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Emergency Department Care
of Individuals Who Have
Dementia

An Implementation Toolkit

Shareon ] W

GEDC Toolkits
What's Inside

g ed COI I a bO rat I Ve . CO m/ Many older patients are in the ED not because of dementia but with dementia. This Implementation Toolkit

. . contains resources that can help you make changes in your ED to provide better care for those patients. It

q u a I |ty'| m p rove m e nt includes resources and tools and links to the evidence to support their implementation.
Education s
Policies & Procedures AR
Screening & Assessment .
Physical Environment J
Support Programs i3




Webinar Pointers

1. All microphones have been muted.

2. Hover your mouse over the Zoom window
to bring up icons in the bottom center

3. Q & A Function has been disabled.

4. Click on Chat function, the icon on lower
right. Select "All participants”

Webinar RECORDING & SLIDES will be
available at gedcollaborative.com

Q GEDC
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Technical

difficulties . Laura Stabler: 919-937-0411
e Conor Sullivan: 910-200-1312
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Presenter
Presentation Notes
Personally I think it's nicer to have a separate slide for each presenter, don’t you?

Special guest can be introduced separately?


https://geri-em.com/coqgnitive-impairment/mrs-perdito/


Presenter
Presentation Notes
This slide will come after all the introductions but before Morgan Daven intro and slides 

https://geri-em.com/cognitive-impairment/mrs-perdito/

Morgan Daven

Vice President, Health Systems,
Alzheimer’s Association

Building Better Outcomes:

Partnering to Support Emergency
Departments in Alzheimer's Care.
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REDUCE THE BURDEN ON
CLINICIANS

Empower clinicians with:

= training

= resources

= support

to improve care management through an
interdisciplinary approach that optimizes

the roles of all members of the health care

team.

alzheimer’s Qb association




ENHANCE THE PATIENT
EXPERIENCE

Ensure clear communication that
provides educated answers and well-
planned next steps, so that individuals
and their families can:

access care services

make future financial plans

= participate in clinical trials.

alzheimer’s Qb association



MORE EFFECTIVELY MANAGE
THE COST OF CARE

When patients are diagnosed with
dementia earlier in the disease process,
treatment can be modified with
knowledge of a patient’s cognitive

impairment.

alzheimer’s Qb association
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Patient and Caregiver Resources

The Alzheimer’s Association offers reliable resources, Care consultations over the phone or in-person
support and information to all those affected by where available. To schedule, call 800.272.3900.

$16h it kR -
Alzheimer’s and other dementias, including: Online information and resources at alz.org

Free 24/7 Helpline (800.272.3900) staffed by ' hewp peaple facuig the diserse reviges the
; e o s challenges that accompany a diagnosis, create
master’'s-level clinicians and specialists, providing

! : : customized action plans and more.
confidential support and information all day, every day. P

Alzheimer’s Association TrialMatch® a free clinical

Face-to-face support groups and education , , ) :
studies matching service at alz.org/trialmatch.

programs available across the country. Find your local
chapter at alz.org/CRF.

alzheimer’s Qb association




The Alzheimer's Association
will partner with you to
develop a customized
strategy to transform patient

management.

alzheimer’s Qb association



THANK
YOU

Morgan Daven
Vice President, Health Systems
mdaven@alz.org
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Adam Perry, MD

Emergency Physician and Geriatrician
GEDC Faculty

|dentifying dementia in the ED:

Does it matter?




Why is Dementia Important?
The “Poor Historian”
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Presenter
Presentation Notes

Each ED patient presents a puzzle to RAPIDLY solve and disposition.

Mrs Perdito is a “Poor Historian”
 

We solve the puzzle largely through the lens of an H&P process that we apply to all patients, including older adults.  

This webinar will describe a shift in Frame of Reference and new tools to use in completing the puzzle, understanding the complexity of OA with CI.

 


Patient Safety: Missed and/or Delayed
Diagnosis

D
&i 0

 Incomplete History and Physical
* Atypical Presentations

« “Abnormal”
(urinalysis, EKG, Chest X-ray...)

» Acute change in status?

Q) GEDC

©) dreamstime.com


Presenter
Presentation Notes
W/o recognition of CI, does Don really know why Mrs Perdito is in the ED?

You miss all the diagnoses you do not consider.

AP and very subtle presentations are common in OA, especially regarding abdominal, metabolic and cardiac emergencies, diagnosis of UTI.

What is the acute change in cognitive, functional, and/or behavioral status?


I


) Hazards of ED and Hospitalization

« BPSD: exit seeking, resistance to care
* Delirium: hypo and hyperactive
» Adverse Medication Events

« Deconditioning/functional decline
* Goal-Discordant Care
* Informed Consent for tests, admission

HAZARDS'

e Risk/Benefit/Alternative to admission

Q GEDC


Presenter
Presentation Notes
OA with CI have unique vulnerabilities, s/a BPSD (including exit-seeking with falls) ,Delirium, AME, Functional Decline.

CI also creates serious dilemmas around Goal Discordant Care and consent that require communication with SDM.

All these Hazards effect the R/B/A decision to admit.



Team Discharge Planning:
Inpatient or Outpatient

Q GEDC


Presenter
Presentation Notes
Recognizing that the patient has cognitive and functional limitations will prompt communication with the next care team in this patient’s continuum, be it inpatient or outpatient.  

Minimizing risk of predictable and potentially preventable adverse events begins with the ED constructing a team with shared language surrounding cognitive and functional status.

Inpatient:  Communicate with admitting team (hospitalists, nurses, CM, PT/OT) the concern of CI to avoid risk delirium, PIMeds, and facilitate communication w/ caregivers around their presence and, if needed, consent.

Outpatient:  OA with CI may not be able to follow d/c plan for cognitive and/or functional reasons.  Call caregivers, PCPs, specialists, home care to develop dispo plan that insures ability to function and follow treatment plan in care environment. 




Chris Carpenter, MD, MSC, FACEP, FAAEM

Emergency Physician, Washington University
GEDC Faculty

Dementia screening tools for the ED:
What works best?




How do you screen for dementia
in your emergency department?

HET KO PO BRI . 'IF
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If the patient has an accompanying reliable informant, they are asked the following questions.

Has this patient displayed any of the following issues? Remember a “Yes" response indicates that you think
there has been a change in the last several years caused by thinking and memory (cognitive) problems.

1) Problems with judgment (example, falls for scams, bad financial decisions, buys gifts inappropriate for
recipients)?

2) Reduced interest in hobbies/activities?

3) Repeats questions, stories, or statements?

4) Trouble learning how to use a tool, appliance, or gadget (VCR, computer, microwave, remote control)?

5) Forgets correct month or year?

6) Difficulty handling complicated financial affairs (for example, balancing checkbook, income taxes,
paying bills)?

T}y Difficulty rememberning appointments?

8) Consistent problems with thinking and/or memory?

Each affirmative response is one-point. A score of = 2 is considered high-risk for dementia.

Accuracy of dementia screening instruments in emergency medicine: a diagnostic meta-analysis,
Acad Emerg Med 2019; 26: 226-245.



Presenter
Presentation Notes
Advantages:  Does not require cooperative patient (caregiver administered).  Not fooled by highly educated.  < 30 seconds to administer. App available Disadvantages:  LR- only 0.39


Abbreviated Mental Test-4
1) How old are you?
Z2) What i1s your birthday?
3} What i1s the name of this place?
4) What year 15 this?

Any error is considened high-risk for dementia.

Accuracy of dementia screening instruments in emergency medicine: a diagnostic meta-analysis,
Acad Emerg Med 2019; 26: 226-245.



Presenter
Presentation Notes
Advantages:  LR+ 7.7.  Disadvantages: Untested in US (two European studies).


Ottawa 3DY

1) What day is today? Correct Incorrect
2) What is the date? Correct Incorrect
3) Spell “world” backwards Number correct

0 1 2 3 4 5]
4) What year is this? Correct Incorrect

A single incorrect response on any of these four items is consistent with dementia.

Accuracy of dementia screening instruments in emergency medicine: a diagnostic meta-analysis,
Acad Emerg Med 2019; 26: 226-245.



Presenter
Presentation Notes
Advantages:  LR- 0.17.  Disadvantage: Identifies 55% of ED patients over age 65 as “impaired”


Physician and Nurse Acceptance of Technicians to Screen for
Geriatric Syndromes in the Emergency Department

Christopher R. Carpenter, MD, MSc* * Washington University School of Medicine, Division of Emergency Medicing,

Richard T. Griffey, MD, MPH* St Louis, Missouri

Susan Stark, PhD, OTR/L' " Washington University School of Medicine, Division of Occupational Therapy,
Craig M. Coopersmith, MD*# St Louis, Missouri

Brian F. Gage, MD, MSc§ * Emory University School of Medicine, Division of Critical Care, Atlanta, Georgia

§ Washington University School of Medicine, Division of General Medical
Scdiences, St Louis, Missouri

MILTON Dlé';m
. W

West J Emerg Med 2011; 12: 489-495



Presenter
Presentation Notes
Ideas to incorporate dementia screening into workflow could include trained volunteer or medical trainees or retired military corpsmen.  


Additional Considerations

* Alternative instruments?
« Which subset of ED patients to screen (or not screen)?
« How to discuss dementia screening results with patient/family?

 Actionable response to abnormal screen?







Linda Schnitker, PhD, MScN, BScN
Dementia Collaborative Research Centre
Centre for Healthcare Transformation,
Faculty of Health,

Queensland University of Technology.
Australia

Quality ED care for persons with dementia:
What does it look like?




Gu Centre for Healthcare
Transformation

Older ED population with cognitive impairment

e

« Complex care needs'’

« Responsive behaviour (BPSD)?

« Safety / ethical issues

« Burden of care

« Caregiver stress/burden

* Increased risk delayed pain assessment and treatment3
* Increased risk delirium*

e
w
1 Schnitker et al. 2016 , -
2 Erel 2013

3 Fry et al. 2015, Terell et al. 2009, Hwang 2006, Meldon et al. 2003, McCusker et al. 1999
4Han et al. 2009, Weber et al. 2004, Elie et al. 1998, Inouye et al. 1993

CRICOS No0.00213J



Qu Centre for Healthcare
Transformation

At increased risk for adverse health outcomes

The Identification of Seniors at The Triage Risk Screening Tool (TRST)2:
Risk (ISAR) tool: (ISAR)':

ospitsl use on
1 geiomhe |lnedss or injury that bmugﬂgcu tothe [ YES 1 & [History or evidence of cognitive impairment {poor recall or
mergerncy, did you need someone to help you on .
a reqular basis? O NO 0 ot oriented)
- i - .
2 Since the liness or jury that broogt you o the O Yes ) Difficulty walking/transferring or recent falls
Emergercy, have you needed more help than £l NO 0 - Five or more medications
usual totake care of yourself? ED B . 20 d h italizati ~ .
-
3. Have you been hospitdized for one ormore nights [ YES 1 use in previous ays or hospitalization in previous
dunngthe past 6 morths (excluding a stay in the o NO 0 20 days
\ ? . -
Emergency Depariment) e RN professional recommendation*
4. Ingeneral, do you see well? O YES 0
O NO 1
5. In general, do you have senous problems wath 0O YES
your memory? 0 NO
?_Dn_you!ake more than three different medicaions [ YES 1
overy day? O NO 0
TOTAL:

1 McCusker et al.1999
2 Meldon et al. 2003

CRICOS No0.00213J



QUT Centre for Healthcare
Transformation

What data reflects quality of care of older ED patients
with cognitive impairment?

e Extensive literature review

P h ase 1 e Potential quality indicators created
by expert panel

Phase 2 e Field work

e Quality Indicators testing

P h 3 e Final quality indicators with : ;
a Se definitions and Scoring rUIES https://www.pxfuel.com/en/free-photo-oznmc



about:blank

QUT Centre for Healthcare
Transformation

Process and Structural Quality Indicators

https://pubmed.ncbi.nlm.nih.gov/25754937/

https://pubmed.ncbi.nlm.nih.gov/25754936/

OricinaL CONTRIBUTION

Process Quality Indicators Targeting Cognitive
Impairment to Support Quality of Care for
Older People with Cognitive Impairment in
Emergency Departments

Richard M. Jones, 5cD, and Len €. Gray, PhD), The Research Collaboration for Quality Care of Older
Persons: Emergency Care Panel*

Linda M. Schnitker, M5, Melinda Martin-Khan, PhDD, Ellen Burkett. MBBS, Elizabeth R. A. Beattie. PhiD,

41 -
OricinAL CONTRIBUTION

Structural Quality Indicators to Support
Quality of Care for Older People With
Cognitive Impairment in Emergency
Departments

Linda M. Schnitker, M5, Melinda Martin-Khan, PhD, Ellen Burkett, MBBS, Caroline A. Brand, PhD,
Elizabeth R. A. Beattie, Ph, Richard M. Jones, S5cl, and Len C. Gray, Phld, The Research Collaboration
for Quality Care of Older Persons: Emergency Care Panel*

CRICOS No0.00213J
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Qu Centre for Healthcare
Transformation

Quality Care for Older People with Cognitive
Impairment in ED —Structure

Policies outlining:

1. Management of older people with cognitive impairment and
their carers

2. Assessment and management of behavioural symptoms

3. Delirium prevention

4. Pain assessment and management

Picture from: https://www.process.st/policies-and-procedures/



about:blank

QUT Centre for Healthcare
Transformation

Quality Care for Older People with Cognitive
Impairment in ED — Process

Pain Assessment IN Advanced Dementia
PAINAD

1. Cognitive screening (new, existing, acutely changed) : 1 2 .
2. Screening for delirium e || e | e et
3. Assessing and managing delirium risks vealzeson mperentlator | Suspneeioes
4. ldentify a potential aetiology when delirium is suspected e o | oo | e
or definite de‘pp;’i’gq“‘”t;“ Ls:yggg "
5. Notify and involve nominated support person oAl S
6. Collateral history s | T | i, | PR
7. Pain assessment using a verbal and a behavioural or SN S S -+
proxy report of pain Comicle | ressaaed by vaiooor | divacior et
TOTAL

Warden et al. 2003

http://dementiapathways.ie/ filecache/04a/ddd/98-painad.pdf

CRICOS No0.00213J


about:blank

Qu Centre for Healthcare
Transformation

Quality Care for Older People with Cognitive Impairment
in ED

1. Multidisciplinary approach
2. Person-centeredness
3. Communication

https://www.dementia.org.au/sites/default/files/helpsheets/Helpsheet-CaringForSomeone01-
Communication english.pdf

4. Address caregiver stress

Delirium prevention

Meaningful activities nttps:/pubmed.ncbi.nim.nih.gov/32162351/
Physical environment

Prevent challenging behaviour

Staff training

0 Clinical leadership

—‘©.°°.\‘.°7.0"

With courtesy to Dr James Hughes and Dr
Ellen Burkett

CRICOS No0.00213J


Presenter
Presentation Notes
https://pubmed.ncbi.nlm.nih.gov/32162351/   

about:blank
about:blank

Qu Centre for Healthcare
Transformation

Education Resource:

https://www.dementia.orqg.au/sites/default/files/NATIONAL/
documents/ED-Dementia-Care-Training.pdf

ED Dementia Care Training

L

Providing best care to older people with
dementia in emergency departments

CRICOS No0.00213J


about:blank

Thank you.

"A society that does noft value its older
people denies its roots and endangers its
future. Let us strive to enhance their capacity
to support themselves for as long as possible

and, when they cannot do so anymore, to
care for them.”

Nelson Mandela



Pamela Martin, RN, FNP-BC, APRN GS-C, CDP

Program Director,

Geriatric ED,

Bon Secours-St. Mary’'s Hospital, Virginia
GEDC Faculty

Michelle Moccia, RN, DNP, ANP-BC, GS-C

Program Director,
Senior ED,
St. Mary Mercy Hospital, Michigan

Dementia Care in the ED:

How can we improve?




ED Care for a
Person Living with Dementia

Deliver care with their needs in mind; Determine patient values and goals
Elicit ADL capability “what can they do™?

Mentation “what is their baseline”?

Emphasize every behavior has a meaning

Nutrition — diet type; time they eat; swallowing difficulties

Tolerate Anticipate-Don’t Agitate (T-A-DA)

http://eddelirium.org/what-to-do-when-delirium-is-detected/ A
|nvo|ve care person, offer resources, engage volunteers s@e

Avoid diminishing self-image; maximize Autonomy with safety in mind

Q GEDC


http://eddelirium.org/what-to-do-when-delirium-is-detected/

Establishing Community

Relationships

e Alzheimer’'s Association

* First responder
education

EMS, fire, police

* Placement of
Alzheimer’'s Association
staff in ED or hospital for
immediate
education/support to
families

« Contact when family
crises occur in ED

» Area Agency on Aging

» Local Assisted Living and
Memory Care facilities

e Local trusted Senior
Advisors
« Can help family navigate
ALF/LTC

* Insurance - Managed care
plan contacts

* In my area we have,
JenCare and CareMore

Q GEDC



Q&A

Ask your questions
in the CHAT

We will try to get to everyone




Emergency Department Care
of Individuals Who Have
Dementia

An Implementation Toolkit

Shareon ] W

GEDC Toolkits
What's Inside

g ed COI I a bO rat I Ve . CO m/ Many older patients are in the ED not because of dementia but with dementia. This Implementation Toolkit

. . contains resources that can help you make changes in your ED to provide better care for those patients. It

q u a I |ty'| m p rove m e nt includes resources and tools and links to the evidence to support their implementation.
Education s
Policies & Procedures AR
Screening & Assessment .
Physical Environment J
Support Programs i3




Geri EM
Education

Sign Up!

Click an tha bution bakow bo megisis now
Ragistration gives you access 1o interactiva
exorcises, discussion boands, and much mone
Ragister oday.

Already a member? Sign In

Usarnama or Emall
Password

Hemambear Mea
Login

Lest your password 7

Cognitive Impairment

www.geri-EM.com
rome N

Medication Management

Register | SignIn

Trauma and Falls

Functional Assassmant
& Discharge Planning

Atypical Presentations

What is Geri-EM?

who Can Use Geri-EM?

This a-lnaming wibsdoe was desipnad primarnily for
Phyaiclans working in Emangancy Daparimanis who
wani io provide opiimal care bo thalr older patients

It will also b of inberast bo ol hoalth-care providers who
se8 older patients as pan of thair practics — in primany
cainE, i hospital, in lorg-leim cang, oF in this communty

Members of the public with an interest in geratic cara
ang walcoma b0 explond thi conleni on this websie, We
BnCoUrage you io regisier and pamicipats in group
dScUSSoNS and iNeractive condind,

Al

L |

End of Life |ssues &
Symplom Managemeant

1at's Included?

Each of the s modules in ihis websile is designad o

providi In-gapth Knowledgn aboul issuss in gariatric
emargency medicing and Includes:

mcommended readings

rasources for usa in tha ED

Erowhiige asSeEsmants [pre-tnsis)
knowiledge checks (posi-lasts)

1aaching malsrial

n-page guastion and answers wilh iImmediaia
Teadback

videos of simulated patien! ancounlars
decussion boards

Q GEDC



Acute Ca re for E Iders (AC E) There will be no registration fee for ACE 2020!
2020 N ati OnNa I Co nfe rence Information on registration is not yet available. Please join our

mailing list below to receive updates!

Microsoft Teams Broadcast
9:00 AM -11:45 AM CST

Shareon [ ¥

gedcollaborative.com/events/

Details

TARGET AUDIENCE

Physicians, nurses, physician assistants, physical/occupational/speech therapists, social workers, and
other allied health care providers involved in the care of older adults.

LEARNING OBJECTIVES

At the end of this conference, learners should be able to:

1. Identify and address the unique vulnerabilities of older adults who are acutely ill or injured.

2. Describe practice improvements to better address the needs of older individuals in the emergency
department, in our hospitals, in programs to avoid hospitalization, and in transition between health care
settings.

3. Describe key lessons learned as our health systems prepare to care for populations of older o G E DC

Americans.



Presenter
Presentation Notes
This is where Mike's Aurora Advocate slide can go.  


Q&A

Ask your questions
in the CHAT

We will try to get to everyone




THE GERIATRIC
G E ‘ EMERGENCY DEPARTMENT
COLLABORATIVE

Stay Connected!

EDUCATE IMPLEMENT EVALUATE

Follow us on Twitter or
sign up for our mailing

gedcollaborative.com list on our website to
learn about upcoming
GEDC webinars and
w @theGEDC SEOe

We bring best practice into action.

Q GEDC
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