specific practice changes and working directly with patient aligned care teams to change
practice may be more productive than telehealth for improving outcomes in older veterans.

eterans aged > 85 years are
the fastest growing cohort;
they are living longer with
multiple chronic conditions
and functional impairments."> The
majority of older veterans (94.6%
or about 1.89 million) seeking ser-
vices in the VA obtain care through
primary care providers (PCPs) who
are usually not formally trained
in geriatrics.'? A 2008 Institute of
Medicine report noted that geriat-
ric training was inadequate not only
for physicians, but also for all health
professions.* For these reasons, new
models of care are needed to improve
access to geriatric specialists and to
improve geriatric care provided by
PCPs, especially in rural settings.
In 2010, VA adopted the Patient
Aligned Care Team (PACT), based on
the patient-centered medical home

model, to improve primary care ser-
vices.” The PACT was designed to
deliver patient-centered care and in-
corporate a team approach to provide
comprehensive, coordinated, and
personalized care—common themes
found in quality geriatric care.*®

To provide specialty care support,
other programs also were initiated,
including the Specialty Care Access
Network-Extension for Commu-
nity Healthcare Outcomes (SCAN-
ECHO). It was implemented in
2011 to increase veteran’s access to
specialty care providers and educate
PCPs in the treatment of specific dis-
eases. The SCAN-ECHO program is
a case-based provider education pro-
gram conducted via a videoconfer-
ence that usually occurs monthly and
is initiated by a referring PCP for a
specific disease or topic.
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An interdisciplinary team devel-
oped the Geriatric SCAN-ECHO
program to help improve veteran ac-
cess to geriatric specialists and influ-
ence care provided to older patients
seen by PACTs. The team consisted
of a geriatrician, gerontological nurse
practitioner (NP), registered nurse
(RN), neuropsychologist, social
worker (SW), pharmacist, and clinic
manager. The geriatric team was
located in an urban, academic geri-
atric specialty clinic in VISN 22 that
served 2 ambulatory care centers and
8 satellite community-based outpa-
tient clinics (CBOCs). Veterans using
the CBOCs had no direct access to
geriatric specialists without traveling
to the clinic, which for some could
be up to 200 miles away.

This article describes the lessons
learned from the implementation of
a Geriatric SCAN-ECHO program,
preliminary staff survey and chart
review results. The program began
in January 2013 and ended in Feb-
ruary 2014. The article also offers
recommendations to increase
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understanding of geriatric principles
for PCP teams.

THE GERIATRIC SCAN-ECHO
PROGRAM

After obtaining patient consent, pri-
mary care clinicians submitted a
consult that included the reason for
referral (Figure 1). This list of rea-
sons (eg, behavioral management of
geriatric syndromes, care manage-
ment strategies for patients with de-
mentia, caregiver support strategies,
and strategies for the patient to con-
tinue living in the community safely)
assisted the referring clinician in
identifying potential cases that might
benefit from a geriatric interdisciplin-
ary case review. Patient approval to
contact a caregiver or spouse was
requested so the Geriatric SCAN-
ECHO team could gather additional
information.

After the team received the
consult, the gerontological NP or
geriatrician reviewed the case and
identified other relevant members
of the team. The electronic medical
record (EMR) was reviewed and a
phone call made to the patient and/
or their caregiver by the appropriate
team member to obtain more infor-
mation, which could include the pa-
tient’s current living situation by the
social worker, a medication review
by the pharmacist, and functional
assessment (eg, basic and instru-
mental activities of daily living) by
the nurse. If appropriate, the geria-
trician used the Montreal Cognitive
Assessment (MoCA)-BLIND to as-
sess the patients cognitive abilities.”
Finally, the team met to reach a con-
sensus on final recommendations
and to identify the didactic lecture
topic related to the case being re-
viewed and presented by members
of the Geriatric SCAN-ECHO team.

At the start of each SCAN-ECHO
session, the geriatrician asked par-

Table 1. After-Session Survey Results (N = 41)

No response/
Question/Statements Disagree, % | Neutral,% | Agree,% Skipped, %
The learning objectives were met 0 0 100 0
The speaker was knowledgeable 0 0 100 0
The speaker gave an effective 0 2 98 0
presentation
The information was useful 0 2 98 0
to me
| understand the information 0 2 96 2
The information will influence 0 8 90 2
my patient care
Information from this session 41 27 32 0
will change my prescription of
medication(s)
Information from this session 2 15 83 0
will change my overall
interactions with patients
Information from this session 10 17 73 0
will change my treatment plans
Information from this session 39 15 44 2
will change my ordering of
diagnostic tests and studies

ticipants 2 to 3 questions on the
clinical topic to be covered to elicit
interest and motivation to learn.
The referring clinician provided a
short summary of the case and rea-
son for referral, and the Geriatric
SCAN-ECHO team then provided
individual findings and recommen-
dations. Due to the complexity of
the referrals, the team usually was
able to process 1 to 2 cases during
the 1-hour session, with 15 minutes
allocated for the didactic.

The didactic lectures consisted
of evidence-based tools and guide-
lines that focused on changing
provider practice behavior (eg, As-
sessing Care of Vulnerable Elders

criteria) and were posted on the
Geriatric SCAN-ECHO SharePoint
site after the session for clinicians
to download.® The topics covered
included fall risk and prevention;
the screening, diagnosis, and man-
agement of cognitive disorders;
psychosocial considerations in
older adults; use of anticholinergic
drugs; and assessment and man-
agement of unsafe geriatric driv-
ers. Participants were then sent a
survey to evaluate the usefulness
of the session and its impact on the
clinician’s practice. At the end of
each session, a summary of find-
ings and recommendations by the
geriatric team also was documented
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Figure. Geriatric SCAN-ECHO
Clinic Process

Consult placed
by PCP/RN/SW

l

Consult reviewed for appropriateness
and forwarded to appropriate
discipline(s) to answer question(s)

l

Case reviewed; information
gathered from the patient/caregiver
by geriatric team

l

1-hour SCAN-ECHO session:

* Preclinic questions discussed as a
group

e Case presented by referring clinician

e Case discussed with recommendations
by specialty clinicians

 Another case presented/discussed

e Educational lecture

l

Participants complete a
session survey online

Abbreviations: PCP, primary care provider; RN,
registered nurse; SCAN-ECHO, Specialty Care
Access Network-Extension for Community
Healthcare Outcomes; SW, social worker.

in the patient's EMR and forwarded
to the referring clinician.

Several factors differentiated
the Geriatric from other SCAN-
ECHO specialty programs. First,
nurses and SWs were invited to
place consults, because they were
often the first clinicians to iden-
tify problems. In a typical SCAN-
ECHO program, only PCPs place

a consult to the specialty clinic.
Second, an interdisciplinary team
responded to consults. This was
done so that members of the PACT
could learn about domains cov-
ered by the other disciplines and
receive discipline-specific guidance
(SCAN-ECHO consults are often
answered by a specialist). Third, the
team supplemented EMR records
with telephone-based assessments.
Most SCAN-ECHO programs relied
mainly on EMR records.

Facilitators

Although the Geriatric SCAN-ECHO
program began in January 2013, the
VA Greater Los Angeles Healthcare
System facility already had several
SCAN-ECHO programs. An experi-
enced SCAN-ECHO project director
assisted in the implementation of the
program. The specialists used exist-
ing documents to guide the program,
such as a service agreement between
SCAN-ECHO and the participating
satellite facilities and templates for
consults and documentation. Other
benefits of the established SCAN-
ECHO presence included availabil-
ity of videoconferencing equipment;
local clinical informatics staff who
were familiar with the setup of inter-
facility consults, clinic encounters,
and workload credit in the EMR; and
PACT clinicians who were familiar
with the SCAN-ECHO program and
format. Finally, the geriatric interdis-
ciplinary team members had worked
together cohesively for years and
were supported by the Geriatric Re-
search Education and Clinical Center
to implement clinical demonstration
projects, such as the SCAN-ECHO
program.

Implementation Barriers

Initially the program received few
consults. The Geriatric SCAN-
ECHO program used a sample case

to start the discussion and focused
on falls. At times there were also
only a small number of facilities and
attendees who participated. Most of
the attendees were MDs and NPs
from Primary Care and Psychiatry.
None of the nurses or SWs who
were invited by their local leader-
ship participated early on. Infor-
mal communication with CBOC
staff found that they were feeling
overwhelmed with other compet-
ing demands. There were multiple
SCAN-ECHO programs and no pro-
tected time to attend the sessions.
In addition, nurses might not have
identified the program as a priority
because the training topic was too
general (geriatrics vs pressure ulcer
or pain management).

The Geriatric SCAN-ECHO pro-
gram adjusted the timing of sessions
to convene every other month on a
day that most CBOCs had staff meet-
ings, allowing for protected time for
staff participation. The CBOC staff
was invited again to participate. The
gerontological NP contacted the re-
ferring clinician to report the date
of the case review and followed up
afterward to ensure that all questions
were answered and recommenda-
tions were clear.

The increase in marketing and
networking led to more facilities par-
ticipating; however, the number of
staff participants remained low. The
program team then changed tactics
and focused on facilitating specific
clinician behavior changes related to
common geriatric syndromes instead
of case reviews. The team conducted
a session providing an overview of
dementia recognition and diagno-
sis, rationale for objective measures,
and a demonstration on the admin-
istration of the Mini-Cog Assessment
Instrument for Dementia and Mon-
treal Cognitive Assessment (MoCA)
tools.” This session had the highest

42 - FEDERAL PRACTITIONER -

APRIL 2016

www.fedprac.com



number of total attendees (38), half
of whom were nurses.

Feedback after the session re-
sulted in an additional session the
following month, which focused on
the scoring and documentation of
the tools as well as interpretation
of the results and how this might be
further evaluated by the team. Infor-
mal feedback gathered from nurses
during this second session included
a request for more training, tips on
how to administer the tools, and
how to document competency in
tool administration. A new educa-
tional project that would empower
PACT nurses to proactively identify
and initiate cognitive impairment/
dementia evaluations was then
started independent of the Geriatric
SCAN-ECHO program.

RESULTS

Participants of SCAN-ECHO pro-
grams were surveyed on usefulness
of information and its influence on
their practice (Table 1). A total of
41 respondents (the same per-
son may have attended more than
1 session) completed surveys on
9 Geriatric SCAN-ECHO ses-
sions. Nineteen (46%) were medi-
cal doctors, 8 (20%) were NPs,
and 14 (34%) were from other
disciplines. Overall, the sessions
were well received, and partici-
pants found the information useful.
Because the respondents were from
different disciplines and roles, it
was not surprising that only 13 re-
spondents (32%) felt that the in-
formation would influence their
prescribing practices, and only
18 respondents (44%) agreed that
the session changed their ordering of
diagnostic tests and studies.

Chart Reviews
Six months after completion of the
Geriatric SCAN-ECHO session, the

GERIATRIC SCAN-ECHO PROGRAM

Table 2. Findings From Chart Review 6 Months After

Geriatric SCAN-ECHO Clinic

Recommendations Frequency Recommendation Adherence, %
Medication changes, review, or 8 63 All
reconciliation?

25 Some

12 Not at all
Laboratory tests® 4 50 All

50 Not at all
Further evaluation, assessment, or 7 14 All
diagnostic tests®

43 Some

43 Not at all
Education or counseling to patient 7 14 All
and/or caregiver

29 Some

57 Not at all
Supplies and/or devices® 3 33 All

33 Some

33 Not at all
Referral to a program or clinic 8 63 All
within VA"

12 Some

25 Not at all
Referral to a non-VA program or 5 20 All
specialty provider?

pecialty p 80 Not at all

Specific referral to one of the 5 100 All
programs managed by the
geriatric specialty team"

Abbreviation: SCAN-ECHO, Specialty Care Access Network-Extension for Community Healthcare

Outcomes.

aMedication reconciliation of VA and non-VA medications (drugs prescribed by non-VA providers), cessation
of certain drugs (eg, sleep aids, opioids, benzodiazepines), substance use, switching to less anticholinergic
drugs (eg, from terazosin to tamsulosin), and clarification of cardiac medications.

5Thyroid stimulating hormone, lipid levels, lactate, methylmelonic acid, and homocysteine levels.

°Repeat cognitive assessment, postural blood pressure check, electrocardiogram, magnetic resonance
imaging of the brain, depression screening, fall risk evaluation, and caregiver burden evaluation.

dSleep hygiene, nasal saline washes, alternate transportation options, goals of care or advance care planning
discussion, increasing activities/socialization, dietary education, and use of daily routine.

eAmplification device, medication planner (pill box), pull-up adult diaper, under-bed liners, shower bench/

chair, handheld shower hose.

fLow-vision clinic, sleep clinic, home health care for home safety evaluation, substance abuse clinic, physical

medicine and rehabilitation, social work, and cardiology department.

9Non-VA providers, Medicaid, In-Home Supportive Services, Meals on Wheels, Access transportation,

community balance program.

"npatient geriatric ward, in person, or via videotelehealth outpatient clinic visit.
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gerontological NP reviewed patient
charts and identified rates of ad-
herence for geriatric team recom-
mendations. Eight patient cases
were reviewed in 6 of the 9 sessions.
The other sessions used sample
cases from the team’s experience
due to lack of submitted consults.
Physicians referred 4 cases, and
the rest were from NPs; all were
from primary care except for a pri-
mary mental health NP. Half of the
referred cases were forwarded from
other departments (eg, neurobehav-
ior and dementia clinics) to avoid
travel. Reasons for referral included
geriatric syndrome workup and
specific medical questions. All pa-
tients were men aged 66 to 94 years
(mean = 83.25; SD = 8.29).

Table 2 lists the frequency and
adherence to recommendations. If
the recommendation was discussed
but refused by the patient, it was
still noted as completed. Several
recommendations might have been
presented; thus, adherence to rec-
ommendations was categorized as
“all,” “some,” or “not at all” adher-
ent. Because the referrals involved
complex cases, most cases were
referred to other clinical programs
managed by the geriatric specialty
team for further evaluation and
management.

DISCUSSION

Although the Geriatric SCAN-
ECHO sessions were well re-
ceived, the impact of the program
was limited by the lack of con-
sults and PACT team involvement.
Impact was markedly improved
once the focus of the sessions
changed from case studies to spe-
cific clinical tool administration/
practice change. Leadership sup-
port and coordination to provide
protected team learning time was
essential. Incentives to participate

might include making geriatric
quality indicators part of perfor-
mance measures to improve prac-
tice and quality of care. Although
the VA monitors several frail el-
derly measures that are a reflec-
tion of quality geriatric care, it is
up to each VISN to determine its
performance measures (Kenneth
Shay, e-mail communication,
February 12, 2013).

The most frequently followed
recommendation was referral to a
program managed by the geriatric
specialty team. Full compliance
with this recommendation may be
due to the ease of placing a single
consult and the interaction be-
tween the SCAN-ECHO team and
the geriatric specialty services staff.
The next most commonly followed
recommendations were for medi-
cation changes/review and refer-
ral to a different program or clinic
(not inpatient or outpatient geri-
atric specialty programs). Because
completion of medication recon-
ciliation reminders are tied to pay
incentives for VA physicians, this
may explain why it was fulfilled at
a higher rates compared with other
recommendations, suggesting that
bonus incentives could boost par-
ticipation.

The least frequently completed
recommendations were referrals to
non-VA programs or specialty pro-
viders. This may be a reflection of
poor communication with non-VA
providers and/or documentation of
such communications and lack of
the availability of the programs near
the patient’s residence. Developing
remote site referral guides might
improve this communication.

Another type of recommenda-
tion that was partially or not at all
followed was for further evalua-
tion, assessment, or diagnostic tests
of specific problems identified by

the Geriatric SCAN-ECHO team.
This may be due to lack of easy ac-
cess to specific diagnostic tests in
outpatient clinics or lack of staff
knowledge and skills on doing
geriatric-specific evaluations. The
chart reviewer also noted that even
when the PCP did the evaluations,
the quality was below standard; for
example, for depression screening,
the chart noted that the patient was
asked about having depression;
however, no specific tool was used
to aid in the diagnosis. Further
specificity regarding geriatric syn-
drome evaluations and increasing
staff knowledge of common tools
to aid in diagnosis and evaluation
are needed.

In 2 of the 8 cases reviewed, the
Geriatric SCAN-ECHO program
recommended that specific family
members needed to be involved
in the care of the patient. Unfor-
tunately, most often family mem-
bers only were used as a means of
communication or for coordina-
tion of care with the PACT teams
(eg, scheduling appointments).
Changes needed to provide quality
care for geriatric veterans are to in-
clude family members, use a fully-
realized PACT approach, and have
nurses “practice to the full extent
of their education and training,” as
recommended by the Institute of
Medicine.’

LIMITATIONS

This article reported on the expe-
rience of a geriatric team that im-
plemented an interdisciplinary
telehealth-based consultation pro-
gram. Facilitators and barriers to
program execution may be limited
to the local site and VA. The survey
following the session was developed
by the VA SCAN-ECHO program
and was not specific to this local
program. Limitations of the chart
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review include a short follow-up of
only 6 months after the program.
Many of the behavioral changes
or educational recommendations
might have been discussed but were
not documented. Also services done
by non-VA providers might not
have been documented and, there-
fore, would not have been included
in this chart review.

CONCLUSIONS

The geriatric team decided to
discontinue the Geriatric SCAN-
ECHO program. The key metric
for program success was number
of cases reviewed. Only 1 to 2 cases
were reviewed every other month.
Participation in the program mark-
edly increased when the specific
learning needs of PACT teams were
addressed; however, most cases
were referred to GRECC due to the
case complexity and were not ap-
propriate for the SCAN-ECHO for-
mat. The chart review, patient and
caregiver contact, and presentation
preparation required the program
staff to invest a significant amount
time. It took 3 to 4 hours for the
staff to prepare for each case. Fur-
thermore, adherence to recommen-
dations was also poor.

Case-based education and train-
ing without follow-up of the rec-
ommendations likely is not the
best approach to improve care of
older veterans in the primary care
setting. The authors hope that fo-
cusing on specific practice changes
and working directly with PACTs
and specific team members will
be more productive and result in
improved outcomes for older vet-
erans. Due to the complexity of
geriatric cases involving physical,
cognitive, and emotional vulner-
abilities, these cases may be better
handled by direct multidisciplinary
examinations. @

GERIATRIC SCAN-ECHO PROGRAM
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