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Introduction: As in-demand, specialty service providers, neuropsychologists
and dementia evaluation teams in the Veterans Health Administration often
face significant patient backlogs, many of which worsened during the
COVID-19 pandemic. As long waitlists can result in delayed care, effective
methods for reducing waitlists are essential. The purpose of this clinical
quality improvement (Ql) project was to increase clinical efficiency by
implementing comprehensive criteria to streamline consult management in
an interdisciplinary memory disorder clinic within the Central Arkansas VA
healthcare system.

Methods: This project used a combination of the Reach, Effectiveness, Adoption,
Implementation, and Maintenance (RE-AIM) framework and the practical, robust
implementation and sustainability model (PRISM) primarily for implementation
purposes. Consult management criteria were developed and chart reviews
utilizing these criteria were performed on all referrals to determine if patient
needs could be best addressed though the memory clinic or other departments.
Results: A total of 195 consults were reviewed between August 2023 and April
2024, with approximately 40% of referrals triaged to other services to
appropriately address their needs. Increased administrative support and
educating referring providers were also implemented. Consult tracking
showed waitlist reduction from approximately 6 months to less than a month
with consistent implementation and has been maintained at that level.
Conclusions: Overall, implementation of our team'’s consult management
criteria greatly improved efficiency, by reducing the clinic's wait list by
prioritizing patients whose needs could be best served by our clinic while
providing alternative referrals for patients whose care could be better and
more expediently addressed by other services.
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consult management, COVID-19,
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Introduction

The COVID-19 pandemic had numerous adverse impacts on healthcare systems, and
the Veterans Health Administration (VHA) was one among many who had to manage
patient safety and quality of care during a crisis (1). Disruptions and delays in access
to and utilization of different healthcare services were commonly faced concerns at
both the VHA (2) and other healthcare services (3-5). Many services found themselves
with an increasing backlog of patients, resulting in numerous challenges including
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reduced access to care and increased chance of poor patient
outcomes [including elevated mortality rates (6)], as well as risk
of increased financial burden due to complications related to
delayed care (7). Even now, medical systems are struggling to
recognize and effectively manage the backlog that accrued
during that time (8-10), and the field of neuropsychology is no
exception. Neuropsychology as a field took a variety of stances
in response to the COVID-19 pandemic including closing
clinics, reducing caseloads, or adjusting their clinical practices to
include some form of teleneuropsychology (11-13).

Currently, many neuropsychologists face significant patient
backlogs that only worsened during the COVID-19 pandemic,
which can significantly worsen patient outcomes as delays in
identification and treatment of conditions have been associated with
negative consequences. Even before the pandemic, delays in
diagnosis and treatment were a subject of research for the VHA to
determine and address root causes for said delays (14). For
neuropsychologists, timely diagnosis of neurodegenerative disorders
such as dementia impacts their ability to connect affected individuals
with early interventions for potentially slowing progression of the
disease which has impacts on both personal and societal levels (15).
Early diagnosis and intervention for neurodegenerative disorders
results in improved patient adjustment, slower disease progression,
economic savings, increased patient independence, and delayed need
for nursing home care or hospital admission, demonstrating that
timely purveyance of neuropsychological assessment services is
essential for optimal patient care (16, 17).

While there has been improvement in awareness of potential risk
factors as well as in detection, diagnosis, and potential prevention of
dementia, it remains a growing concern as the number of individuals
living with dementia is projected to increase to 152 million by 2050
(18). Notably, the prevalence of veterans with dementia is also
expected to increase in the coming years (19). Furthermore,
research has also highlighted differences in the incidence of
dementia in older veterans depending on geographical location,
with the highest incidence consistently observed in the Southeast
and South, which includes Arkansas (20). Limited access to
neuropsychological services, especially in rural areas (21) such as
many parts of Arkansas, means that waitlists for providers and
clinics can extend for several months or more.

While there was an increase in use of telehealth services
for delivery of neurocognitive evaluations (11-13) which can
address certain barriers to care, continued use of telehealth
for neurocognitive evaluations is highly variable. Telehealth
utilization is complicated by concerns related to test validity and
security as well as frequent changes in coding/billing for
telehealth services (21, 22). Additionally, factors such as access to
and comfort with technology (23-25), level of health literacy (26),
access to specialized healthcare such as neuropsychology in rural
areas (21, 22) have a significant impact on service availability.
The pandemic highlighted the importance of addressing barriers
such as low digital literacy (27, 28) and attitudes towards use of
telemedicine (29) with the hope of continued and increased
utilization of these services beyond the necessity of pandemic
conditions. However, use of telemedicine alone does not address
the growing waitlists many providers may find themselves facing.
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Prior research on reducing wait times for neurocognitive

evaluations has found success with interventions such as

improving scheduling practices, adjusting appointment length,
(30). More
generalized research on strategies for improving VHA services

and increasing inter-professional consultation
recommended updating policies and procedures, strengthening
communication, and standardization of care to address root
causes of delays in diagnosis and treatment (14). Building from
that research, another potential way to reduce a clinics’ backlog
of referrals is through consult management processes which
prioritize seeing patients most in need of neurocognitive
evaluation services while simultaneously triaging patients whose
care could be better addressed by other clinics/providers (31).
The purpose of the present quality improvement (QI) project was
to create and implement comprehensive criteria to streamline
consult management in an interdisciplinary memory disorder
clinic at the Central Arkansas Veterans Healthcare System.

Methods
Clinical setting

The interdisciplinary memory disorders clinic is a highly
utilized, in-demand service that, due to available resources, is
only offered one day a week in our tertiary care VA medical
center. This clinic works as a one-stop assessment for cognitive
impairment and associated neuropsychiatric symptoms.

Multidisciplinary team

The clinic is staffed by neuropsychology, social work, pharmacy,
geriatrics, and geriatric psychiatry. Each discipline is present at each
clinic visit with patients, with full-time equivalent (FTE) allotments
ranging from 0.2 for social work to 0.5 for geriatric medicine,
geriatric psychiatry, and neuropsychology.

Veterans referred
Veterans reporting cognitive difficulties are the primary referral

source for this clinic. The clinic evaluates approximately 400
patients annually, although it receives substantially more referrals.

Referral sources
Typical referral sources for this clinic include primary care
providers, neurology, and general mental health providers.

Consults are placed via filling out a templated referral form via
the electronic health record.

Consultation process

This consultation clinic evaluates six to eight new patients each
week. Patients are evaluated by each individual provider and a
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consensus diagnosis and treatment plan are arrived at in an
interdisciplinary manner. With the current model, patients are
seen by each provider during their memory clinic appointment.
Once a patient completes a portion of the evaluation with one
provider, they are seen by the next provider until they have
completed appointments with each discipline (social work
geriatric psychiatry, neuropsychology) typically during the same
day, barring extenuating circumstances. Typically the vast
majority of patients are seen only once before being sent back to
the referring provider (most often a primary care physician), a
minority are seen for 2-3 visits based on the acuity of behavioral
problem(s) associated with cognitive impairment.

Scheduling

Once consults have been reviewed and deemed appropriate
for the memory disorders clinic, they are forwarded to a
Medical Support Assistant (MSA) for scheduling. Due to
inconsistent funding for a dedicated MSA for the memory
disorder clinic, there was inconsistent patient follow-up and
delayed scheduling which greatly hampered clinic efficiency.
This is particularly impactful as this is the only such clinic
in the Central Arkansas Veterans Healthcare System (CAVHS)
and thus in high demand. This QI project was initiated when

10.3389/frhs.2025.1644087

the wait time for the clinic evaluation was over six months,
changes in legislation increased the number of veterans
eligible for care, and there was no comparable community care
(i.e., other memory disorder clinics or similar specialized
services) available.

Intervention

To aid in development and implementation of a process
for addressing the growing waitlist, this project utilized a
of the Reach, Adoption,
Implementation, and Maintenance (RE-AIM) framework (32)

combination Effectiveness,
which is detailed below in Figure 1 (33) and the practical,
robust implementation and sustainability model [PRISM (34)].
Selected elements of the PRISM model [see Figure 2 (34)]
including Intervention, Recipients, External Environment were
incorporated within the RE-AIM model. Since Implementation
and Sustainability Infrastructure, Adoption, Implementation,
and Maintenance are shared by both the RE-AIM and PRISM
models, they were not repeated in Table 1 below. This project
was reviewed and approved (IRB number 699307) by the
institutional review board (IRB) at the Central Arkansas VA
system who determined it
improvement (QI) project.

healthcare to be a quality

EFFECTIVENESS

How do | know my
intervention is working?

REACH

How do | reach those
who need this
intervention?

MAINTENANCE

How do | incorporate the
intervention so it is delivered

over the long-term?

FIGURE 1
Original RE-AIM framework.

Ny

organizational support
to deliver my
intervention?

ADOPTION

How do | develop

IMPLEMENTATION

How do | ensure the
intervention is delivered
properly?
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Implementation
& Sustainability
Infrastructure

The Practical, Robust, Implementation and Sustainability Model (PRISM

Organizational Iitorcantion Patient
-Leaders :
-Managers 1

I
-Staff 1 |

T

Organizational Recipients Patient
Characteristics ' Characteristics
-Leaders :
-Managers 1

I
-Staff 1

Implementation Resch and
Effectiveness
Maintenance
FIGURE 2
Original PRISM model.
TABLE 1 Elements of PRISM model.
Intervention Leaders Managers Staff

Organizational Perspective

Assisted in development of criteria

Conducting case reviews Need dedicated administrative assistant

Patient Perspective

Difficulty rescheduling appointments

Difficulty managing loved ones with agitation

Worsening cognitions while waiting for appointments

External Environment

PACT & MISSION Acts caused influx of patients

Limited community care available

Recipients

Organizational Characteristics

Suboptimal community resources

Leaders

Managers N €

Offering an alternate option of Geriatric E-consults

Patient Characteristics

Improved access to most appropriate care

Right care at right time
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TABLE 2 RE-AIM framework.

RE-AIM Evaluation metric

element

10.3389/frhs.2025.1644087

Reach .

# of referring providers that were
provided presentations

o Details included in the consult referral
Effectiveness .

appointment (days)

o No-show/cancellation rates

« Patient satisfaction survey
Adoption o # of collaborators educated about the new criteria
for consults
o Inclusion of the new consult template in the
electronic medical record

patients

One-on-one meetings with medical providers making frequent referrals, presentations to
shareholders on consult management criteria to improve quality of referrals

Wait time from the time consult was released to first | Changes in overall wait-time, no-show rates, and clinic utilization rates. Feedback from

Meeting with E-Consult team, memory disorder clinic team meetings, updating current
memory disorder clinic consult template to reflect new consult management exclusionary
criteria (patient age <70, pre-existing dementia diagnosis, already receiving treatment,
comorbid complex medical and mental health diagnoses, primarily for capacity evaluation),

getting support from director of clinical care services

Implementation o # of consults that were rescheduled or resubmitted

Frequent communication with memory disorder clinic team members, consistent review of

« # of providers that requested additional information | new and existing consults, conversations with referring providers regarding consults, review

of rescheduled and resubmitted consults

Maintenance o # of monthly primary care meetings at which the

new consult template was presented

Results

Prior to implementation of the QI project, almost all referrals
received were accepted under the assumption that the referral met
general inclusion criteria (i.e., individuals older than 65 years
endorsing memory concerns, no reported active substance
abuse). However, these criteria were deemed insufficient by the
memory clinic team and new exclusionary criteria were agreed
upon with the intention of ensuring more appropriate referrals
and improving patient care and experience.

During the implementation phase of the RE-AIM framework,
consult reviews were conducted between August 2023 and April
2024 for VA Memory Disorders Clinic. A total of 195 consults
were reviewed by members of the memory disorders clinic,
including neuropsychologists and geriatric psychiatrist, who
conducted chart reviews of the electronic medical record to
determine appropriateness for receiving services in the memory
disorder clinic based on the new consult exclusionary criteria
(see Table 2 for full criteria). Excel spreadsheets were used to
record whether each consult met the exclusionary criteria and
whether they were appropriate for the memory disorder clinic
or should be triaged elsewhere. Approximately 40% of referrals
were triaged to other services where their medical and/or mental
health needs could be addressed appropriately.

Of referrals that were triaged, nearly 58% were deemed
inappropriate for neuropsychological testing and directed to
non-assessment-based care such as primary care, social work,
neurology and geriatric e-consult. The remaining 42% were

referred to outpatient neuropsychology as they required
assessments beyond the resources of the memory disorders
clinic including individuals deemed too young to be

appropriately evaluated by the memory clinic and those
primarily requiring a capacity evaluation. Please see flowchart
(Figure 3) for additional information on referral management.
Consults that contained too little information to make a
determination about the best avenue of care for a veteran were

addressed by requesting additional clarifying information from
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Continuing education of medical providers, creation of formal standard operating
procedures, orienting new team members with current consult management criteria

the referring providers about the nature of the consult request
before being accepted for care by the memory disorder clinic or
being triaged elsewhere as necessary.

The 58% of referrals that were triaged elsewhere for care were
due to factors including: 1) referral being sent too soon following
an acute brain injury/stroke to allow for adequate physical and
cognitive recovery, 2) untreated mental health
difficulties that could confound cognitive testing results, 3)

significant

profound evidence of major neurocognitive disorder diagnosis
confirmed by prior evaluation already receiving medical treatment
including medications, and 4) active/ongoing substance use and
abuse which could also complicate patients’ diagnostic pictures.
At its highest caseload, the memory disorder clinic serviced up to
8 patients a day, in part in an effort to reduce the wait time
patients had before accessing care. However, this approach was
untenable as it drastically limited the time the team could allocate
to each patient, thus potentially reducing the quality of their care.
With improved consult management, the clinic has been able to
reduce its caseload to 4 patients a day which has allowed for
more comprehensive evaluation by neuropsychology, social work,
geriatrics, and geriatric psychiatry, thus improving patient care.

Prior to this reduction in caseload, all patients in the memory
disorders clinic were provided cognitive screenings by
neuropsychology as well as a diagnostic interview including
medication considerations by a geriatric psychiatrist or geriatrician.
However, due to staffing limitations, typically only around 4
patients per day were able to be provided with social work services.
The patients seen by social work were prioritized by level of need
based on record review. A pharmacist was of limited on call
availability due to staffing restrictions as well and was only utilized
in cases where significant polypharmacy concerns were present.

By reducing the caseload via improved consult management
criteria, numerous improvements in clinical care have occurred.
Neuropsychology was able to provide more comprehensive
testing batteries, allowing for improved diagnostic utility and
more personalized treatment recommendations. Social work

gained the ability to meet with and offer services to every
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Initial Consult received and
reviewed using new criteria
Consult triaged for other
Consult accepted by services
memory disorder
clinic
Testing No Testing
Consult referred to Consult referred to
outpatient primary care, social
neuropsychology work, neurology,
geriatric eConsult
FIGURE 3

Consult flowchart.

memory disorder clinic patient due to the lower caseload.
Geriatric medicine and geriatric psychiatry were able to increase
the amount of time spent with patients and caregivers during
their
Additionally, pharmacy could now assist with medication

appointment, improving overall patient experience.
management for the reduced caseload rather than only in cases
of polypharmacy concerns.

The memory clinic team also provided in-services to
providers, ranging from sharing information in staff meetings to
individual meetings with providers making frequent referrals, to
educate them on the various roles and functions of the memory
clinic to include the limits of care that could be provided in this
setting. We utilized the GRECC “Education Bursts” model that
provides brief educational material over several convenient
locations and times such as in regularly scheduled staff
meetings, and between patient visits for busy outpatient
providers (35). Despite these educational efforts, there were a
few providers who expressed additional concerns with consults
being triaged and contacted the memory clinic team directly to
request additional consideration of a patient for whom an
evaluation was requested; infrequently patients were rebooked in
the clinic after further discussions with referring providers
helped elucidate the reason they were referred and how the
clinic could best address their care needs.

As part of the intervention, the memory disorder clinic
advocated to facility leadership for designation of a permanent
MSA for the clinic from the medical center which resulted in
assignment of a permanent MSA. Additionally, if needed, a
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memory clinic provider spoke with patients via phone call to
allay anxiety or provide service recovery as needed.

Consult tracking, including compiling information about
consultation receipt and completion dates, showed the clinic’s
waitlist was initially reduced from approximately 6 months to 3
With
management criteria via chart review of each new consult, the

months. consistent implementation of new consult
clinic’s waitlist was further reduced to less than a month from
initial referral to consult completion. Owing to the increased
contact with the MSA and judicious reallotment to other clinical
services, longitudinal data collected via normal clinic tracking
showed fewer appointment cancellations and no-shows which
further increased the clinic utilization metrics. Verbal feedback
received from the patients evaluated in the memory clinic was
positive as well, with many patients expressing appreciation for
short clinic wait times and improved communication with the
scheduling and

Discussion among memory clinic team members at monthly staff

team throughout the assessment  process.
meetings indicated they generally felt that they were able to
provide better care for the patients with this updated model as well
due to a reduced caseload that allowed for greater time to be spent

with patients.

Discussion

Like many clinics providing a specialty service, the CAVHS
memory disorder clinic developed a significant backlog due to
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multiple factors. Due to limited resources, the clinic is only offered
one day a week. The PACT act, which expanded healthcare
eligibility for veterans with presumed toxic exposures (36), led to
a significant influx of patients seeking services from an already
heavily utilized clinic. Additionally, the MISSION act created a
veterans community care program (37) which allows them to
seek care outside of the VA in an effort to increase access to
timely care. However, since the memory disorders clinic is a
highly specialized service, community care options were limited
and those few options that were available often had similar or
longer wait times. When Covid-19 guidelines suspended in-
person evaluations for a significant amount of time, the waitlist
grew further to approximately six months in 2023.

From a patient perspective, individuals were experiencing long
wait times for care and, if rescheduling was necessary, access to care
was delayed further due to the length of the waitlist. Patients who
requested scheduling within a certain time frame were sometimes
unable to be accommodated due to lack of clinic availability due
to patient volume. Family and caregivers had to seek alternative
services for dealing with loved ones experiencing worsening
cognition and accompanying neuropsychiatric symptoms or
attempt to manage on their own until their long-awaited
appointment. To provide services to veterans and their families
how and when they most needed them (i.e, “right care at the
right time”), adjustments had to be made to the existing memory
disorder clinic consult management process to ensure assess to
timely and appropriate care.

Our QI project proved that by appropriately managing
referrals and reducing the waitlist, there is an improvement in
our ability to provide patients with timely, high-quality care that
can most effectively address their needs based on our clinic’s
capabilities. A reduced waitlist has the potential to improve
overall patient experience as they are getting more expedient
access to care by being scheduled in the memory disorder clinic
or quickly allowing their referring provider to revise their
referral to more appropriately address their needs rather than
having to do so after waiting potentially months for an
appointment in a clinic that was incapable of doing so. By
implementing this new consult management criteria into normal
clinical practice via chart review of each incoming consult, this
intervention has continued to be maintained as part of standard
operating procedures.

The combination of RE-AIM framework and elements of
PRISM  provided a
implementation of an intervention utilizing improved consult

scaffolding for development and
management criteria. Analysis of the areas of need from both an
organizational and patient perspective provided multiple avenues
for improvement. Implementation of consult management
criteria, combined with thorough chart reviews and providing
psychoeducation to referring providers, resulted in a substantial
waitlist reduction, thus providing expedient access to care for
patients most in need of memory clinic services while also
directing patients deemed inappropriate for memory clinic care
to services that could better address their needs. Giving
education to providers regarding the capabilities of the memory
disorder clinic and providing consistent feedback regarding the
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rationale for declining consults and linking these decisions
to specific inclusion criteria aided in the adoption and
maintenance of the new consult management criteria. Providing
information on what patients the memory disorder clinic could
best serve (as well as those who might benefit most from other
services) empowered referring providers by giving them the
opportunity to pre-emptively decide whether a consult was more
appropriate for another service prior to initial review by the
memory disorder clinic team, thus preventing service over-

utilization.

Limitations and future directions

Intervention limitations

The reviews for suitability of the referral were limited to the
information readily available in the patient’s medical record.
Though the VA medical records often contain a great deal of
information, this is not always the case. Additionally, non-VA
providers do not always have access to the same level of data
this study was able to use when conducting chart reviews.
A potential method to address this limitation in the future could
be use of a pre-intake screening designed to solicit information

relevant to consult management criteria.

Study limitations

Results of this study are limited by absence of key data to
further contextualize the impact and effectiveness of the clinic
management undertaken in this project as well as more fully
appreciate its impact on patient experience. In specific, future
(1) quantifying spent
implementing and educating referring providers on memory

studies would benefit from time
clinic referral criteria, (2) evaluating patient and caregiver
experience before and after implementation of the clinic
management criteria to gain insight into possible improvements
or drawbacks in their clinic experience, (3) quantitatively assess
provider experiences before and after clinic changes are made to
highlight impacts on clinical care provided, (4) tracking the
number of referrals received and accepted annually as well as
those

information to help appreciate the scope and impact of clinic

which provide incomplete or inadequate referral
management criteria on these areas. Addressing these limitations
in future studies would greatly benefit research on such future
studies on clinic management.

At this time, this QI project has also only been implemented in
one clinic. Future studies could examine whether utilizing similar
consult management criteria or adoption of the RE-AIM and
PRISM frameworks into different clinics might yield similar
results to this project. Additionally, no information was
collected about the downstream effects that increased triaging to
other clinics had on wait times for those services, and future
studies may consider gathering this additional data. Future
studies might also include information on the cost effectiveness
of the intervention, as well as tracking consults from referral to

completion of the appointment and documentation, as this
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study stopped tracking consults after they were scheduled in the
clinic or triaged elsewhere.

Conclusions

Establishing comprehensive criteria allows neuropsychologists
to manage consults in a way that prioritizes patients most in need
of their services while also triaging patients more appropriate for
other services. Overall, this QI project demonstrated how
implementation of consult management criteria in a memory
disorders clinic greatly reduced the waitlist, thus providing
expedient access to care for Veterans with cognitive difficulties
and their families/caregivers.
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