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Prime Health Care Geri ED Initiative _Jan 13,2022
Virtual Geri ED Bootcamp 0100 PST

Welcome and Introductions:
GEDC Team

9:30-9:40 (10mins) West Health (Master Plan on Aging)
Anne Xenos (CA Prime Site Introduction)

9:40-9:55 (15mins) Background on Geriatric EDs and Accreditation - The Why
9:55-10:25 (30mins) GEDA Level 3 Accreditation Nuts and Bolts

10:25-10:45 (20mins) Introduction to GED Implementation - GEDC QI Resources
10:45-10:55 (10mins) Question and Answer Session Moderated by GEDC Faculty
10:55-11:00 (5mins) Wrap-up and Next Steps

Q GEDC



Bootcamp Goals

» Prepare participating sites for Level 3
Geriatric ED Accreditation by January 31,
2022

« Enhance models of care for older people in
Prime Healthcare

» Foster a sense of community among Prime
Healthcare EDs around care of older patients

O GEDC



Learning Objectives

By the end of this activity, you
should be able to:

« Describe the Level 3 components of a geriatric
ED based on the GED Guidelines

 List the components of a successful application
for Level 3 ACEP Geriatric ED accreditation

* Demonstrate familiarity with the GEDC Geri ED
implementation resources available to Prime
Healthcare

* Recognize geriatric focused care initiative and
adherence plan to implement in your ED




Geriatric EDs:
The Why?

Kevin Biese
MD, MAT

Geriatric Emergency Department
Collaborative Implementation PI

Chair, Geriatric Emergency
Department Accreditation

& GEDC



COVID-19 Stressing Health
Systems and the Emergency
Department Safety Net

Emergency Departments (ED) are experiencing unprecedented
levels of stress and our vulnerable patients and clinical teams
are suffering. In the last few months, we have witnessed the
clash of increasing patient volumes and acuity, with multilevel
decreasing resources. ED staff are stretched thin from a severe
national nursing shortage, unprecedented tension, and
significant PTSD.

 COVID-19 is a geriatric emergency

«  Exacerbation of ED challenges (communication, delirium, crowding,
etc.)

«  Goals of care conversations / palliative care (esp. around ventilation)

*  High risk of delirium for older adults during COVID

«  Care transitions and support between EDs and “home” (including
SNFs)

0 GEDC https://gedcollaborative.com/resources/
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Geriatric ED Guidelines

Four Critical Components of a
Geriatric-Appropriate ED

== . e

WTRIC EMERGENCY DEPARTMENT

Guidelines

Connection
with

community

Geriatric ED
Guidelines 2014

Processes




Critical Role of ED in Cost and Care Trajectory

» 60% of older adults admitted to hospital
come through the ED

RESEARCH REPORT

« The ED itself is not the huge cost center of

US Health Care, however ... The Evolving Role of Emergency
o . Departments in the United States
 ED makes decisions with tremendous cost

implications (admit vs. discharge) ity Gonaai Morgar ». et Bt Sk € Bl

Mahshid Abir « Neema lyer « Alexandria C. Smith « Joseph V. Vesely

« Average admission >$22,000 R A——

« ED makes decisions with tremendous care
implications

« Can the ED identify and intervene upon
underlying social needs and integrate
medical care to improve the care and cost
trajectory?




A growing body of
literature supports
Geriatric EDs
as a solution

DIFFUSION OF INNOVATION

The Journey Of Geriatric Emergency Medicine:
Acceleration, Diffusion, And Collaboration As
Keys To Continued Growth

SEPTEMBER 12,2017

e and more of us live longer and healthier lives,
of the largest demographic shifts in US history, 3
ians now turn 65 every day. Innovations in health

TOPICS JOURNAL

Kelly Ko, Adriane Lesser, Kevin Biese, Ula Hwang, Christopher Carpenter

0.1377/hblog20170912.061610

A Geriatric Emergency Service for Acutely Il Elderly Patients:
Pattern of Use and Comparison with a Conventional Emergency

Department in Italy

Fabio Salvi, MD," Valeria Morichi, MD,* Aunalisa Grilli, MD," Raffaclla Giorgi, MD,"
Liana Spazzafumso, MD,” Stefano Polonara, MD.* Giuseppre De Tommaso, MD,"
Alessandro Rappelli, MD," and Paolo Dessi-Fulgheri, MD*
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‘According to the 2010 Census, more than 40 million
s were over the age of 65, which was “more people than
in any previous census.” In addition, “bevween 2000 and 2010,
the population 5 years and over increased at a faser rate than
the toal USS. population.” The census dara also demonstrated
that the population 85 and older is growing a a rate almost three
times the general population. The subscquent increased need for
health care for this burgeoning geriaric population represents an
unprecedented and overwhelming challenge to the American
health care system as 2 whole and to emergency departments
(EDs) specificlly. " Gerlatric EDs began appearing in the
United States in 2008 and have become increasingly common.”
The ED i nigcly posionsd 1o play ke in improving

expertie whi
geriatrc patient can meaningfully impact ot only
conditon, but can also impact the decision to wtilze relatively
spenive npuint mosliie, o ess epensive outpaient
wreaumens. | Emerge

perts recognize similar
wic ED core principles have
been described in the United Kingdom.*

Fordermons, e ch nkil o of e fr b npaien nd
aticnt events,the cre provided in the ED has
opporaniy o st the st o subegent cae provided
M 4 d d i

not only expedite and improve inpatient care and outcomes, bue
can effectively guide the allocation of resources towards  patient
population that, in general, u
per event than younger populations.

s significantly more resources

Seratric ED patients

i

represent 43% of admissions, including 48% admitted to the
intensive care unit (ICU).' On average, the geriatrc patient
has an ED lengeh of stay that is 20% longer and they use 50%
more ablimaging services than younger populations.’”” In
addition, geriatric ED parients are 400% more likely to require
social services. Despite the focus on geriatre acute care in the ED
manifese by disproportionate use of resources, these patients
frequentdy leave the ED dissatisfied and oprimal outcomes are
not consistently arained.

Despite e face that the geriarrc patient population accounts
for 2 arge, and ever increasing, proportion of ED visi, the
contemporary emergency medicine management model may noc
be adequate for geriarrc adults.”* A number of challenges face
emergency medicine to effecively and reliably improve post-ED
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emergency care model waining ">’ Many common geriaric ED
problems remain under-researched leaving uncertinty in optimal
management strategies.**** In addicion, quali
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Geriatric EDs Are Expanding Along With GEDC Partnership

GEDC Resources page: '
1 Jigedoollaborative.com/resour

The Geriatric Emergency

‘ 284 Accredited Sites 4 International Sites
Department Collaborative

Nationally: 284 across 41 states

Level 2
Level 3

" 61 GEDC Member Sites
&

Guabec, n

Level 3

O GEDC

o G E DC https://gedcollaborative.com/partnership/



Greater than 90% of Accredited GEDs launched
without external funding

INITIAL OUTCOMES AT A GLANCE

g i ey (8
GREATER LOWER 16.9% LOWER
Patient COSTS Reduced risk of RISK
Satisfaction Leveraging hospital Of 30-day fall-
" interdisciplinary readmission 5 related ED
team revisits

(.) westhealth



GEDC Health Care System  Connection
Roundtable Mem bers Exchange among Health Care Systems leading

the country in Geriatric Emergency Care

P Collaboration

Qﬁg‘% EXCELLENCE Dartmouth- UCSan Diego Identify ways each of your teams can support
Hitchcock the others in their Quality Improvement
Initiatives
=P €3 ke Dissemination
ﬁﬂ\rlgf:te N N Northwell ,, MEDICAL CENTER Explore opportunities to share Roundtable
Health Health - insights with other health systems interested in
GEDs
@ . .
rs Sﬂp,é B0 Direction
Cleveland Clinic KAISER ! |dentify major trends and topics to help lead
PERMANENTE- )

change across health systems

Q GEDC
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EDUCATE IMPLEMENT EVALUATE

Laura Stabler, MPH Conor Sullivan CO ntaCt us or

GEDC Program Director GEDC Program Coordinator
919.937.0411 910.200.1312

Laura_Stabler@med.unc.edu Conor_Sullivan@med.unc.edu ConneCt With
us to learn
more!

www.gedcollaborative.com

@theGEDC

We bring best practice into action.
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Emergency Physicians®
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Chairman of the BoG Senior Accreditation Manager Project Administrator
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E American College of
Emergency Physicians®
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Emergency Department Accreditation

Hospital Benefits:

’é‘ddf/d Hospital Costs:
| o= Modifications to space
nvestment

e Staffing

e Training

e Equipment, supplies

Benefit to Patients and Caregivers:

® Provide a trusted & reliable
connection to community-
based resources

® Improve patient outcomes

e Reduceiatrogenic complications

Reduce ED bounce backs and
hospital readmissions

Reduce readmission penalties
Reduce penalties for
preventable errors

Increase CMI

Increase market share
Differential reimbursement
Increase satisfaction scores

Qualitative

Benefits

Q GEDC



American College of L%,
Emergency Physicians® 3
ACEPJ( Geriatric

—u,‘* ‘L— Emergency Department Accreditation

Level Il | —_—

ADVANCING EMERGENCY CARE

Good geriatric ED care

. \MERICAN COLLEGE
“© eEMERGENCY PHYSICIANS

WTEN
GERIATRIC

\ EMERGENCY DEPARTMENT (_'

* Atleast one MD and one RN champion

* Evidence of geriatric-focused education (4

hours) ,
w

* Evidence of geriatric focused care initiative and ° i
adherence plan 1)

* Mobility Aids
* Free food & drink 24/7

._x..



“Getting Started”

36 | © 2022 Geriatric Emergency Department Collaborative |




=28 American College of vl I,

ACEP { Geriatric

Emergency Physicians®

ADVANCING EMERGENCY CARE Eaergency Decartment Acersdibstion

Ap p I i C ati on As S ets Criteria by accreditation level: ACEF m&f;mﬁ

CRITERIA
a) Staffing
1 MD or DO with avidence of focused education for geriatric EM @ @ @
1 RN with evidence of focused education for geriaric EM @ @ @
Physician champion/Medical director @ @
® AC E P. O rg / G E D A Nurse case manager/fransitional care nurse present = 56 hrs/week @ @
Interdisciplinary genatric assessment team includes > 2 roles @
Interdisciplinary geriatric assessment team includas = 4 roles @
=1 executiva/administrative sponsar suparvising GED program @ @
> C O m pa ri SO n Ove rvi eW Patient advisor/patient council @
b) Education
Staff physician education (hours) related to 8 domains of GEM 4 6 8
Nursing education in geriatric emergency care = 1 hour @ @ @

» GEDA Criteria e —r———— T —

= 10 items as part of the ED model of care for patients »>65ysr @
= 20 items as part of the ED model of care for of patients >65yrs
d) Quality improvement

> S am p | e d ocumen tS Adherence to 10 of 27 policies/protocols, quidelines & procedures @

Adherence to 20 of 27 policies/protocols, quidelines & procedures

W

v

| )

W

| )

) Duicome measures

Track > 3 process and outcome metrics for eligible patients @

Track = 5 process and outcome metrics for eligible patients @
Accass to mobility aids (canes, walkars) @ @ @
Access to = 5 supplies (including mobility aids) @

Access to = 10 supplies (including mobility aids) @
Easy access to food/drink, 24/7 @ @ @
2 chairs per patient bed @ @
Large analog clock @ @
Enhanced lighting @
Efforts at noise reduction @

Non-slip floars @




CONTACT GEDA MY APPLICATION APPLY

HOME  ACCREDITATION LEVELS ABOUT THE PROCESS FAQS OUR TEAM NEWS

Starting an Application

* ACEP.org/GEDA

» Click “Apply Today”
* ACEP Members log in with credentials
 Non-members create a new account

* Click the “New Application” button
|
N

Use Chrome!

ion Program

ato ensure that our APPLY TOD#



Select Level

American Cc — ]
R} 5 My Applications Hi Jana Vv
]: me / c1ans

Lrwrger e et

IA Application Portal

:ditation Levels

sriatric Emergency Department Accreditation (GEDA) program is an ACEP governed national accreditation program which strives to improve the care of older adults presenting to the ED. This accreditation system promo
) and education; geriatric focused policies and protocols including transitions of care; quality improvement and outcomes; and optimal preparation of the physical environment.

ogram offers three levels of accreditation with increasing requirements. Level 3 is designed to be within reach of every hospital, and Levels 2 and 1 are designed to reflect an increasing commitment to senior specific care
riate for their institution given current resources and strive to reach higher levels of accreditation over time. To help determine which level is most appropriate for your institution see FAQs. See a list of accredited sites hel

Level 3 accreditation is an entry level accreditation; represented by an ED :
ith one or more geriatric specific initiatives that are reasonably expected to
levate the level of elder care in the emergency department. Physician and
urse personnel are identified and trained to implement these efforts.

Level 3 Accreditation

The online GEDA application fees are listed below:



E American College of ol 7o,

Emergency Physicians®

ACEP { Geriatric

Emergency Department Accreditation

ADVANCING EMERGENCY CARE ‘\_

\

Terms & Conditions

- Read the terms & conditions

Terms & Conditions

i E American College of
e
AN

Emergency Physicians
ADVANCING EMERGENCY CARE A

Geriatric Emergency Departiment Accred
Terms and Conditions

I. Program Overview:
The Genatnic Emergency Department Acaeditation (GEDA) Prog
institutions that aspire to provide excellent care to older adults, usi
American College of Emergency Physicians’ (ACEP) Policy Statel
Department Guidelines™ as approved by the ACEP Board in Octob
been devdoped by consensus among experts in the field of geniatri

[ | By checking this box you are agreeing to the Terms and Conditions




- . American College of oy
C h e c k I I St Emergency Physicians’ | AGEP/Geriatric

Applicant Information Level 3 Checklist

* Application fields

My Information
Applicant Information
Full Name
. Thompson, Jana
eCKIIS
Program Information
Position
Staffing
Phone
Policies and Procedures
Phone Type v
Email Physical Environment
jthompso03@jpshealth.org
Sign and Submit

You must complete the
“Applicant Information” tab

ED Site Information

ED Site Name

entirely to navigate to additional
tabs




Sign and Submit

Once each tab is complete,
1. Click “Sign and Submit”
2. Sign the app

3. Click “Checkout”

L samy Ereaprs w or warswaEw

Outcomes Measures

Equipment and Supplies

Physical Environment

Sign and Submit

Richard L. Roudebush VA Medical Center
Emergency Department

Sign and Submit

| agresa 1o work with the site reveewer io armange the
upcoming sie vl and pay for all associated costs incurred

due b0 the Sibe vissl, (Le. aarfare, hole
By signing this form, | afles] that the miformaiaon in this

application s true and comect bo the best of my knowledge

=
Wi a 55, plaa
AT L
ACEP Genaing Emeage L e
Acoredfaieon e =
Oinciy wou hanve your PO numbar, pleacs rebam o The chackout pags
]| - 1 -



Checkout

(1) Select “PO"

(2) Then apply for
credit

> Fill out form

» Will receive
automated
response that
credit app
received

ACEP | Geriatric

T TR

Summa ry

Geriatric ED Accreditation Lewel 1

Tax

Order Total

Payment Method

Credit Card

@ Purchase Order

$15,000.00

£0.00

$15,000.00

|
a
[l

Application for Credit

Credit terms have not been approved for this
account. Please provide the following information
to apply for credit. After your application has been
approved, you will be notified by email and you will
need to return to complete the checkout process.

Country
United States

Address 1

1481 west 10th st

Address 2

City
Indianapolis

0 Credit Application
Submission

Your application for credit has been
submitted. We will send an email to

Elawg 13@gmail.com once your application is
approved so you can complete your purchase.

For questions or concerns, please call us at
(B44) 3E1-0911, or email us today.

You're almost
finished!




i American College of vl 7,
Emergency Physicians® v

| ACEP(Geriatric

—\/ Emergency Department Accreditation
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ADVANCING EMERGENCY CARE

Enter Your Unique Code

« With in 48 hours, you will receive an email from Nicole -
with instructions on how to enter your code and stbmit;
1. Log back into your application Nl
2. Re-click “Sign and Submit”
3. Put code provided into PO area

@ Purchase Order

4. Click “Submit” button
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ADVANCING EMERGENCY CARE _\51‘_
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ACEP ( Geriatric

Emergency Department Accreditation

Submission

« Once you enter your application
Prime code and submit, ACEP wiill
send an automated confirmation
email similar to this =2

* Review process is approx. 18-22
weeks.

)

ACEP {Geriatric
Emergency Department Accreditation

Your application for Geriatric ED Accreditation
level 2 was received.

Thank you for submitting Rochester General Hospital application for Geriatric ED
Accreditation! The application can take up to 14 weeks to make its way through the entire
accreditation process. Once payment has cleared, your application will be reviewed by
ACEP's staff and assigned to two expert panelists. In the case that the reviewers have
questions with your application, they will communicate with you via the Comments section
of your application. The Geriatric Board of Governors holds the authority on the final
review and vote.

If you wish to check the status of your application at any time, please visit the Application
Detail page. You can also contact us via the Comments section within the online
application.

Kind Regards,
Nicole Tidwell

Q GEDC



“Review Process”

46 | © 2022 Geriatric Emergency Department Collaborative |
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Emergency Physicians® : "(

ACEP ( Geriatric

ADVANCING EMERGENCY CARE

1 ‘L— Emergency Department Accreditation

Review Process

* Pre-determined submission dates Important Application Information
Applications reviewed in stages and take into Due to high demand, the GE[_lA ffccreditaﬁﬂn prc:cess is currently
. ere . . . four months. Please note price increases went into effect on July
account initial application review notes. R
1. Admin Review Application due dates (cut-off) cycles:
: - : January 31, 2022 March 28, 2022
2. First Clinical Review 2
-one geriatric EM nurse or physician May 22, 2022

3. Second Clinical Review
- two panel reviewers
- vote to approve or ask for revisions

4. GEDA Board Review and Vote



=28 American College of LI
Emergency Physicians®
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ACEP,( Geriatric

—-.,-* ‘L— Emergency Department Accreditation

ADVANCING EMERGENCY CARE

Award Details

American College of Emergency Physicians

. GERIATRIC I:MI:P\LII:N(A DEPARTMENT ACCREDITATION
o Award Granted

The Geriatric Emergency Department Accreditation Program Board of Governors

» Applicant notified via portal and email ottt mancsane gl s of
) : Anne Arundel Medical Center
» Marketing assets accompany email

has been found to meet v exceed the standards and requirements of the ACEP Geriatric Emergency Department Accreditation Pragram and therefore grants this

» Formal letter & certificate mailed to W %@WM

Leadership
in the disci pl ine o
/—\ GERIATRICS IN THE EMERGENCY DEPARTMENT

Effective October 4, 2021 - Expires October 4, 2024

AMERICAN COLLEGE
OF EMERGENCY PHYSICIANS

AMERICAN COLLEGE
OF EMERGENCY PHYSICIANS

(Vegmr  Heset

(BA, FACEP, Presidenr, ACEP Kevin Bacse, MD, MAT, Fa

nnnnnnnnn

GERIATRIC

EMERGENCY DEPARTMENT

D

Q GEDC



Questions?

Nicole: ntidwell@acep.org

Amber: ahartmen@acep.org

49 | © 2022 Geriatric Emergency Department Collaborative |




Geriatric EDs:
Implementation Tips,
& QI resources

Aaron Malsch
MSN, RN, GCNC-BC

Geriatric Emergency Department
Collaborative Implementation

Geriatric Emergency Department
Accreditation

& GEDC



Key Application Criteria: Level 3 Accreditation

Physician/RN Champion Protocol and QI
« Education « Existing policy vs. GED protocol
» Job Description « Metrics

« Adherence
- . General Tips for Success
e Mobility and Nutrition 0 Pre-Peri-Post Application




Key Application Criteria: Physician & RN Champion

Job Description Education
= Describe Role & Responsibilities = Must be Geriatric Specific!
— Document for each discipline n Physician; 4 CME
— Similar R&R, Teamwork — https://geri-em.com
= How they support Program, ED, Site, & — https://gedcollaborative.com/clinical-
Staff curriculum/
— Q7? meetings, review metrics, provide = Nurse: NOo minimum
feedback, report to ED & Hospital, educate
staff, etc. — ENA GENE courses 1-3
= Different than HR documents, CVs, etc — Beginner-Expert
= Minimum is RN & MD Champ — https://enau.ena.org/Public/Catalog/Main.as

px?Criteria=19

— Multiple is helpful to provide feedback on
different perspectives and shifts



https://geri-em.com/
https://gedcollaborative.com/clinical-curriculum/
https://enau.ena.org/Public/Catalog/Main.aspx?Criteria=19

Key Application Criteria: Protocol

Existing Policy vs. GED Protocol

= Build upon what is existing
— |E: Don't wait for new EHR tool
— |E: Its ok to use paper...for a while

= Clearly Defines WHAT is different for Older
Adults

— |E: Urinary Cath Policy as a start, but what
is the new screening, assessment,
interventions, metrics, staff education, etc

Transition Beyond the ED

= Process for improving transitions

— |E: Falls protocol- Referrals to out-patient PT
and/or PCP for fallen pts

Evaluation

= Clearly describe who, what, when, &
frequency of reviewing the metrics

— Bake in Metrics into process

— Process Measures VS Patient Outcomes

= |E: RN complete ISAR on all older adults, >3
scores are referred to CM & MD for
discharge. The Geri ED champs presents
data monthly, team reviews & make
changes to decrease rate of 72hr & 30day
ED revisits.

— RN ISAR % (Process)
— % + pts with post ED services (Process)

— 30day ED revisit (Patient Outcomes)




Key Application Criteria: Mobility & Nutrition

Access to Mobility Devices Access to Nutrition

= Patient use in the ED (*not DME) = 24/7 Access

= Hospital approved devices = Range of choices, not just apple sauce

= Describe: who uses them, where are they = Describe: Regular tray service AND how
located, how to access them, How is staff you provide nutrition afterhours
educated

= Take a picture!

= Take a picture!

https://gedcollaborative.com/jgem/vol2-is1-sup3-clinical-
aspects-of-providing-a-meal-of-an-older-patient-in-the-ed/



https://gedcollaborative.com/jgem/vol2-is1-sup3-clinical-aspects-of-providing-a-meal-of-an-older-patient-in-the-ed/

Sample Documents

Welcome Guest,

CONTACT GEDA MY APPLICATION APPLY TODA

HOME ACCREDITATION LEVELS ABOUT THE PROCESS FAQS OUR TEAM NEWS & EVEI

THE PROCESS

SAMPLE DOCUMENTS

)

T~

ACEP { Geriatric

Emergency Department Accreditation HOME ACCREDITATION LEVELS

>

Sample Documents

To facilitate the application process, we recommend that you gather the
appropriate documentation before beginning the application. Below is a
checklist of some of the documents needed to complete the application.
Sample documents for these items have been provided below. Documents
must be uploaded in PDF format.

Staffing

Education

Policies / Protocols Guidelines & Procedures
Quality Improvement

Outcome Measures

Equipment & Supplies

Physical Environment

Welcome Guest, Log In

CONTACT GEDA MY APPLICATION APPLY TODAY

ABOUT THE PROCESS

[« [¢= [e

[

FAQS

[ [ [ [ [ [ [e

OUR TEAM NEWS & EVENTS

[ [ [ [ [ [ [e

Q GEDC



General Tips for Success

It's a JOURNEY not a destination Interprofessional

It's not going to be perfect at the start
...0ngoing, continuous improvement.

Empower all disciplines at all levels

Economies of Scale at Prime: Align with Existing Resources
= Multiple Sites & 1 Goal = Shared governance

= Organize multi-site work teams = Quality

= |everage teams for Protocol = ACO’s

development, Metrics, Job descriptions,
Charter



Level 3 Accreditation

Champion Education

« Role of the Delirium Champion
« Screening Tools & Workflows
« Caregiver Handouts

Mobility and Nutrition

Protocol

« Existing policy vs. GED protocol

« Additional overlay with existing

e Evaluation: Clear describe who, what,
frequency of metrics

 Process Measures & Patient Outcomes

General Tips for Success

Pre Peri-Post Application
Multiple Sites & 1 Goal

« Economies of Scale: Protocol
development, metrics, Job
descriptions, charter

 Interprofessional: Empower all
disciplines, define roles &
expectations

« Journey, not a
destination...continuous
improvement...Not going to be
perfect at the start

 Align with Existing Resources:
Shared Governance

& GEDC



GEDCollaborative.com

Resources O GEDC

Events  Research

« Implementation Toolkits

Resource Library

e Clinical Curriculum

« Journal of Geriatric Emergency Implementation Toolkits
Medicine*

Clinical Curriculum

e On-Demand Webinars

Journal of Geriatric Emergency Medicine

 Blog

° We b | nars On-Demand Webinars
° Office Hours GEMCast Podcast

« Tailored, unsearchable resource Biog
pages for partners

« Tailored Team Training

«  Skills Fair (coming soon)
« Geri-EM (coming soon)

«  GEMCAST Podcast

& GEDC



N e

GEDC WEBINARS s

Geriatric Emergency ¥ : i : il
Department “ e : Murse-led Case Manageme

the Front Line of the Gerl ED
= Wo

A GEDC Expsart Panal Webinar

Expert Panel Webinars

Healthcare providers & participants from
across the nation and world

EXPERT PAMEL ) GEDC - EXPERT PANEL

UK, Germany, Mexico, India, Austria, Ireland, Australia,
Canada, China...

Observation Units
in the Geriatric ED
Wabinar

EXPERT PAMEL

Seoft Wilhar, WD, MiEH
Chief Medical Of i,

saurt Capmed Health Systom,

T e Y Columbus, Ohio
The Geriatric ED: Making the Case Ula Hwang, kD, MPH FHBERT PAHE
for Its Financial Impact GELT EvaluationFi g e
Yale Schoal of Medicine ol it ol
Professor of Emergercy B S cpriars
hradicite, Vice Clalr o P L-:r;:”mm_w,
mgﬂ-mﬁm SAN DIEGO COUNTY ; - am wrdisciplinary Taam in Back gy 1. 06
SENIOR EMERGENCY CARE : ' ’ TR Chaperimn an EI'M’:S
HevinBiese, WD, MAT i - - Aadecc e ALaor Haskh
ﬁ;l:;.iosu RS implernariation | INITIATIVE o A
UNG School of Medicine Quadity Im @ am; ’ gy e L
Directorof the Division of Managing Falls and e ED " | Pl A T
For more details mg? Emenmency . i i o Ante o, G2 4
leass visit = i 3 il
‘ T s : St

ik g




& GEDC

Q LRGN Events  Research

Implementation Toolkits

Toolkits to assist in starting quality geriatric-focused improvement initiatives in your

emergency department

shareon ] ¥ In

B TOOLKIT
ED-DEL Change Package and Toolkit

May 10, 2021

This Change Package and Toolkit is designed to
provide a structured approach, change strategies,
resources, and a step-by-step guide to help you set

up a Delirium Program in your ED.

B TOOLKIT

Dementia Implementation Toolkit
May 20, 2020

A dementia quality improvement implementation

B TOOLKIT
Falls and Mobility Implementation Toolkit

May 20, 2020

This toolkit offers resources that are designed to
allow you to create sustainable quality improvement
in the care of older adults who have fallen or are at

risk of falling.

B TOOLKIT

COVID-19 Resource Toolkit
November 25, 2020

This toolkit contains a curated collection of

Partnership My Account Logout Y in

B TOOLKIT

Delirium Management Implementation
Toolkit

May 18, 2020

An adaptable resource for implementing the best
standards of care of older adults in the Emergency

Department.

& GEDC



The Journal of
Geriatric Emergency

Medicine (JGEM)

About JGEM

A peer-reviewed publication that works in
partnership with the Geriatric Emergency
Department Collaborative (GEDC).
https://gedcollaborative.com/resources/journ
al-of-geriatric-emergency-medicine/

Mission

To improve emergency health care for older
adults by providing an open access, peer-
reviewed, quality education and dissemination
platform giving providers in all disciplines the
evidence they need to enhance emergency
care for older adults.

JOURNAL OF GERIATRIC
EMERGENCY MEDICINE

September 27, 2021 Volume 2 , Issue 11, Review Article
O GEDC JGEM [

Can an Emergency Department Adequately Address an
Older Adult who has Complex Needs?

Rami Tarabay, MD, Adam Peiry, MD, Riwa Al Andi, PharmD, Michael Malone, MD

INTRODUCTION

he Emergency Department (EDJ) is a eritical component of the geniatric continuum of care. Older

adults comprise up to 25% of ED attendanece and 8% of patients transported by emergency
medical services (EMS.)#4 Despite this, the traditional rapid inear ED treatment framework remains ill-
equipped to meet the complex care needs of many vulnerable older adults.** Upon discharge, the ED-to-home
transition 1= & high-risk time for older adults. About one third of older adults will suffer an adverse result
including ED revisit, eventusl hospital referral, admisson to a long-term care institution, or death within 3
months of the ED visit.? Moreover, extended or frequent ED) vigits and repeated hospitalizations are costhy, It

Teresita Hogan ¥ Michael Malone
MD MD

& GEDC


about:blank

THE GERIATRIC
G E ‘ EMERGENCY DEPARTMENT
COLLABORATIVE

EDUCATE IMPLEMENT EVALUATE

Questions
&
Next Steps

Thank you for your dedication to improving the

quality of care for older adults your Emergency Departments PI.'
1me Healthcare




THE GERIATRIC
G E ‘ EMERGENCY DEPARTMENT
COLLABORATIVE

u n
EDUCATE IMPLEMENT EVALUATE 0 u r M ISS I O n

gedcollaborative.com We bring best practice

into action.
¥ @theGEDC
We transform and evaluate
Interdisciplinary best practice
o In geriatric emergency
Our Vision medicine, and then build and
distribute practical, evidence-
A world where all emergency based clinical curriculum and
departments provide the highest quality quality improvement tools that
of care for older patients support sustainable, quality

care for older adults.



Generously
supported by

¢

& THE 20>
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John A.Hartford

Foundation

westhealth

Institute

O GEDC
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