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Can Telehealth Improve Access to
Amyloid-Targeting Therapies for Veterans
Living With Alzheimer Disease?
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Background: Amyloid-targeting therapies, such as lecanemab
and donanemab, offer new hope for managing Alzheimer
disease (AD). Provision of these medications, however, is
challenging for patients, care partners, and clinicians.

Observations: Telehealth has demonstrated success in
the assessment and management of individuals living with
dementia in the Veterans Health Administration (VHA). It may
substantially increase access to evaluation for veterans with
early dementia and, when medically appropriate, amyloid-
targeting therapies. Telehealth has the potential to overcome

barriers related to transportation, access to specialists, and
relieve the burden of frequent clinical assessments, as well
as associated costs. Although telehealth is not without
limitations, VHA is a leader in telehealth and has taken action
to overcome patient barriers related to the digital divide.

Conclusions: The VHA is well-positioned to use a hybrid
approach—both telehealth and in-person care—to support the
provision of amyloid-targeting therapies for veterans with AD.
Lessons learned can be extended to non-VHA care settings to
achieve potential benefits for other patients with early AD.
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he Veterans Health Administration

(VHA) is the largest US integrated

health care system, providing health
care to > 9 million veterans annually. Demen-
tia affects > 7.2 million Americans, and an es-
timated 450,000 veterans live with Alzheimer
disease (AD).!* Compared with the general
population, veterans have a higher burden of
chronic medical conditions and are dispro-
portionately affected by AD due to exposure
to military-related risk factors (eg, traumatic
brain injury and posttraumatic stress disor-
der) and the high prevalence of nonmilitary
risk factors, such as cardiovascular disease.
The VHA is a pioneer in dementia care, hav-
ing established a Dementia System of Care
to provide primary and specialty care to vet-
erans with dementia. The VHA also is lead-
ing the way in implementing the Institute
for Healthcare Improvement Age-Friendly
Health Systems (AFHS) framework for pro-
viding goal-concordant care in > 100 VHA
medical centers. The VHA aims to be the
largest AFHS in the country.

AD profoundly affects individuals and
their families. The progressive nature of the
most common form of dementia diminishes
the quality of life for patients as well as their
care partners in an ongoing fashion, often
leading to emotional, physical, and financial
strain. Costs for health and long-term care
for people living with AD and other demen-
tias were projected at $360 billion in 2024,
largely due to the need for nursing home
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care.! Although several oral medications are
available, their capacity to effectively mitigate
the negative effects of AD is limited. Cho-
linesterase inhibitors and memantine may
offer temporary symptomatic relief, but they
do not alter disease progression.> The use of
these agents is relatively low, with about one-
third of patients diagnosed with AD receiving
these medications.*

AMYLOID-TARGETING THERAPIES
Recent advancements in biologics, partic-
ularly amyloid-targeting therapies, such
as lecanemab and donanemab, offer new
hope for managing AD. Older adults treated
with these medications show less decline
on measures of cognition and function than
those receiving a placebo at 18 months.>®
However, accessing and using these medi-
cations is challenging.

Use of amyloid-targeting therapies poses
challenges. The medications are expensive,
potentially placing a financial burden on
patients, families, and health care systems.”
Determining initial eligibility for treatment
requires a battery of cognitive assessments,
laboratory tests, advanced radiologic stud-
ies (eg, magnetic resonance imaging [MRI]
of the brain and amyloid positron emission
tomography [PET] scans), and possible ce-
rebrospinal fluid (CSF) testing. Frequent
ongoing assessments are necessary to
monitor safety and efficacy. These treat-
ments carry substantial risks, particularly
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FIGURE. VHA A myloid-Targeting Therapy for AD SharePoint Collaborative Platform

Abbreviations: AD, Alzheimer disease; VHA, Veterans Health Administration.

amyloid-related imaging abnormalities
(ARIA) such as cerebral edema, microhe-
morrhages, and superficial siderosis. There-
fore, follow-up assessments typically occur
around months 2, 3, 4, and 7, depending
on which medication is selected. Finally, at
present, both agents must be intravenous
(IV)-administered in a monitored clinical
setting, which requires additional coordi-
nation, transportation, and cost.

Ongoing evaluations and in-person ad-
ministration particularly affect patients
and care partners with limitations regard-
ing transportation, time off work, and nav-
igating complex health care systems.® VHA
clinicians at sites that have implemented
or are interested in implementing amyloid-
targeting therapy programs endorse similar
challenges when implementing these ther-
apies in their US Department of Veterans
Affairs (VA) medical centers (VAMCs).?

The VHA was one of the first health care
systems to use amyloid-targeting thera-
pies, covering the cost of lecanemab and
donanemab, in addition to costs associated
with concomitant evaluation and testing.
However, given the safety concerns with
this novel class of medications, the VHA
National Formulary Committee devel-
oped criteria for use and recommended the
VA Center for Medication Safety (VAMed-
SAFE) conduct a mandatory real-time med-
ication use evaluation (MUE). VAMedSAFE
developed the MUE to monitor the safe
and appropriate use of amyloid-targeting
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therapy for AD. Two authors (AJO, SMH)
partnered with VAMedSAFE through the
VA Pittsburgh Healthcare System Technol-
ogy Enhancing Cognition and Health—Ge-
riatric Research, Education, and Clinical
Center (TECH-GRECC) to provide clin-
ical expertise, substantive feedback for
the development of the MUE, and guid-
ance for VHA sites starting amyloid target-
ing-therapy programs. We started a VHA
Amyloid-Targeting Therapy for AD Share-
Point collaborative platform and VHA AD
Therapeutics Community of Practice (CoP)
for shared learning (Figure). The private
SharePoint platform houses an array of im-
plementation materials for VAMCs start-
ing programs: key documents and links;
educational materials; sample guidelines;
note templates; and electronic health record
screenshots. The CoP allows VHAs to share
best practices and discuss challenges.

Even with these advantages, we found
that ensuring the safe and appropriate use
of amyloid-targeting therapies did not over-
come the barriers associated with their com-
plexity. This was especially true for veterans
living in rural areas. Only 4 VAMCs had ad-
ministered amyloid-targeting therapies in
the first year they were available. Prelimi-
nary data demonstrated that 27 (84%) of
32 veterans who initiated lecanemab in the
VHA between October 2023 and September
2024 resided in urban areas.!® To address
the underutilization of amyloid-targeting
therapy, we propose leveraging the strengths
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TABLE. Hybrid Use of Telehealth and In-Person Care in the Provision of Amyloid-Targeting Therapies

Clinical care activities

Telehealth CBOC VAMC

Community care referral®

Initial evaluation

60 min cognitive
assessment via video

Not routinely available

60 min cognitive assessment NA
via in-person or video

Laboratory testing NA Basic testing +/- APOE Basic testing +/- APOE Basic testing +/- APOE
genetic testing, blood genetic testing, blood genetic testing, blood
biomarker testing® biomarker testing® biomarker testing®

Imaging NA Not routinely available Brain MRI, amyloid PET Brain MRI, amyloid PET

CSF testing® NA Not routinely available LP for CSF biomarkers LP for CSF biomarkers

Infusion therapies NA Not routinely available Administered at infusion center Not covered by VHA

Follow-up

30 min follow-up,
typically every 3-6 mo

Not routinely available

30 min follow-up visit typically ~ NA
every 3-6 mo

Results communication

Phone or video N/A

Phone, video, or in-person NA

Acute symptom
management

Can be managed by
phone or video®

In-person examination

In-person examination or
emergency department visit

In-person examination or
emergency department visit

Abbreviations: APOE, apolipoprotein E; CBOC, community-based outpatient clinics; CSF, cerebrospinal fluid; LP, lumbar puncture; MRI, magnetic resonance
imaging; NA, not applicable; PET, positron emission tomography; VAMC, Veterans Affairs medical center; VHA, Veterans Health Administration.

aServices may be available through Community Care consult, depending on local VAMC site.
SAPOE genetic testing and blood biomarker testing may not be able to be completed at all CBOCs due to test characteristics.

¢Strong consideration should be given to providing care via telehealth particularly after-hours, on weekends, and holidays; telehealth can be used to triage
acute symptoms and manage less severe symptoms.

of VHA telehealth to facilitate expansion
of access to these medications for veterans
with early AD. Telehealth may substantially
increase access to evaluation for veterans
with early dementia and, when medically
appropriate, to receive amyloid-targeting
therapies by reducing transportation needs
and mitigating costs while ensuring appro-
priate monitoring through ongoing clinical
assessments.

USING TELEHEALTH

The VHA is a pioneer in telehealth, with pro-
grams dating back to 2003.!" Between Oc-
tober 1, 2018, and September 30, 2019, the
VHA served > 900,000 veterans through the
provision of > 2.6 million episodes of care
via telehealth.'> The COVID-19 pandemic
further cemented the role of telemedicine
as an essential component of health care.
Telehealth has demonstrated success in the
assessment and management of individu-
als living with dementia. At the VHA, the
GRECC-Connect Project is a partnership
between 9 urban GRECC sites that seek to
provide consultative geriatric and dementia
care to rural veterans through telehealth.”
Additional evidence supports the potential to
leverage telehealth to effectively communi-
cate results of amyloid PET scans.'
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This approach is not without limitations
such as the digital divide, or the gap that
separates technology-enabled individuals
and those unprepared to adopt technol-
ogy due to limited digital literacy levels or
access to needed hardware, software, and
connectivity. The VHA has taken steps
to address these digital divide barriers by
broadly providing tools—such as tablets
and broadband connectivity—to veterans.
Specifically, the VHA has instituted digital
divide consults to determine whether tele-
health could be a potential solution for ap-
propriate veterans and to provide an iPad
(if eligible) to connect with VA clinicians.
Complementary to the digital divide con-
sult, a VHA-specific telehealth prepared-
ness assessment tool is under development
and being tested by 2 authors (JE SMH).
This telehealth preparedness assessment
tool is designed to aid in the seamless inte-
gration of telehealth services with the sup-
port of tailored education materials specific
to gaps in digital literacy that a veteran
might experience.

Building on these initiatives, there is an
opportunity to expand access to amyloid-
targeting therapies, regardless of distance to
large VAMCs, by leveraging telehealth as an
alternative method of connecting patients
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with specialty care. Specifically, a hybrid ap-
proach could be used to accomplish the myr-
iad initial and follow-up tasks involved in
the provision of amyloid-targeting therapies
(Table). Not all VHA facilities possess the
specialty expertise to prescribe these med-
ications, and local clinicians may not have
sufficient knowledge and clinical support to
prescribe and monitor these therapies.

The first step is identifying local and re-
gional subject matter experts, followed by
the development and expansion of these net-
works. The National TeleNeurology Program
is a good example of a national telehealth
program that leverages technology to bring
specialty services to rural areas with limited
access to care. Although amyloid-targeting
therapies often require more complex lo-
gistics, such as laboratory tests and imag-
ing, these initial hurdles can be overcome
through localized services and collaboration
between VAMCs.

While treatment and imaging will most
likely need to occur at a VAMC, most
basic laboratory studies can be performed
at community-based outpatient clinics
(CBOCs). Some CBOCs may not be able
to process more specialized laboratory tests
such as apolipoprotein E genetic testing.
Samples for these tests can be collected and
processed at VAMCs, which usually have
contracts with outside laboratories capable
of performing these studies. Most, although
not all, VAMCs offer advanced imaging, in-
cluding MRI of the brain and amyloid PETs.
VAMCs without those modalities may need
to coordinate with other regional VAMCs.
Additionally, a pilot program is already un-
derway whereby VAMCs without the ability
to quantify the amount of amyloid on PETs
are able to leverage technology and collabora-
tions with other VAMCs to obtain these data.

Once the initial phases of evaluation and
care are completed, telemedicine can be
leveraged for follow-up and ongoing man-
agement. Interdisciplinary teams can help
facilitate care related to amyloid-targeting
therapies, including the close monitoring
of veterans for development of ARIA."> To
achieve this monitoring, specialty clinic
teams prescribing amyloid-targeting thera-
pies, which may be geographically distant,
need to coordinate with local primary care
clinical teams and emergency clinicians.
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All of these health care team members,
along with neurologists and neurosurgeons,
should be involved in the development and
implementation of protocols in the event
that patients present to their local primary
or specialty care clinics or emergency de-
partment with ARIA symptoms.

If amyloid-targeting therapies are to be
provided along with other emerging treat-
ments for rural veterans, telehealth must be
part of the solution. There is a pressing need
to explore innovative evaluation and deliv-
ery models for these therapies, particularly
as we expect additional diagnostics and ther-
apeutics to be available in the future. With
the advent of commercially available blood
tests (ie, blood biomarkers) for AD, there is
hope for a transition away from PETs and
CSF testing given their cost, limited access,
and invasiveness for diagnosis and monitor-
ing of AD. These advances will increase the
utility of telehealth to help rural veterans ac-
cess amyloid-targeting therapies.

Additionally, administering the drug
at home or at local clinics, supported by a
dedicated health care team or home health
agency, could further improve accessibility.
Telehealth can be leveraged in this scenario,
allowing specialty clinics and specialists to
connect with patients and clinicians based
out of local clinics or even home health agen-
cies. In this scenario, specialists can provide
hands-on care guidance and oversight even
though they may be geographically distant
from care recipients. Transitioning from IV
administration to subcutaneous formula-
tions would further enhance convenience
and reduce barriers; these formulations may
be available soon.!® Addressing logisti-
cal challenges to care and access through
technology-based solutions will require
coordinated efforts and continued VHA
investment.

CONCLUSIONS

The VHA has a large population of veterans
with dementia, and the costs to care for these
veterans will only increase. While the cur-
rent benefits of amyloid-targeting therapies
are modest, now is the time to establish care
processes that will support future innova-
tions in amyloid-targeting therapies and other
treatments and diagnostics. We are develop-
ing better ways to detect AD using clinical
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decision support tools, improving care path-
ways and the management of AD, and lever-
aging telehealth to improve access. The VA
is conducting research to investigate whether
a cognitive screening and laboratory evalua-
tion that includes a telehealth preparedness
assessment will be feasible and effective for
improving the detection of AD and access to
treatment, and we plan to publish the results.

The lessons learned can be extended to
non-VHA care settings to help achieve poten-
tial benefits for other patients with early AD.
Emerging therapies have the potential to im-
prove the quality of life for both patients and
care partners, adding life to years and not
just years to life. Policymakers and payors
must prioritize research funding to evaluate
the safety and efficacy of these approaches to
the delivery of health services, ensuring that
emerging therapies are accessible for all indi-
viduals affected by AD.
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