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INTRODUCTION 

Older adults represent about 1 in 5 patients in the Emergency Department (ED) setting.1 The ED 

may be the first or only point of health care contact for some older patients.  Treating this population 

often requires the ED physician to take a multidisciplinary approach and to ensure a plan for continuity 

of care, in addition to the usual ED emergent evaluation. Often, these patients are also experiencing 

complex social or functional challenges at home, which may make accessing healthcare options difficult 

for them. This presents an important screening opportunity for providers with a goal of preventing future 

illness or injury in older patients.   

Southerland et al. describe various models of geriatric care in the ED.2 These models are all 

rooted in focused, multidisciplinary care aimed specifically at the geriatric population. Several screening 

tools have been developed to assess which older ED patients are at higher risk. However, the screening 

tools are highly variable and depend on many factors including ED capacity and staffing. In addition, 

existing screening tools may not be adequate to accurately distinguish high-risk from low-risk older 

patients.3  

In recognition of the complexity of care of the older patient and prevention opportunities, the 

American College of Emergency Physicians (ACEP) has created a geriatric care quality accreditation 

program with designated levels of geriatric ED quality. In 2019, our ED became the 10th ED to receive 

ACEP’s Geriatric ED (GEDA) level-1 accreditation. We are a suburban, academic ED with an annual 

volume of approximately 123,000 patients with 28% of patients age 65 or older. During the GEDA 

accreditation process, we aimed to create a tool that could simplify and standardize the care of our older 

patients. This screening tool was designed for use by attending physicians, resident physicians, advanced 

nurse practitioners, physician assistants, ED nursing staff, and students. We also planned to implement 

our nursing team’s screening efforts to be incorporated into our ED provider’s note in the electronic 

health record (EHR). Finally, we aimed to have ED providers document when a patient met criteria for 

continued specialized Geriatric consultative services, either as an inpatient or as an outpatient. In order 

to provide simple, standard communication we created a screening model based on the 4M model of 

geriatric care that would trigger an indication for referral to a geriatrician. The purpose of this paper is 

to outline a screening method we have developed based on the geriatric 4M model for older patients 

presenting to the ED. This screening tool is used to identify patients who may benefit from referral to 

specialized geriatrics care. Once implemented, we hope to use this screen in the future to track data of 

referred patients longitudinally in order to both identify high risk features of these patients, fine tune the 

screening method, and track outcomes of those patients referred. 
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THE 4M MODEL 

Our geriatric ED goal is to first identify patients who would benefit from referral to specialized 

care by a geriatrician, and then assist in streamlining that process. We use the 4M Model for Creating 

Age-Friendly Health Systems as a model for a geriatric screening tool that is included in our EHR. The 

4M Model was developed by the Institute for Healthcare Improvement (IHI) to provide high-quality care 

to older adults through the following four elements: Mentation, Mobility, Medications, and What 

Matters.4 

 Each of the four components of the 4M model are addressed as assessment items within the 

screening tool that is pre-populated in the EHR by using a “smart phrase” (.GERI4M). The smart phrase 

is a function that allows the user to instantly bring up the 4M screen and all of its components in the 

EHR. Providers can then perform the screen at bedside and document that it was included as part of the 

ED visit. In addition, a geriatric referral may be triggered if necessary. These components, as well as the 

associated assessment tools, are displayed in Figure 1. 

1. Mentation is evaluated using the Confusion Assessment Method (CAM) Score to screen for delirium. 

The CAM score has been cited as a potential reference standard for emergency department use.5  A 

systematic review of 22 delirium screening studies found that delirium was most often reported at a 

rate of 7-10% for older adults presenting to the ED and often goes unnoticed.6 The presence of 

delirium upon presentation to the emergency department has been shown to be associated with a 

significantly higher 6-month mortality.7 Identification of delirium as part of the 4M screen is an 

important screen as it is often missed in the ED setting. 

2. Mobility assessment includes a series of questions regarding history of falls within the past 

3months, use of mobility aids, presence of dizziness or faintness at presentation, use of fall 

precautions, and completion of patient fall risk education. The timed up and go (TUG) test is 

included, as it has been shown to be a relatively sensitive and specific tool to detect fall risk in older 

Figure 1: Geriatric 4M Screening Tool Components and Assessment Tools 
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adult.8,9 Including fall screening and a TUG test as part of the mobility assessment in the screen 

allows for identification of those patients at higher risk for falls at time of presentation and 

coordination of care with a geriatrician and a physical therapist, as an inpatient or outpatient.  

3. Medication screening involves provider review to see if any medications are on the Beers list as 

noted by the American Geriatrics Society.10 This list seeks to identify medication use that is 

potentially inappropriate for older adults.  ED providers have point of care access to the Beers criteria 

to quickly identify medications on this list. 

4. Finally, an assessment of What Matters to the older patient provides individualized care. We 

selected to screen for the presence of an advanced directive or living will and verification of the 

patient’s code status. Patients who lack an advanced directive or living will receive a positive screen. 

This allows us to facilitate end of life goal discussions either in the ED setting or as follow up with the 

Geriatrician. 

THE 4M SCREENING TOOL 

Geriatric screening using the 4M model helps identification of patients at risk for further illness 

or injury. Second, it initiates a process for transitions of care to the Geriatric team. We use this same 

screening tool for those older patients who are admitted to the hospital and those who are discharged 

from the ED. Additionally, if physical therapy, occupational therapy, or social work referral is needed, 

that can be ordered in the ED setting either to be initiated acutely or as outpatient follow up. 

The ED process for screening older patients is displayed in Figure 2. Information is initially 

obtained by nursing staff and then transferred directly into the screening tool questions. ED providers 

then document a “.GERI4M” section in their note and fill in any missing information in the smart phrase. 

Any positive 4M screen is an indication for referral to Geriatrics. These referrals are either inpatient or 

outpatient depending on the patient’s disposition after their ED visit. Our geriatrics team, which 

Figure 2: Geriatric Emergency Department Screening Workflow at a Level 1 Geriatric Emergency Department 
 

Legend: ED = Emergency Department. RN = Registered Nurse. ESI = Emergency Severity Index. Pt = Patient. PT = Physical Therapy. OT = Occupational 
Therapy 
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includes a board-certified Geriatrician and her staff, receives an instant message about the referral 

which is automatically triggered by a positive 4M screen. The geriatric team will then call the patient 

directly to make an appointment for outpatient follow up.  If the patient is being admitted, the positive 

4M screen automatically triggers an order for inpatient consultation by Geriatrics, which expedites and 

ensures the inpatient visit. 

Automating the referral process is critical as older patients presenting to the ED are often lost to 

follow up or re-hospitalized for a variety of reasons including not fully understanding their discharge 

instructions.11,12 Various efforts to improve elderly patient adherence with follow up after visits to the ED 

have proven unsuccessful.13,14 These patients may also be at increased risk of death or ICU admission 

depending on several factors including change in disposition and cognitive impairment6, further 

necessitating the need to ensure adequate follow up.  

LIMITATIONS 

There are some limitations to using the 4M model as a screening tool. One is that the Beers list of 

medication is quite extensive, and we currently do not have an automated tool in the EHR to screen for 

these medications. Implementation of this medication list directly into the EHR may help facilitate its 

integration as a screening tool. In addition, there may be alternate components related to medication 

such as polypharmacy that could be used as an adjunct to our current criteria. 

Another limitation is in the nursing workflow required to evaluate these patients. Although the 

majority of the information is easily obtained, there are certain parts that prove to be more cumbersome. 

For instance, some of the nursing staff do not feel comfortable routinely using some of the assessment 

tools such as the CAM delirium screen or TUG test, especially when the patient may be fatigued or 

severely ill. The lack of screening may be problematic as delirium has been shown to be unrecognized in 

greater than 50% of cases.15 Although CAM has been suggested to be a possible reference standard in 

screening for delirium in the ED, research on its frequency of utilization is limited. 

Some of these screening components require more time and effort than others, which is a barrier 

for nurses in a busy ED. Efforts have been made to simplify the tool and allow it to be integrated 

seamlessly into the intake process for all older patients in the ED. For example, using a modified version 

of CAM, such as the “Brief Confusion Assessment Method,” may help to ensure that this screening is 

performed on most patients.16–18  One final limitation is that certain patients may be incapacitated, and 

complete screening may not be feasible.  

CONCLUSION: FUTURE CONSIDERATIONS AND IMPLEMENTATION ACROSS OTHER EDS 

 Further studies are needed to assess and quantify the impact of geriatric screening tools. In 

particular, future research regarding the 4M screening tool will include an analysis of the total number 

of patients screened, number of patients who screen positive, and outcomes for those receiving a geriatric 

specialty referral. Ultimately, the goal should be to measure if these geriatric referrals result in reduced 

readmissions and improved morbidity and mortality. Obtaining such outcome data may demonstrate a 

return of investment for additional geriatric resources.19–21 

 A screening tool based on the 4M model is feasible to implement at a level 1 Geriatric ED. The 

tool is designed to help identify older patients who require additional specialty care. In addition, it may 

help provide a standard referral process. The geriatric population is a vulnerable population who cannot 

necessarily advocate for themselves, particularly in the ED setting. Having a standardized ED screening 

tool like the 4M screen will hopefully improve care overall for older patients. 
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