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Accreditation Statement

In support of improving patient care, this activity is planned and implemented by
Mayo Clinic College of Medicine and Science and The Geriatric Emergency
Department Collaborative (GEDC). Mayo Clinic College of Medicine and Science is
jointly accredited by the Accreditation Council for Continuing Medical Education
(ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the .‘
American Nurses Credentialing Center (ANCC) to provide continuing education for

the healthcare team. JOINT ACCREDITATION

INTERPROFESSIONAL CONTIMNUING EDUCATION

Credit Statement(s)

AMA

The Mayo Clinic College of Medicine and Science designates this live activity for a
maximum of 2.5 AMA PRA Category 1 Credits™. Physicians should claim only the
credit commensurate with the extent of their participation in the activity.

ANCC

The Mayo Clinic College of Medicine and Science designates this live activity for a
maximum of 2.5 ANCC contact hours. Nurses should claim only the credit
commensurate with the extent of their participation in the activity.




Learning Objectives

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

 |dentify focused quality
improvement projects that can be implemented
over the next six months to improve care for
older patients in your ED

* |dentify problems and opportunities in
ED regarding care of their older patients

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

« Demonstrate familiarity with the GEDC Geri ED
implementation resources available to HANYS
ED Sites



1:00-1:20 (20 mins) Welcome & Introductions GEDC / HANYS
1:20-1:40 (20 mins) Why GEDs & Accreditation Criteria Kevin Biese
Don Melady

(Moderator & Presenter)

Tess Hogan, Pam Martin,
Aaron Malsch, Kevin Biese,
Kira Gossack-Keenan
(Presenters)

1:40-2:15 (35 mins) Case Studies — Breakout Rooms

2:15-2:25 (10 mins) Break

ISAR Screening  Aaron Malsch
Delirium Pam Martin
Falls & Mobility  Aaron Malsch
Tips & Resources Kevin Biese

3:25—3:35 (10 mins) l Closing Remarks HANYS
3:35-4:00 (25 mins) l Questions, Next Steps & Wrap Up GEDC

GED Implementation
& GEDC QI Resources

2:25- 3:25 (60 mins)
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Tips for Participation v
Q. Find a participant
GET THE MOST OUT OF YOUR BOOTCAMP ) oo oo o .
a Awang 0- OSt, me Y
o Laura Stabler (Host) g ™
Open your zoom chat! (bottom toolbar) B onmaise ¢ o
We encourage dialogue in the Zoom Group Chat
Please write your comments, experiences at your hospital, | © © © © ©
feed baCk, questions. yes no go slower  go faster more clear all
Invite Mute All Unmute All
° S Z G Chat
Smile! Turn on your cameras! © v ZeomGroupcha
loses their connection.
From Me t
"‘ SF May 5th participant packet dr...
. . . . ' } 5.49 MB
Technical difficulties:
Please text Conor Sullivan: 910-200-1312 o e T
or Heather Wojtarowicz: 501-504-4406 i .
0. Everyone v e
Type message here...




]chse ’theI _Zl_cr>]otht[1at_” )
- ° ture! I'he chat will be
What if | have Questions!? ’E] monitored and we will try

to answer questions there.

Consolidate your questions
@ and email
CONTACT INFO

Stay tuned for follow up
sessions focused on the
implementation of the
toolkits we are briefly
introducing today

/—’ OGEDC
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THE GERIATRIC
G E ‘ EMERGENCY DEPARTMENT
COLLABORATIVE

EDUCATE IMPLEMENT EVALUATE

gedcollaborative.com

Mission & Vision

A world where all emergency departments provide the
highest quality of care for older patients.

W e transform and evaluate interdisciplinary best
practice in geriatric emergency medicine, and then
build and distribute practical, evidence-based clinical
curriculumand quality improvement tools that support
sustainable, quality care for older adults.

https://gedcollaborative.com/me mbership/application/

GEDC Members work together to transform ED
care of older adults; catalyze action at local and
national levels to support these care
transformations; and evaluate the impact of these
new models of care for older people.



https://gedcollaborative.com/membership/application/
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~4 HANYS

Always There for Healthcare

Welcome

New York City New York

“*Montefiore Medical Center — Moses Campus (Bronx, NY)
“*Montefiore Medical Center — Wakefield Campus (Bronx, NY)
“*Montefiore Medical Center — Weiler Campus (Bronx, NY)
“*Montefiore Medical Center — Westchester Square (Bronx, NY)
“*Mount Sinai — Beth Israel (New York, NY)

Long Island New York

“Catholic Health Mercy Hospital (Long Island)
(Rockville Centre, NY)
“+Catholic Health St. Catherine of Siena Hospital

“*Mount Sinai — Brooklyn (Brooklyn, NY) 7 - (Smithtown, NY)

<*Mount Sinai — Morning Side (New York, NY) North Country New York < Catholic Health St. Charles Hospital (Port
“*Mount Sinai — Queens (Queens, NY) - N . . Jefferson, NY)

»Mount Sinai — The Mount Sinai Hospital (New York, NY) »UVM Health — Central Vermont Medical Center (Berlin, VT) <Mount Sinai — South Nassau (Oceanside, NY)

“UVM Health - Champlain Valley Physicians Hospital (Plattsburgh, NY) +NYU Langone - Long Island Hospital

“*Mount Sinai — West (New York, NY . : . ; y
.EoNYC Health + Hospigals ~ Queens ()Queens, NY) :}:m\: Egz:m . E/II;ziibg;f:;g\l:vsn(cBﬁm?gtiglg\lj%spltal (Elizabethtown, NY)
:;:mzﬂ ::::gg:: : CB:r;)bobli(layEill-:ospltal <UVM Health - Porter Medical Center (Middlebury, VT)
“NYU Langone — Tisch Hospital (New York, NY
.:oWyckofngeights Medical Cente(r (Brooklyn, N\?) Hudson Valley New York Western New York
“Catholic Health/Mercy Hospital (Buffalo, NY)
Central New York #Columbia Memorial Hospital (Hudson, NY) «+Erie County Medical Center (Buffalo, NY)
“*Montefiore Mount Vernon (Mount Vernon, NY)
<»Bassett Health System — A.O. Fox Hospital “*Montefiore New Rochelle (New Rochelle, NY)
<Bassett Health System — A.O. Fox Hospital (Tri Town Campus) “*Montefiore Nyack (Nyack, NY)
<Bassett Health System — Cobleskill Regional Hospital “*Montefiore St. Luke’s Cornwall (Newburgh, NY)
<Bassett Health System - Little Falls Hospital “*Montefiore White Plains Hospital (White Plains, NY)

+*Bassett Health System — O’Connor Hospital

| © 2020 Geriatric Emergency Department Collaborative | o G EDC
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~4 HANYS

At GE;T»'RC? s P u rs u i n g Leve I 3 Always There for Healthcare

W EMERGENCY DEPARTMENT A&

Bronze - Level 3

“*Montefiore Nyack (Nyack, NY)

“*Montefiore Medical Center — Moses Campus (Bronx, NY) <Montefiore St. Luke’s Cornwall (Newburgh, NY

“*Montefiore Medical Center — Wakefield Campus (Bronx, NY) < Catholic Health/Mercy Hospital (Buffalo, NY)

“*Montefiore Medical Center — Weiler Campus (Bronx, NY) <Erie County Medical Center (Buffalo, NY)

“*Montefiore Medical Center — Westchester Square (Bronx, NY) < Bassett Health System — A.O. Fox Hospital

»NYC Health + Hospitals — Queens (Queens, NY) < Bassett Health System — A.O. Fox Hospital Tri Town Campus
<*NYU Langone - Cobble Hill (Brooklyn, NY) < Bassett Health System — Cobleskill Regional Hospital
“»Wyckoff Heights Medical Center (Brooklyn, NY) < Bassett Health System - Little Falls Hospital

“UVM Health — Central Vermont Medical Center (Berlin, VT) < Bassett Health System - O’Connor Hospital

+UVM Health — Champlain Valley Physicians Hospital
(Plattsburgh, NY)

+UVM Health - Elizabethtown Community Hospital
(Elizabethtown, NY)

“UVM Health — Main Campus (Burlington, VT)

“UVM Health — Porter Medical Center (Middlebury, VT)
<*Columbia Memorial Hospital (Hudson, NY)
“*Montefiore Mount Vernon (Mount Vernon, NY)
“*Montefiore New Rochelle (New Rochelle, NY)

| © 2020 Geriatric Emergency Department Collaborative |

Q GEDC
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* AMERICAN COLLEGE *

OF EMERGENCY PHVSICIANS

4 ACCREDITED

Silver - Level 2

<*Mount Sinai —
<*Mount Sinai —
<*Mount Sinai —

Beth Israel (New York, NY)

Brooklyn (Brooklyn, NY)

Morning Side (New York, NY)
“*Mount Sinai — Queens (Queens, NY)

“*Mount Sinai — West (New York, NY)

“*Montefiore White Plains Hospital (White Plains, NY)
“*NYU Langone — Brooklyn (Brooklyn, NY)

<*NYU Langone — Tisch (New York, NY)

“NYU Langone - Long Island (Mineola, NY)

OF EMERGENCY PHY

A canmTE

x Pursuing Level 1

Gold - Level 1

“*Mount Sinai — The Mount Sinai Hospital (New York, NY)

| © 2020 Geriatric Emergency Department Collaborative |

f.&rﬁnmz.ﬂ.kn Pu rsumg Level 2

~4 HANYS

Always There for Healthcare

% Catholic Health Mercy Hospital (Long Island) (Rockville
Centre, NY)

< Catholic Health St. Catherine of Siena Hospital (Smithtown,
NY)

< Catholic Health St. Charles Hospital (Port Jefferson, NY)
<*Mount Sinai — South Nassau (Oceanside, NY

Q GEDC



Geriatric EDs:
The Why?

Kevin Biese
MD, MAT

Geriatric Emergency Department
Collaborative Implementation Pl

Chair, Geriatric Emergency
Department Accreditation

& GEDC
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Geriatric ED Guidelines

Four Critical Components of a
Geriatric-Appropriate ED

Connection
with

community

Geriatric ED
W [_&QE%—_ | ane ’7 s e Guidelines 2014

Processes




Critical Role of ED in Cost and Care Trajectory

* 60% of older adults admitted to hospital
come throughthe 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

i m p I i C a.ti 0 n S (ad m it VS . d iS C h arg e) Kristy Gonzalez Morganti « Sebastian Bauhoff « Janice C. Blanchard

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

® Average admiSSion >$22’OOO Edward N. Okeke + Arthur L. Kellermann

 ED makes decisions with tremendous care
implications

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




A new library of

literature supports
eriatric EDs

as a solution

Health Affairs

M

The Journey Of Genatric Emergency Medicine
Acceleration, Diffusion, And Collaboration As

Keys To Continued Growth
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A Geriatric Emergency Service for Acutely Ill Elderly Patients:
Pattern of Use and Comparison with a Conventional Emergency

Department in Italy

Eabio Salvi, MD," Valeria Moricki, MD," Awnalisa Grilli, MD, Raffaclla Giorgi, MD,"
MD, " Stefano Polanara, MD,* Giseppe De Tommaso, MD,’
and Paols Desst-Fulgheri, MD*

Liana Spazzafumo,
Alessandro Rappelli, MD,*

The current disease-oriented, episodic model of emergency
eare dress th lesc needs of old

adults presenting to emergency departments (EDs). Dedl
cated ED facilities with a specific organization (¢.g., geri-
atric EDs (GEDs)) have been advocated. One of the few
GED experiences in the world s described and its outcomes
compared with those of a comventional ED (GED). [n 2

200 acutely ill :l.mr paticnts prescnting to tur ucban EDs

Iderly people are an ever-increasing population in over-
crowded emergency departments (EDs)." T}

plex medical and social needs require more time and

resources than those of younger adults. ' Older adults are

frequently admiteed! ) and when discharged from the ED

face adverse health outcomes such as ED recurn, hospital-

iation, fnctional declne, and death 2
It is widely agreed that the current oriented,

heir com-

mAnuma Tnaly, identifiers and lrlngr clinical, and social
dat:

carly (30-day) and late (6.month) ED sevio, reqoent ED
seturn, hospital admission, and functional decline. Dearh,
functional decline, any ED revisic and any hospital admis.
sion were ako considered as a composite outcome. Odds
satios and 95% confidence intervals (Cls) were calculated.
Overall, GED patients were older and frailer than CED
patients. The two EDs did not differ in terms of early, late,

episodic o  docs not adequatcly ad-
dm.».<mmplamu,..mdnpa..c..wvn.gm of EDs
is to provide acute intervention and timely health care to all
paticnts with emergent or urgent problems. When a

scally complex older person with reduced mobiliy, im-
paired memmory, or poor social support presents to the ED,
thesysem expeiences criss, slows down, and becomesin
efficient. Unfa of the ED staff with the manag

SpeciaL CONTRIBUTION

| further complicates the clinical

Association Betweon Physical Thorapy in the Emengency
Department and Emergency Department Revisits for Older

Adule Fallers:

A Nathonally Repeesentatve Analysis

POLICY STATEMENT

Opnmal Older Adult Emergency Carm lntroducmg
17

y Geriatric E

From the American College of I':lergcncy Physnclans, American
Geriatrics Society, Emergency Nurses Association, and Society for
Academic Emergency Medicine
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A Profile of Acute Care in an Aging America:
Snowball Sample Identification and
Characterization of United States Geriatric
Emergency Departments in 2013

Teresita M. Hogan. MD. Tolulope Oyeyemi Olade. and Christopher R. Carpenter, MD, MSc

Abstract

POLICY STATEMENT

Geriatric Emergency Department Guidelines

RELATED ARTICLE, P. el.
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INTRODUCTION
Acconding to the 2010 Census, more than 40
Americans were aver the age of 65, which was “more pople than
in any previous cenwe.” In addition, “berween 2000 and 2010,
the population 65 yers and aver incressed 2t 2 fster rate than
the toral U.S. population.” The census data abo demonstrared
thtthe poplat oder i growing 41 rae skt three
times the general population. The subsquent increased need for
heleh care for this burgeoniag geriaric population represcnts an
unprecedensed and overwhelming challenge to the Amerscan
bk o a3 whele md 0 mcrgnc deprrmen
(EDY) specificall.* Geritric EDs began appearing in the
Unied Sees i 2008 2 have become icocuingly common.
The ED b uniquely positioned 10 play a rol in improving
care 1o the geristric populacion.” As an everincreasing access
posne for medical care, the EDD sis at 4 crossroads berweens
apen: sl ompion: con (P ) Syt e 1
represcas opical admimiors i the sived St of
b ergrotcdelges refpmrgaada dingoosi

millon

E

bt can sho impuce the decision w unlize relatively
expernive inpatient modalitics, or les expensive outpasent
wrestments. ' Emergency medicine experts recognare similar
chalienges around the world.'* Gerharic ED core peinciples have
been described in the United Kingdom.

Furthermore, 45 the initial ste of care for both inpuatient and
outpusient evenes, the care provided in the ED has the
‘opportunity w “sex the stage” for subscquent care provided.
More sccurate diagnoses and improved therspeutc messurc can
ot oely expedite and improve inpaticnt outcomes, but
can cfctively gide the allocatian of sexousces towards 3 patient
population that, in genenal. utilizes significantly more resources
per event than younger populations.” * Geratric ED patients

repecsent 43% of admissians. including 48% admitted 1o the
intensive care unie (CU),' " On average, the geristrc patient
b an ED lengh of seay thus is 20% bonger and they use 0%
saging, services thin
addicion, geristric ED patients are 400% mare likely o require
social services. Despite the focus on geristrc scute care in the ED
manifes by disproporionate ue of rewources, thee patienis
frequendy lesve the ED disutisied and optiml outcomes are
ot consistendy atzined

mare Lab

Derpite the fact that the grriaric patient population accounts
foe » large, e ever increasing, proportion of ED visi. the
contemporary emerpency mediine munsgemen model may not
be adequate for geratric adults. * A number of challenges
emengency medicine o ciccinely s rehubly improve post-ED
geristric abuk outcomes  Multipl seudies demor
emergency physxias” perceptions about inadequate geratric
emengency care model waining,  Many common gerisric ED
preoblem remain under-researched lesving uncertanty in optimal
iageemens strsegies. ™ In additon, quality indicarors o
minimal standard geriatic ED care contioue t0 evobve.’ Okder
AR N M ol e, then oyl
medcations. and complex physolog changes
e caonge ™ Programs spacicaly deigasd  edbes
these concerns are a realstc opporunity t improve care
Similar pevgramss designed for ocher age group (pediatrcs) oe
directed towards specific disemes (STEMI, stoke, and traums)
K improvd com b i i EDs md s
resuking in better, mose cost effctive care and ultimately better
patient outcomes,

GERIATRIC ED-PURPOSE

The purpose of these Geristric Emengency Department
Guidelies is to provide a sandardined set of guidclines that can
cffstively impeome the care of the geriatt: popalstian and which
s feasble to implement in the ED. These guidelines create 3
template for watfing, cquipment. educition, policies and
procedures. follow-up care, and performance improvement
emar. W implemcnied cobaciely. 2 grieic ED cn

S ol e ek o b iy
allocae health care resources, optimize sdmission and
rexdmission rates, while simubancoudy decreasing Utrogenic
complicarions and the rovlant increased kngth of suay and
decreased reembunsement

Volume 65, %0, 5+ May 3014

Asasb of Emengency Medicine €7

e o emergrncy deparmens L0s) Swien show

patient]
iy of

Geriatric Emergency Department Innovations: Transitional Care
Nurses and llmpiul Use

uts. The special
y may not be aligned

groups, and this trend will continue well
Asaresltof this de nmwplu. shift

TY IMPROVEM

The Geriatric Emergency Department
Ula Hwang, MD, MPH,*" and R. Sean Morrison, MD'!

may help 0 address these
the quality of care of elderly p

OLDER ADULTS AND THE ED

Henges and therchy improve
ople in the ED,

el ot o
trom an w |. priorities for how ED physical design and care is
MEDICINE 2 et triage and Jupum\ may be impossible
e older patient with mu peiditicn polyphar
1 'y, and functional and uq,m!lv
resents with subtle of mu.nl
——— Hsiee: n use of Geriatri gency Department lnter
Departme aral and poocess of care ad- con be
1L 30t the inrie hespocial care s folder pinc may o unit* In addition, older patients are also more likely to
J.m.( s these challenges. ) A  of diagnostic tests, spend longer
4 Septusb charges for their ED ser
s journat
o ot pet sz wnrd\. e
R Carpres ‘The Disconnect Between Emergency and Elder Care
The KD s 8 unique cnvronmend where highly specialzed
1o the acutely ill and injured and safety net
care is provided to disenfranchised and vulnerable popula
tions. Although studies have begun to demonstrate dispar
|| ost of the 20th ~cmwy the growth of the popu are for older adults, most have focused on specific
e— i 65 and older has far outpaced other age h tcally at

. ¢ mode of ED care
o

ay not |

ciaries will be aged 8
Asthe U.S, |m|m|

b
a 2030, By 2050, ncarly 25% of Medicare pdery

jon continues o age, the healthcare
system will need to face and embrace the cha

i for older adulis. Care for elderly people is
being sought in emergency Jqummmn (D), whuz older

and e heskl elated qualiy of e th
7% of older adults dischai
it

F

i x|(nr|

creasingly lmnnhmlurdmlm

present
stay longer for more extensive diogs

environmental factors may be associated
s

e, oldet adul ssé at

greicr ek for medica complicaions fue

indicat

nal decline,
were be
e from

¢ is rendered, Spa

older are
not .<| sied with the priorities of I\nw | 1> physical space is
desi

is planned

ofquick patient

physical layout of 8 tradi

al ED is focused on maximal
use of resources. Privacy is forsaken at the exp
proving throughput so that curtains rather th

s bariers between beds in a “,..mx D, allowing
or gre: f mancuverabil ement of multipl
pa shared bays d |urmd« of crowding, Give

0002 Ka141071813.00
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Greater than 90% of Accredited GEDs launched
without external funding

INITIAL OUTCOMES AT A GLANCE

GREATER LOWER 16.5% LOWER
Patient COSTS Reduced risk of RISK
Satisfaction Leveraging hospital Of 30-day fall-
" interdisciplinary readmission | related ED
team revisits

(o) westhealth



DECREASE READMISSIONS

Recent update from SE US site:
13 Estimated Readmissions Prevented over first 3 months

DECREASE ED REVISITS IN HIGH-RISK POPS.

Midwest GED site: 9% decrease in ED revisits
JAGS article: PT in the ED associated with reduced 30- and

What can a 60-day revisits (p<0.001).

Geriatric Emergency INCREASE MARKET SHARE

Actual case: Urban safety net hospital seeking more

Medicare patients.
De partment do Actual case: Hospital in competitive area w/ many
fo r m h OS ita I ? “snowbirds” seeks differentiation
y pital:

BETTER CENSUS MANAGEMENT

CFO of academic system in NE: “l am tired of seeing the air-
ambulance fly over us because we are on diversion. This can
help us put our beds to better use.”

INCREASE STAFF SATISFACTION

Result seen at multiple health systems across all levels of

accreditation
&) GEDC




Level 3 Good Geriatric ED Care

« At least one MD and one RN with evidence
of geriatric focus (champions) T

« Evidence of geriatric focused care NWEERIATRIGH
initiative

« Mobility aids
 Food & drink 24/7

&) GEDC



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
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



Key Application Criteria: Physician & RN Champion

Job Description

Describe Role & Responsibilities

— Document for each discipline

How they support Program, ED, Site, &
Staff

— Q? meetings, review metrics, provide
feedback, report to ED & Hospital

Different than HR documents, CVs, etc

Minimum is RN & MD Champ

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

Education
= Must be Geriatric Specific!
= Physician: 4 CME

— https://geri-em.com

— https://gedcollaborative.com/clinical-
curriculum/

*= Nurse: No minimum
— ENA GENE courses 1-3
— Beginner-Expert
— https://enau.ena.org/Public/Catalog/Main.as

X?Criteria=19



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

Patient use in the ED (*not DME)
Hospital approved devices

Describe: who uses them, where are they
located, how to access them, How is staff
educated

Take a picture!

e — [N

= e

Access to Nutrition
= 24/7 Access
= Range of choices, not just apple sauce

= Describe: Regular tray service AND how
you provide nutrition afterhours

= 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/

American College of e

Emergency Physicians® 2
S ACEP,(Geriatric

/
ADVANCING EMERGENCY CARE ———— v \«— Emergency Department Accreditation

rq Welcome Guest, Log In

ACEP,(Geriatric e

Emergency Department Accreditation HOME ACCREDITATION LEVELS ABOUT THE PROCESS FAQS OUR TEAM NEWS & EVENTS

Sample Documents

Welcome Guest,

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.

HOME  ACCREDITATIONLEVELS = ABOUTTHEPROCESS FAQS OURTEAM  NEWS &EVEl Sample documents for these items have been provided below. Documents
must be uploaded in PDF format.
THE PROCESS
B Staffing 3 3 &,
é / i Education A & 3,
Policies / Protocols Guidelines & Procedures 3 3 3.
Quality Improvement &, &,
Outcome Measures &, 3,
Equipment & Supplies 3 3.
Physical Environment ¥, &, &,

Q GEDC



5 Internationl Sites

412 Accredited Sites

Nationally: 412 across 45 states ,, -

Level 2
Level 3

— °m

Level 3

Level 3

» Thailand

Level 3

& GEDC




Synergy:
Geriatric EDs Are Expanding Along With GEDC Membership

W 3 Internatlonal Sites 41 2 Accredited Sites 5 International Sites

'ﬂ‘ .
Nationally: 412 across 45 states
Canada
‘ L I2

Brazil

Greater Patient Lower Costs 16.5% Reduced risk of LOWER RISK Of 30-day fall-related
Satisfaction readmission ED revisits

O G E DC © 2019 The Geriatric Emergency Department Collaborative



Case Studies

Mrs. Cado Mrs. Schwach Mrs. Perdito
78-year-old woman A 80-year-old woman, UL
with a broken wrist e %\ ot feeling right “Mom woman, unclear

‘ready for discharge” | (S = &=  seems alittle off’ reasons for visit

“must be a UTI"

With your GEDC Expert

With your GEDC Expert
Aaron Malsch

Kevin Biese

With your GEDC Expert

Pam Martin
Mrs. Cad Mrs. Schwach _ Mrs. Perdito
rs. +ado 80-year-old woman, 79-year-old

78-year-old woman
with a broken wrist
“ready for discharge”

woman, unclear
reasons for visit;
“must be a UTI”"

not feeling right
“Mom seems a
little off”

With your GEDC Expert

' With your GEDC Expert
Don Melady With your GEDC Expert y p

Tess Hogan | Kira Gossack-Keenan

& GEDC



« What challenges would you have when managing this
patientin your ED?

« What components of Accreditation (e.g., any of the care

processes) would improve care for this patient?




Mrs. Cado

Challenges Care processes

& GEDC



Mrs. Schwach

Challenges? Care processes?

& GEDC



Mrs. Perdito

Challenges? Care processes?

& GEDC



Break

10 minutes



Implementing Care Processes to Prepare
For All Levels of Accreditation

ISAR Screening and Falls and Mobility

Aaron Malsch

Delirium Screening w/ Follow-up

Pam Martin

Implementation Tips & QI Resources
Kevin Biese

Q GEDC



Geriatric Emergency Department
Processes

ISAR Screening Tool:
ldentification of Senior At Risk (ISAR)

== €3 AdvocateAurora



Objectives: ISAR

* Why does this matter?

« What tools are available?

« Where can this happen in workflow?
 Who does it?

« What to do with the info you come up with, i.e.
what happens next?

« What metrics can identify success?

ok ¢ AdvocateAuroraHealthr



Purpose of Geriatric ED =TT,

GERIATRIC

EMERGENCY DEPARTMENT

« |dentifyunique challengesencountered by older

adUltS |n the ED Sett|ng : RN performing ISAR &
» Screening, Assessment, Interventionin ED SR R

« Coordinate post-ED care transitions and follow up
care for vulnerable older adults D orders ost.ED
* Promote Post-ED Service-to Orders (T3 services &RNCM

executes orders
 Promote best outcomes for patients including
avoiding unnecessary admissions and reduce revisits

 Reduce ED revisit & Hospital Admissions e e elts
<:I successful in their homes

& Cost Reductionto AAH

gk ¢ AdvocateAuroraHealthr



Screening: Why does this matter?

« Emergency nurses are uniquely positioned to
assess for risk and special needs of the older adult

patient

« Screeningtools are the start to formulating
individualized treatment plans and developing
patient centered disposition planning

 There are numerous screening tools:
Identification of Seniors At Risk
InterRAI ED
PRISMA-7

ok ¢ AdvocateAuroraHealth



Screening: Why does this matter?

A Tale of Two Ankle Fractures*
e Mr. Jones e Mr. Smith

*Source: Dr. Adam Perry ok ¢3 AdvocateAuroraHealth



Mr. Jones Mr. Smith

ok ¢ AdvocateAuroraHealth



ISAR: Why does this matter?

« Identification of Seniors At Risk (ISAR), most well studied risk
tool

e 6 Question Tool

« Designed & Validated for patients 65 years and olderin the
ED

« Predicts admission, LTC disposition, even death.
« >2scoreis at Risk (Sensitivity from 72% to 94%)

« Easyto ask, easy to answer,and administeredin less than 2
minutes.

=k ¢> AdvocateAuroraHealth:



ISAR: Where can this
Happen and Who Does

it?

Utility in the ED:

RNs in Triage or the Assigned RN

>65 years olds

>2 or more could triggera
consultation with a GEM nurse

0-1 No Risk
6 is the highest Risk

Triage

4 patients have a similar name to this patient.

@©ISAR Elder Alert - ISAR Elder Alert

1/21/2020

BesiPractice

Arrival Info

Arrival Doc

Chief Complaint

ED Triage MNotes
Infectious Screening
Vitals

Pain Assessment
Triage Treatment

Frimary Assess

Allergies
Acuity

Home Medications
History

Abuse Indicators
Annotated Images
Immun Update

Immun. Rpt

ISAR Elder Alert

Triage Complete

AD History

Documentation

Columbia Suicide
Suicide Interventi. ..
Sepsis Report

Sepsis Screening

Time taken: |0820

~ ISAR Elder Alert

Before the illness or
injury that brought
you to the
Emergency, did you
need someone to
help you on a
regular basis?

In the last 24 hours,
have you needed
more help than
usual?

Have you been
hospitalized for one
or more nights
during the past 6
months?

In general, do you
have serious
problems with your
vision, that cannot
be corrected with
glasses?

In general, do you
have serious
problems with your
memory?

Do you take six or
more different
medications every
7

dy:

L= ISAR Score

> AdvocateAuroraHealth

8 values By ok Create Note

« Close

1=Yes 0=MNo

1=Yes 0=MNo

1=Yes 0=MNo

1=Yes 0=MNo

1=Yes 0=MNo
¥ Cancel




ISAR: What is done with the Info?

« Communication & Critical Thinkingis essential for an effective
Geri ED

« What are the key information or ‘clues’ to understanding
the broader clinical and SDOH situation

« Communication can happen differently: EHR, verbally, face-
to-face, telephonically, secure chat, etc

e Critical thinkingand consolidating numerous pieces of
infFormation from interviewing, screening, and assessing
provides actionable information for the team to develop
plans of care.

ok ¢ AdvocateAuroraHealth



ISAR: What is done with the Info?

Example of a Delirium Case:

« “Dr. Jones, | am concerned that Mrs. Smith may have delirium.
She scored an ISAR score of 2. | talked with the daughterand
she wasn’t confused prior to the onset of her fever 2 days ago.
The Daughterstates that she goes in and out of being
confused. | performed the CAM assessment and she is positive
because of 1) Acute onset 2) Fluctuating course and 3) she
can’'t maintain attention.”

ok ¢ AdvocateAuroraHealth



ISAR: Communication & Critical
Thinking

Examples of Effective RN Comments for CM & Program Tracking:

“Pt has visiting nurse for
wound care at home. Pt is

CO m FO rta b le Wi th Ca reS at Assigned Nurse ISAR, % LS?FT Comments, % Comments, totals
h O m e. /“’ ‘\ T74.2% 66 14.3% 1
L . BT ?
Patient is caretaker for o S e
spouse and needs help with - ‘
respite care resources. 81.6% 40 129% 3
92.0% 161 64.0% 16
73.1% 19 0.09% 0
“Family has been staying and " P o an ;
h@lplng Ol_lt, InClUdlng Total 87.2% 4364 44.0% 250 v
frequently spending the 7
nightthere.”

gk ¢ AdvocateAuroraHealthr



ISAR: What metrics can identify
success?

« Set specific goals for ISAR Screening
 Who, when, where
 Train all staff
 Clearly define the rationale for doing the ISAR
 Thisis not just another 'task’
« Measure key process measures AND patient outcomes
* Provide Feedback & Ask for Feedback
 Celebrate high performers
* Identify challenges & barriers

ok ¢ AdvocateAuroraHealth



ISAR: RN-CM Workflow Example

AMCBA Geri ED
Fill out ISAR screening,
add pertinent comments
for all pts >65.

ISAR score 2 3?

T

1

1 orif<3 w/safey
H concern.
i

L

ED CM Hours = M-
F, 9:00-17:30

After hours?
YES

NO

Examples:

- SNF not able to take patient

- Patient w/dementia not appropriate
for DC home

- POA

- Social admissions for observation

- BH issues

- Homelessness

Urgent?

YES

NO

Call ED Case Manager on Vocera
phone system. Leave VM if no
answer.

Request asap F/U from inpatient
CM via Vocera phone system.

Please include:

- ISAR Score

- Pertinent details / comments

- F/U asap or within 24, 48 or 72

hrs

(O w
N _/

> AdvocateAuroraHealth




ISAR : Metrics & Dashboard Example

Trend Lines - Geri ED Protocols & Metrics

@ SAR Complete @ Comments Complete @ 30 Day Returns @72 Hr Returns

100%
8779 89.1% 91.0% 67 5% 89.6% 90.1% 89.8% 89.3%
ISAR Goal: 85.0% : - 85.0%
$ /
= 80% 86.5% 883%
2 82.1%
<
j= B
£
(=]
O 60%
1
w
i
[
©
= 40%
- 32.9% 32.8%
“ . . . 27.5%
S 25.4% 23.4% 24.9% 22.4% 233% 24.1% 23.5% . 25:4%
— 200% ' -7 et 20.6%
2 T~ 17.5%
5 20% . —— 23'8% \"/r’ 24.3% 16.5%
2 222% 19,00 21.1% 20.5% =
46% 6.1% 7% 5.6% 6.6% 63% 5.8% 5.4% 15.6% 6.9% - 14.8%
0% 6.9% 5.9%
6 :
Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23
Month Year
RN Metrics Falls Metrics Demographics & Outcomes Volumes by Time

=g € AdvocateAuroraHealth:




Feed ba Ck . The completion qf the
Site B Falls Outcomes .ot

. . t ED service ord
Site B fall patient outcomes 2020 Vs 2022 izzps P;E;Vr:::szzcee;

STO: Service-to Orders (PCP, Homecare, Palliative, PT Cx, OP PT) home.
High Risk Population (65 years old, discharged, Chief Complaint of Fall Thankyou, RNs, for doing
Comparison: 2020 Vs 2022 STO Rate and 30day ED revisit the ISARL
Summary: Significant Practice Change (180% rate increase in STO) & 50% reduction in 30day return

In 2020, only 4.3% of
2020 Fallen Pts (Jan-Dec) Patientsreceivedapost 2022 Fallen Pts (Jan-June)

ED order
n= 186 / | n= 100
4.3% received STO In 2022, 12% of patients = 1350, racejved STO
- - - received a post ED order@

Page Navigation

n=38 DIRET 180% INCREASE! n=12 —= u'_‘;:, _
27.4% 30 Day revisit . @ . 13% 30Dayrevisits «~ o o
n=51returns  -.-7 50% Reduction in A n=13returns  ooTULL L

ED revisits!!
27.4% vs 13%

ok ¢ AdvocateAuroraHealth



Feedback ]
Site A Outcomes:

Site A patient outcomes Pre-Post New CM (April vs July 2022)
STO: Service-to Orders (PCP, Homecare, Palliative, PT Cx, OP PT) 21% Reduction in
Population: >65 years old, discharged to community
Comparison: Pre-Post .6 CM FTE (Amanda), STO Rate, and 30day ED revisic
Summary: Significant Practice Change in rate increase in STO & reduction in 30day return

ED revisits!!

Prior to Amanda, only

Pre CM FTE (April 2022) s go; of patients received  POSt CM FTE (July 2022)

n= 243 <:| a post ED order n= 304

5.8% received STO 18.4% receivedSTO
n=14 ~ After Amanda, 18.4% of — n=56 " 7': —

23.9% 30 Day revisit « ~ Perenerecevedarot 4 894 30 Day reVISIl »-0-0:

The completion of the ISAR by RN and
letting Amada know who needs what allows

her to focus on patient needs post ED.
Thankyou, RNs, for doing the ISAR!!! lﬂl > AdvocateAuroraHealth:
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A Standardized Delirium Screening Guideline
(DTS, CAM, 4AT, other) with appropriate follow-up

Pamela Martin, MS, RN, FNP, GCNS-BS
Yale University



The WHY

THE PRICE OF DELIRIUM

e . _ Delirium is associated
Delirium is the 2nd with 2 million
mostcostly = emergency
hospital condition department visits per

year?

Days increased Mortality in Risk of nursing home
length of stay with, patients with ED or post-acute
delirium in the ED delirium vs. 14% in placement’®

patients without*

$8 BILLION | $150 BILLION

Medicare Estimated
yearly hospital yearly post-acute
expenditures care costs due to

related to delirium?® delirium

Sources: 1. Varma AA, ot al. J Gen Intern Med 2018: hips ZAwww.nebinim nih.govipubmed/30054888. 2. Natonal Centor for Heath
Statistics, COC 2013: hitps /iwww.cde govincha/data/databriefs/db 1 30 him 3. Kenn: M, of al. JAGS

2014: https www.ncdi nim.nih.gov/ipubmed24512171. 4. Han JH, et al. Ann Emerg Med

2010: https Swww.ncdlnim nih.govipubmed/20363527. 5, Witlox J, ot al. JAMA 2010: hitps /Aww.nebi.nim nih. govipubmod/ 20654045,
6. Rubin FH, et al. JAGS 2011 hitps /Awwiw.ncbi nim.nih gov/pubmed/2 1314654




Screening Tools




Section V. Assessment and Evaluation

Resource V-A: Delirium Instrument Summary

Appendix B: ED Delirium Toolkit

Delirium Instrument Validated No. Time to Rater Qualifications Sensitivity Specificity Special Tested
(Year) in ED items complete (95% CI) (95% CI) Populations
3D Confusion No 22 3 mins Trained lay raters or 0.95 (0.84-0.99) compared to ~ 0.94 (0.90-0.97) compared to  Patients with
Assessment Method clinicians diagnosis by clinical diagnosis by clinical superimposed
(3D-cAM)! psychologists and practice psychologists and practice dementia
nurses nurses
4AT? Yes 4 <2 mins Lay or clinical raters 0.93 (0.83-0.98) compared to ~ 0.91 (0.88-0.94) compared to Patients with
without specialized DSM-IV-TR diagnosis by DSM-IV-TR diagnosis by superimposed
training geriatrician geriatrician dementia
Brief Confusion Yes 7 <2 mins Trained lay raters or 0.84 (0.72-0.92) compared to ~ 0.96 (0.93-0.97) comparedte -
Assessment Method clinicians DSM-IV diagnosis by DSM-IV diagnosis by
(bCcam)? psychiatrist psychiatrist
Confusion Assessment Yes 4 2-3 mins Trained lay raters or 0.94 (0.91-0.97) compared to  0.89 (0.85-0.94) compared to Patients with
Method [CAM)*® (Mini-Cog) clinicians diagnosis from geriatric diagnosis from geriatric superimposed
6-8 mins psychiatrist psychiatrist dementia
(Abbreviated
MMSE)
Confusion Assessment Yes 8 2-3 mins Trained lay raters or 1.00 compared to DSM-IV-TR 0.98 compared to DSM-IV-TR Mechanically
Method for the clinicians diagnosis diagnosis ventilated
Intensive Care Unit patients
{cAM-ICUY
Delirium Triage Screen*  Yes 2 <2 mins Trained lay raters or 0.82 (0.69-0.90) rated by 0.96 (0.93-0.97) rated by --
(DTS) with bcam? clinicians physician; compared to DSM-  physician; compared to DSM-
IV diagnosis by psychiatrist IV diagnosis by psychiatrist
Modified Confusion Yes 12 3-6 mins Trained clinicians 0.90 (0.70-0.97) compared to  0.98 (0.95-0.99) compared to Patients with
Assessment Method for DSM-IV-TR diagnosis by DSM-IV-TR diagnosis by superimposed
the Emergency geriatrician geriatrician dementia
Department (mCAM-
ED)®
Nursing Delirium No 5 1-2 mins Trained lay raters or 0.86 (0.65-0.95) compared to ~ 0.87 (0.73-0.94) compared to =~ —
Screening Scale (Nu- clinicians Confusion Assessment Confusion Assessment
DESC)® Method Method
Ultrabrief Two-ltem No 2 <40 seconds Trained lay raters or 0.932 (0.81-0.99) compared to  0.64 (0.56-0.70) comparedte  To be used
Bedside Test for clinicians DSM-IV diagnosis by DSM-IV diagnosis by followed by 3D-
Delirium with 30-CAM geriatrician® geriatrician CAM for

(uB-2)*°

positive screens




DELIRIUM SCREENING - DTS + BCAM

() westhealth

ED Quick Delirium Screen

aka: Delirium Triage Screen (DTS)

Altered Level of

Consciousness 1
RASS* Yes (RASS = 0)

Pre-screen POSITIVE
No (RASS=0)

Confirm with bCAM

Inattention >] i
Can you spell the word

"LUNCH" backwards?

0 or 1 error

Where to find in Epic:
AN Primary Assessment or EO Narrator
MO/PAINP: Geviatrics Assessment

How often should this be done?
Reassess every 4 hours with vitals

* Richmond Agitation Sedation Scale (RASS)

-5 -4 -3 -2 =3 0 +1 +2 +3 +4

Unarousatie Doy Moderate Light Drorwsy ALERT Restless Aatated Viey Combatie
Sadation Sedation Sedatnn CALM Agitated
.......... VOKE ot TOR e et

Cobvriaht ©2012 Vanderbilt Universitv

THE GERIATRIC
EMERGENCY DEPARTMENT

GEDC scass:

EDUCATE IMPLEMENT EVALUATE

Brief Confusion Assessment Method
(bCAM) Flow Sheet

bCAM Negative
No Delirium

Altered Mental Status

NO
or Fluctuating Course 2

Inattention

*
bCAM Negati
"Can you name the months 0Oor 1 errors=p No D elir(_?u n':’e
backwards from December to July?"

——

> 1 errors

-

bCAM POSITIVE
Delirium Present

Altered Level of Consciousness?
Richmond Agitation Sedation Scale

No Any Errors

Yes

Noshy At
Disorganized Thinkin * Notify Attending
’ o A 9 * Use Defirium Order Set for wovkup
1) Will a stone float in water? *fe 004 bours

2) Are there fish in the sea?

3) Does one pound weigh b - *
more than two pounds? @— No Errors CAM Negative
4) Can you use a hammer No Delirium

to pound a nail?

Command: "Hold up this many Prevent delidhumd

fingers® (Hold up two fingers), Address modifiabie fisk factors
‘Now do the same thing with the (e g, pain, emviranment, nofse
other hand"(Do not demonstrate). tethenng, etc.)




Appropriate Follow-up

What are you doing with the information?

* Provider notification
* Non-pharmacological measures to prevent and treat delirium
e Redirection, reassurance, distraction
e Address physical needs (nutrition, hydration, bathroom)
 Normalize sleep wake cycles
* Mobilize early, remove tethers

* Geri Comfort Cart/ Delirium Prevention Cart/ Dementia Cart
* Admission vs Discharge

e Outpatient follow-up




Yale New Haven Health System Process

* Geri — ED strategic team meetings
 Care signature pathways

YaleNewHavenHealth
Yale New Haven Hospital



CAM Documentation for Nurses
In the Patients Chart

Click Required Documentation from the Storyboard or Open the ED Narrator.

In Required/Essential Documentation, Click CAM Screen or CAM (non-icu) . E p i C, E m e r g e n cy D e p a rt m e nt -

Complete the ED Assessment Questions.
Continue to the CAM Non ICU Assessment to complete the remainder of the documentation. Please note that each

[ ]
question in this section contains a definition, assessment and result. These elements can be used in the screening of the C O n fu S I o n As s es s m e n t M et h 0 d
patient to better define an answer of Yes or No. Please read Carefully. ( )

W N e

The Confusion Assessment (CAM) tool is
used to identify and recognize patients'
experiencing Delirium or Dementia. CAM is
a part of the required documentation for
patients over the age of 65 that present to
the ED.

CAM Assessment - Providers
In the Patient Chart

1. Open the Scoring Tools Activity Tab.

2. Open the CAM ED Non-ICU Section.

3. Complete ED CAM Non-ICU and CAM Non-ICU
Assessment.

Documented CAM Assessments
1. Documented CAM Assessments will be located in the
Summary or SnapShot Activity tab in the report £D
Encounter Summary.

YaleNewHavenHealth
Yale New Haven Hospital




Storyboard Reminders:
Geriatric Delirium

PCP: Swanson, Frank Peter, MD

COVID-19 Vaccine: Overdue for
booster dose

Isolation: Mone
@ Launch Adult ED Resus Pthway

L) Syncope Eval 4
hway

Disp Pat
@ Launch ED Geriatric Delirium
Pathway

PRLal TITE, W00 L
Code: Not on file

Adv. Care Plan: Mone
Primary Cvg: Medicaid Connecti...

Suwondao, David, MD
ap Attending
PCP: Pcp. Does Mot Have A
COVID-19 Vaccine: Unknown

@ Launch ED Geriatric Delirium
Pathway

Mo Known Allergies
LOS: 0 (H:0 E:1)

CHIEF COMPLAINT
Confirmed Coronavirus(Covid-19)

BP Temp Pulse

174/77 Y  934°F 69
(36.9°C)

Resp Sp02 Wit

20 94% —

Wt Method, Last BMI: Mone, None

RESULTS Kl

(™ Labs (3 New)

Eq Imaging (1 New)
&® ECG (1 New)

-

YaleNewHavenHealth

Yale New Haven Hospital



&~ snapshot Chart Review @ Triage Manage Orders Medications Pathways | | é ' Results @ My Note 9 Dispo  Scoring Tools  Demographics | Workup @ Review Visit

Pathways

MNew pathways features. Learn more

& Back -
@,
a

Geriatric Delirium: Adult ED
For screening, workup, treatment and prevention of genatric delirium

Pathway Context

= Goal Metrics / Authors

= References

= Sugagestion Criteria

= Restraint Guidance
These recommendations reflect YNHHS
consensus based on review of existing

evidence and guidelines. They do not
replace clinical judgement.

What type of delirium do they have?

DELIRIUM assessment for everyone over age 65

LINK TO CAM NON ICU SCORING TOOL

Mote: History of dementia or evidence of memaory or
thinking problem increases risk.

Delirium Negative

Delirium Positive

-

v

Initiate work-up

Delirium prevention

= ADEPT Tool (ACEP Delirium Identification and Treatment Tool)

= Common geriatric HPI/PE to obtain in delirious patients

Place GEMS CONSULT: BH/MC or SRC only: Availability

= Go to quicklist and place orders

= Common delirium workups and labs

= Place in ED Observation

PERFORM

+]

» Perform delirium screen every shift
= Ambulate patient (to bathroom or to chair)
= Offer food to patient
= Assist with feeding
Prioritize patient placement into preferred

setting / geriatric-friendly part of the ED
(il.e.move from hallway), calm, low traffic, quiet,

¢ SIMULTANEOUSLY

!

Does workup reveal a cause of acute

e e YaleNewHavenHealth

Yale New Haven Hospital



Delirium via Confusion Assessment Method (CAM)

Link to CAM NON ICU SCORING TOOL
* Brings you directly to Delirium Screen

Scoring Tools

SCORING TOOLS () CAM ED NON-ICU
ABCD2

AMPAC Mobilly... Time taken: | 12/23/2021 0703 & Responsible * Dementla/ MemOrV prObIemS is a risk
ASSESS
| cAm 0 Nom-icu v ED CAM NON ICU factor
CANADIAN C-5p... Any documented history [ | Yes m
of Dementia? ()

CAMNADIAN Hea...
CENTOR Score
CHADS2
CHA2DS2-VASC

Child Sex Traffic...

CIWAMINDS
CIWA-AR
CIWAE

COWS
CURE-65
DAST

GCS
HAS-BLED
HEART Score
LRIMEC
MNEXUS Criteria
MNIH Stroke Scale
PERC

g2 Is a caregiverwith [ | Yes m

= the patient?

Any memory or thinking [ WEER Mo
problems for you in the
past year?

¥ CAM NON ICU ASSESSMENT

1. Acute Onset or Y BN No
Fluctuating Course
(Mental Status)

2. Inattention N RGN Mo

3. Disorganized Thinking [ RE=R No

4. Altered level of Y  Yes

consciousness

Result of CAM (Non ICU) Positive

I Restore v Close 2 Cancel

4 Features of Delirium :

1.
2.
3.

4.

ACUTE Onset (new)
Inattention — “spell WORLD backwards”

Disorganized Thinking — “Does a rock
float in water? Are there fish in the sea?”

Altered consciousness

All patients 65+ should be screened
Complete every shift (like a vital sign)

YaleNewHavenHealth
Yale New Haven Hospital



PERFORM

-

SIMULTANEOUSLY

What type of delirium do they have?

Hyperactive delirium:

restless, agitated,
hallucinating

v

Place Hyperactive Delirium Orders

= Utilize non-pharmacological and
pharmacological treament in tandem
throughout the course

= Maintain safety
= Assess and address unmet needs/triggers

= Communication and sensory technigues

= Involve family as appropriate (caregiver at
bedside when available)
+]

If delirium with agitation

GERIATRIC ED AGITATION PAMNEL
Obtain EKG if not already completed (QTc)

= Activity apron

= Provide assist devices (hearing amplifier and
headphones)

= SRC only-Reading glasses

Hypoactive delirium:
lethargic. somnolent

!

Place Hypoactive Delirium Orders

'

Does workup reveal a cause of acute
worsening in cognition?

NO

!

Disposition planning

+]

= Up in chair

» Ambulate patient (to bathroom or
to chair)

= Offer food to patient
= Assist with feeding

Discuss with bed management
pricritizing patient to inpatient setting.

What is hypoactive delirium?

YES

= Ambulate with assistive device
(baseline mobility assessment)

« If no treatable cause identified,
consider coordination with GEMS vs
5W vs CM to determine if discharge
home with willing and able
caregiver is possible/safe.

ﬁIED Observation Orders (if not done
already)

= Place in ED Observation / Vitals
per routine / Offer food to
patient / Activity as tolerated

Treat commeon underlying causes

« Pneumonia pathway
= ICH
= UTE Community | Hospital

= Return to main care sig screen
for alternative pathways

l

Reassess response to treatment

w

Consider coordination with GEMS vs
SW vs CM to determine if discharge
home with willing and able
caregiver is possible/safe

YaleNewHavenHealth

Yale New Haven Hospital



= SRC only-Reading glasses ‘

, Y
! \

Admit Discharge

v

If behavior emergent and not improving after initial dose consider
additional medication (gt least 30min before additional dose)

Good discharge instructions
based on discharge planning
conversations

= Medicine admission order

= 5DU admission order
= Sufficient time has passed since the first dose to know the effect (see
table for dosing interval) i.e., will not cause harmful somnolence etc.
This will allow for consideration of redosing the medication or = Medicine OBSERVATION If you feel they have baseline
administering another medication admission order memary or thinking
problems, please refer to
Adler Center Referral

ICU admission order

= EKG has been obtained/considered to assess for QTc prolongation

Medication Dosing Interval (hours)
Risperidone oral 05-2

Aripiprazole oral 2-3

Quetiapine oral 05-2

Olanzapine oral 05-2

Olanzapine IM/1V 05-1

Haloperidol IM/1V 1-4

Loazapam IM/IV 1-4

Ziprasidone |M 2-4

Response to current medication Treatment (Then)

(1)

Some response Repeat same medication at same or

increased dose YaleNewHavenHealth

No response Try another oral agent Yale New Haven Hospital
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Pam’s Pearls

Have all stakeholders at table

« What screen will be utilized

* Who will screen

« Where will screening occur (triage/room)

» Where will screen be located: paper, EMR, where in EMR

Are there other initiatives occurring simultaneously?
Metrics and how to obtain

Remember principles of adult learning

* Model ideal behaviors

« Reward high achievers

* Frequentreview of data/metrics/comparisons/stories



Resources

Delirium_EDImplementationToolkit.pdf

ACEP // ADEPT

(gedcollaborative.com)

Non-pharmacologic interventions improve comfort
and experience among older adults in the
Emergency Department — ScienceDirect



https://gedcollaborative.com/wp-content/uploads/2021/03/Delirium_EDImplementationToolkit.pdf
https://www.acep.org/patient-care/adept/
https://gedcollaborative.com/wp-content/uploads/2021/03/Delirium_EDImplementationToolkit.pdf
https://www.sciencedirect.com/science/article/pii/S0735675720303223?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0735675720303223?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0735675720303223?via%3Dihub

Management of Older
Adult Falls and Mobility
in the Emergency
Department & Lessons
Learned

Aaron Malsch, MS, RN, GCNS-BC

Advocate Aurora Health
Senior Services Department
Geri ED Program Manager

& GEDC



Falls & Mobility Implementation Tool Ki

WEST HEALTH GEDC FALLS & MOBILITY TOOLKIT bssst

gedcollaborative.com/toolkit/falls-and-safe-mobility/ ..it counts for
TWO procedures
@ < @ @ gedcollaborative.com ¢ tO wa I'dS G ED A

News & Articles Publications Events About Co

VALUATE
Education v Research Partnership  Tools & Resources LogIn W

Management of Older
Adult Falls and Mobility

In the Emergency
Department

An Implementation Toolkit


https://gedcollaborative.com/toolkit/falls-and-safe-mobility/

FOAM
Protocol

INITIATING AT
BEDSIDE

Note: Tailor to your
specific needs and

resources

(¢ ) westhealth

& GEDC

FALLEN OLDER ADULT MANAGEMENT (FOAM) PROTOCOL

IDENTIFICATION

FALL

+ Patient is 65

years or older
with report of fall

+ Fall detection

questions asked

EMR fall care
path opens

—

No medical or
trauma concern

Associated
medical concern

Associated
trauma

Note: This is an example - Your protocol may vary

T
a
o

HH:

EVALUATION

— Medical Evaluation

——p  Trauma Evaluation

N
N[

INTERVENTION

PROBABLE DISCHARGE

Uncertain Disposition

+ Timed Up & Go
(TUG) testing

PT consults if TUG
214 seconds

Orthostatic vital
signs

Transitions of

care w/ social
worker and/or case
manager consults

PROBABLEED TO
HOSPITAL ADMISSION

+ Trauma consult as
needed

Transitions of care
started by ED social
worker

In-patient geriatric
consult ordered

In-patient PT
consult ordered

L

.

DISPOSITION TRANSITION/ REFERI

Telephone

New path for call-backs

social work

Case management

transitions of care PT referrals

as appropriate

Provide gait aids,
canes and walkers

Geriatric and PT
consults

Social work
communication
path

& GEDC



Post-Fall
Assessment

INITIATING AT
BEDSIDE

© ATTENDING MD
ASSESSES

Ask yourself: "If this patient
was a healthy 20-YO, would
he/she have fallen?" If no, then
the assessment of the underly-
ing cause of the fall should be
more comprehensive.

Note: Example of
potential assessments

(¢ ) westhealth

& GEDC

© TAKE A HISTORY

+ Location & cause of fall

+ Specific comorbidities:

THAT INCLUDES:

Difficulty with gait and/ or
balance

Falls in the previous (X time)
Time spent on the ground
Loss of consciousness/ AMS
Near/syncope/orthostatis
Melena

dementia, Parkinsons',
stroke, diabetes, hip fracture,
depression

Visual or neurological
impairments such as
peripheral neuropathies

* Medications

* Activities of Daily Living
+ Appropriate footwear

Alcohol Use

e

© MEDICATION
ASSESSMENT

Medication assessment
should be performed on all
patients at risk or who have
suffered from a fall. Special
attention should be given to
those patients currently tak-
ing any of the following class-
es of medications: vasodila-
tors, diuretics, antipsychotics
sedative/ hypnotics, and
other high-risk medications
(see AGS' BEERS criteria for a
full list).

O ADDITIONAL
ASSESSMENTS

Orthostatic blood pressure
assessment

* Neurological assessment
with special attention to
presence of neuropathies &
proximal motor strength

+ Complete head-to-toe for
ALL patients, even those
presenting with seemingly
isolated injuries

+ Safety assessment prior
to discharge to include an
evaluation of gait and a
“Timed Up and Go Test".
Patients not able to rise from
the bed, turn and steadily
ambulate out of the ED
should be reassessed.

* Admission should be
considered if patient safety
cannot be assured.

Post-Fall Assessment in the Emergency Department

© DIAGNOSTIC TESTS

Although there is no
recommended set of
diagnostic tests for the
cause of a fall, a threshold
should be maintained for
obtaining an EKG, complete
blood count, standard
electrolyte panel, measurable
medication levels and
appropriate imaging.

& GEDC



TUG Test &
Interpretation

INITIATING AT
BEDSIDE

(o) westhealth

& GEDC

TIMED UP
& GO TEST

This is a quick and simple test to measure
mobility and fall risk for older adults who
can walk on their own.

Before you begin, make sure you have
measured 3 meters (about 10 feet) and
marked that distance with alandmark that
the older adult can see. Be sure you have
a stopwatch and a standard armchair.

INSTRUCTIONS:

= Begin with the senior sitting in an
armchair with hips and back at the
back of the seat and arms resting on
the arm rests. Make sure the senior
is wearing their usual footwear and
has any normal assistive device that
he/she would typically use.

Ask the senior to stand up by saying,
“When | say ‘go’ | want you to stand
up and walk to the line [or insert
appropriate landmark], turn, walk
back to the chair and then sit down
again. Walk at your regular pace."

Start timing as you say the word “Go"
and stop timing when the senior is
seated again.

Journal of

Expected Gait Speed

60-69

70-79

80-89

90-101

Overall 7.9 seconds 09

Overall 7.7 seconds 23

Without device 11.0 seconds 2.2
With device 19.9 seconds 6.4
Overall 13.6 seconds 56

Without device 14.7 seconds 79
With device 19.9 seconds 2.5
Overall 17.7 seconds 58

Lusardi, M.M. (2004). Functional Performance in Community
Living Older Adults. Journal of Geriatric Physical Therapy,

26(3):14-22

Predictive Interpretation

SECONDS RATING

<10

<20

20-29

A score >14 seconds is associated

Normal, freely mobile
Mostly independent, can go out alone
Variable mobility, requires assistance

impaired

with a higher risk of falls

Shumway-Cook, A., Brauer, S. Woollacott, M. Predicting the probability of falls
in community-dwelling older adults using the timed up & go test. Physical
Therapy, 2000; 80(9):896-903

& GEDC
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Safe Mobility
in the ED

ED-WIDE

IMPLEMENTATION ENABLING

(¢ ) westhealth

& GEDC

| © 2020 Geriatric Emergency Department Collaborative |

¥ 24/7 access

to mobility
assist

L devices

‘ " Bedside :

commodes

. and grab bars |
% In restrooms 4

Even floor
surfaces

lighting

¥ Rubberor %
5‘ nonskid floor '-:

surfaces/

Handrails

. onwalls and

hallways




AAH Falls
& Mobility
Protocol

Example of

tailoring the
FOAM Protocol,
Assessment, &
Interventions

(¢ ) westhealth

& GEDC

== €3> AdvocateAurora

Falls & Mobility Protocol to Assess and Manage Older Adults in and
beyond the Emergency Department:

Identification: Screening: Assessment: Intervention: Disposition:
)
Patients aged >=65 years in the 1). If injury, ED nursing staff- Admitted patients: » grt(:\eer :::yitZIT assessment
Emergency Department then initiate As soon as patient initiate protocol to P
Is this ED visit the result of a fall?  trauma team deemed stable for prevent falls in the ED.
(per protocol weight bearing: Automatic PT consult 1. ED provider to send Epic
) of each site) a) Complete set of on admission. “Staff Message” to primary
Orthostatic V'S = care for F/U _
2) If no injury, b) Comp'ete Timed Up Not sure: 2. Referral to outpatlent
RN completes - g and Go test 1) Referral to PT (*within physical therapy (order can
Memorial Falls Rastlte of both 30 min) while in ED. » come from the initial ED
If No Fall or Low Risk then, initiate ~~ Scale communicated  TUG>14 | 2) PT inputto provider. g?zzlga;:\of‘n st:t;ssgtgr:rplan
Mobility Procedure while in ED l to provider Saconds : Mkl
. ’Dlscharged patients: Sbeit
Do you want a physical 1. PT assessment while in ED physical therapy / OT/
Timed Get Up and Go (TUG) Test: therapy consult? Yes/No 5 Referral to outpatient physical = home safety evaluation. _
1) Daytime- therapy while in ED 4. Primary care F/U for:
. . . Notify HUC to arch page 3. Order assist device in ED a. Med review/management
) PT nor template pag 4. Provide home safety checklist b. Assess osteoporosis risk
Cl> z 2) (;)ff hourps- 5. Med reconciliation by Pharm. Tech & Vitamin D supplements
=> Leave a voice mail for PT 6. Pharmacist to send Epic Phone c. Assess vision impairment
at extension xxxx whether ~ msg to primary care provider gr (l)\glaenr:ge Inetioctwarm
m Sdmittad or H Cufpabant e. Complete home care order
Version 10.0 s W TUG <14 f. Review home safety

January 29, 2019
Advocate Aurora Health

seconds ‘ Mobility Procedure while in ED checklist

GEDC



Key Points in Implementation

« Form an interdisciplinary team  Collaborate with stakeholder
of champions along the continuum
- Educate staff on protocol * Pharmacy on medication

reconciliation & management

« Develop tools and workflow in + Primary care follow up and

EHR continuity of care
» Collaborate with community « Home care
partners « Population Health
« Health Depts., EMS, Assisted - Metrics & Report

Living etc., Stepping On/Falls .
Prevention programs ® COI’]tIﬂUOUS Improvement

88 | © 2020 Geriatric Emergency Department Collaborative |




AAH Geriatric Emergency Department:

ED ISAR tab provides a review of all 6 questions of the ISAR and the specific answers. Additionally, the RN
comments are displayed to 838I$‘ the CM/SW in identifying the specific needs of the nallenl The current visit's

ED charges, arrival & di i ion, and dit g uvders are display to the
patient's context. This is i helpful when ing cases for possible follow-up.
£3Bstnse FEmOacls § Focanie B Seweh £ Manace Culrchee + | & M (30 46 Papatas -

AAH Geriatric Emergency Department:

 Workflow B LB
2. Two additional lables that has specific information about each RN's rate of ISAR completion and A POV O v oo i ccrs

camments. Again, we have a goal of B5% ISAR campletion rate and 50% goal for comments. In the

table is the volume of patients assigned to each RN, ISAR by ‘assigned’ and 'taken by’, and comment

* Roles & Responsibilities TR i Aeviatenves

s

! | — seeasnan 300
AAH Geriatric Emergency Department: e ur ool Bpcr il - - fornorll T [l prs for the current visit o provide a review of the major events of the visit.

L] L] L] whens - oA AL i Carenern é
= .
° IIIterdISCIpIIIIary — 1
L] C) 4 g
o : 3 2 | ED ISAR D
° M l I I't I p I e ro l Ite S 2. Atthe bottom of the form is where you select specific referrals, service to arder recommendatians, and CES b i by
comments,

{ ol w | o | as

Referrals: Please select only appropriate services that the patlent needs, such as CM/SW, . B 1

P ADRC, Community Resources, Transitions RN, Follow up with PCP

i D SI \ I e e a C Service to Orders: Out Patient Palliative Care, Home Care, and Community Based Care e

Management (CECM) are not available in all markets. Please make sure they are available

o s U e s

01/17/20 HYDROmorphone (DILAUDID) injection 0.5 mg ONCE

prior 1o selecting the service-to order because these selections populate the Provide BPA g Lok s EQiNriaging Orders
5 e 3 TS e o st 3 o ott oo m admission
. . al Ordered
Oty “"";:::‘" :":2': ::l:z‘:‘::n'::[em';w'" SPAIip oty rv;:elow 8 lw";:;"j: fo 0VITR0 0117, XR CHEST AP OR PA - PORTABLE 1 TIME IMAGING
lormation about what assistance the patient neads with 1o retumn to their s S Vp”“:”h R Coiani
o _ 3 _ 117720 nizo ee 3 View Right 1 TIME IMAGING  Complete:
AAH Geriatric Emergency Department: % el ora ;lll:u SWICM needs lo know lo facilitate their return. In general, the type of and CM/SW Consultation:
lof residence/facility the patient lives in and whether they live with anyone glse fation of Senior Al Risk)
status if known and whether the patient seems to be declining
fvices and support in the home pd volumes of scores will vary at each ED, as will the resources both during on and off hours. ) » N . 5 . N
variations on the pracess of how Casa Management will be triggered for consulting based “(’h‘f’ b':;ﬂl e "‘I:e 9""":"“ ot 7 l"“"e;'sd
B d resources. Below is representative distribution of a mid-sized ED. - TROC, JON): BOC CAMD. AACCIRONETY We [ran.on Bcdog Jnew.[an [0 ombe
End Users Affected: RN, SW, CM 1 P & note. and extract pull data. Please provide Aaron with recommendatians for

Older Adults in the ED:

Older palients are a uniguely vulnerable populallon at hlgn nsk for these poor cutcomes as identified by the b
Geriatric Department risk of adverse oulcomes among
older adults, these guidelines recommend that *All qerlawlc patlems. regardless of the presenting com- plaint foss v mwae e

e R weomsl

shall be screened (on the initial index visit. not follow-up visits) using the Identification of Seniors at Risk

S
(ISAR) tool or a similar isk screening toal.

The ISAR (ldentification of Seniors Af Risk) tool is a simple 6 question screening tool to identify and jomments: : -
communicate the risk older adults in the Emergency Depariment. Scores range from 0-6, six being the highest rse for wound care at home, Pt is comfortable with cares at h

- -
o e 2 S s o o s ubacicre [ by ot i AAH Geriatric Emergenc
the patient situation facllitates the tailoring of a care plan to the patient's needs. ptaying and helping out, Including frequently spending the nig]

ressive currently for rehab dus to fall and hip surgery”

ISAR Documentation resources but declined. Pt offered nursing home plaoemem H
e epartmen
1. Document the ISAR Elder Alert. The ISAR screening tool s found In the Triage, ED Namator, and Jer for spouse and needs help with respite care resources®
Discharge Navigator. The section shows for patients 65 and older. All patient 65 and older are to be [ne PT or Lifeline dua to frequent falls at home <
screened. skilled nursing facility LTC" .
R Falls & Mobility P d [ it
4 pasients have 2 simUar AT 10 Ih's pation: on: Tha correct place to document comments is at the end a S 0 I I rO C e U re ra I n I n _OF EVIEFGENGY PHYSIGIANS
lent section at each of the 6 questions, those recorded there !
i kral to' section, please selact your referrals and then click on
s T text area to add your patient specific comments, which wil s|
et #omnta The distribution and volumes of d ED1058 Report. GEH!&I&J&”
< scores will vary at each ED, as March 2020 M

{[ETTS Y will the resources both during
on and off hours. Each site will
have variations on the process
of how Case Management will
be triggered for consulting.

T ke pte: 6-30

=k €3 AdvocateAurora

o dehe

tvm ehe

s GEDC




Mobility Documentation

. Mobility
« (o to the nursing o | | |
Time taken: 1523 142212020 Show: [ JRow Info [ |LastFiled [¥]All Choices
procedures tOO|bOX & AddRow s Add Group [ Values By s Create Note
¥ Mobility
G2  Activity [ Oambulated [eedpan given [Bed rest (MD order) []eedside commaode
) - [ Chair (all types) [ |Dangled [ |Extremity elevation/i.. [ |Head of bed elevation
N Urﬁlﬂg Pr'l:l'CElerE-S AN ﬂ Cloff unit CIpivat [pushing [ ]Range of motion
[ Resting in bed []sleeping/tppeared t..  [_|Stood at bedside Turmn
I Wﬂ'u nd Pml: Edu re [Jupadlib []Other {comment}
+ El.p Il ntlrl:::aﬁtllErac g ‘;\{fetig ht Bearing 7 [nNon-weight bearing [1Touch weight bearing [ |Weight bearing as tolerated
atus
[JHeel walking []Partial weight bearing {spacify) []other {comment}
g‘lobih’ty Assistive [7 [Jerace [ ]cane [ Ceiling lift [ crutches [ Gait belt
evice
[JProsthesis []sit to stand []slide board/sheet  []Splint [1otal lift
. - [ITransferfFriction .. [ |Trapeze [ ]Turn and position... [_|Walker [ wWheelchair
== Ear/Eye Irrigation
[Jother (comment)
I EI-E“:I der Eﬁanfgtralg ht Cath Level of Assistance [ Independent Supervision Minimal assist | Moderate as.. | Maximal assist ~ Total assist
+ Ph IEhﬂtﬂm:ﬁ" Activity Response [1 [ONo abnormal symptoms []Blurred vision [l chest pain/angina
[lExcessive heart rate (> 90% of a... [ Excessive pain [ oysrhythmias
== Enema
[Joiaphoresis [ Dizziness [Jexcessive dyspnea or fatigue
+ Gas,‘[ri C La‘q‘ag 2 [systolic BP > 180 mmHg [|systolic BP drop = 20 mmHg fro.. [ Systolic BP drop = 20 mmHg fro...
. . [Jspoz drop below 90% []syncope [Jweakness
e ECG Interpretation Date/Time
Positioning [% [JLying L side []Lying R side [JLog ralled [Joffloading/ftilt left
Fl nd an Elu'E.nt + Md [Joffloading/tilt right [ Rrotation, automated ] semi-fowlers [ supine

[Prone [ ]Tumned Q 2 hours [ ]Knee/Chest []ratient refused



How To Order EMERGENCY DEPARTMENT PHYSICAL
THERAPY Consult?

« ED Provider orders “Consult PT for training”
« (Optional site specific)RN or Tech calls and request PT assessment in the ED

Order Search
PHYSICAL E Browse Preference List Eacility List
I E: Panels (Mo results found) !
I ¥ Medications (Mo results found)

A Procedures #

Mame Type Pref List Px Code

i Consult PT for training PT ED OR... PT4

i Consult PT for training PT ED CR... PT4

i Chest physiotherapy (aka CHEST PHYSICAL THERAPY) ES... ED RE... RT7

Select And Stay " Accept > Cancel
3

w3

EDC



Metrics & Reports

Page Navigation

Example of AAH Falls &
Mobility Dashboard
(SharePoint)

All

« [Easy Access

ASMMC

« Key process &

ED Disposition

All

outcomes
« Slice & Dice
 Interdisciplinary

« Broad Access

Demographics & O... ™

Go! Assigned Nurse TUGs Fallers TUG, % Mobility, %
-
7 27 25.9% 48.1%
4 15 26.7% 80.0%
2 5 40.0% 100.0%
7 11 63.6% 18.2%
2 14 143% 92.9%
a PR 1nn Ao
> Total 185 716 25.8% 58.9%
PA Service To Fallers TUGs PTinED
-
23 57 18 9
~ 56 82 22 9
37 55 14 5
0 2 1 0
Total 116 196 55 23
N

Y B

Geri ED Metrics

Falls Protocols - Provider and RN Metrics

80%

60%

40%

Percentages

20%

0%

Falls Metrics

®Tug Completion, %

63.6%

43.6%
36.4%

16.4%

May-21

69.4%
62.0%

58.1% 58.3%

45.1%
38.7%

A NP Service To Fallers TUGs PTinED
1 4 1 0
7 53 8 3
Total 8 57 9 3
v
™MD Service To Fallers TUGs PTinED
Tttt T 16 83 24 20
43 65 10 13
20 92 22
12 36 9 7
75 71 26 7
3 41 7 4
Total 209 505 128 72

17.2% 16.7%

Jun-21 Jul-21 Aug-21 Sep-21

Demographics & Other Metrics

.
17% 24% Sor 12.5% o
% ‘

Oct-21 Nowv-21
Month

Volumes by Time

54.9%

45.1%
28.2%

26.8%
9.9%

Dec-21

55.4%

82.1%

9%
19.6

Jan-22

Service To Orders, % @®Mobility Promotion % by RN @30d ED Return Rate @72hr ED Return Rate

24.2%
3%

Feb-22

58.0%

34.0%
264%
e

14.0%

Mar-22 Apr-22

& GEDC



Lessons Learned

Multi-component, Multi-discipline Protocols can be difficult
Embed & Align & Augment existing processes

Listen to front line stakeholders

Develop robust metrics and reports for feedback

« Continuously Improve

 Celebrate accomplishments

93 | © 2020 Geriatric Emergency Department Collaborative |



THANK YOU!

Questions?

malsch@aah.org

aaron




Geriatric EDs:
Implementation Tips
& QI resources

Kevin Biese
MD, MAT

Geriatric Emergency Department Collaborative
Implementation

Geriatric Emergency Department Accreditation

Q GEDC



General Tips for Success

It's a JOURNEY not a destination Interprofessional

It's not going to be perfect at the start
...0Ongoing, 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



AFHS and Geri

Institute for
Healthcare
Improvement

Age-Friendly Health Systems:

Guide to Recognition for
Geriatric Emergency
Department Accredited Sites

April 2022
ihi.org/AgeFriendly

A% 05 AN M 1S SN

Age-Friendly 5)
Health Systems

ca wd

GEDA Elements Aligned with the 4Ms e

Policies, Protocols, Guldelines,

and Procedures as a Component \
What &\
of ACEP Geslatric ED Mattirs [ Midication Mintation MGy

Accreditation Criteria
X Age-Friendly ('j &

A standardized delirium screening
quideline (examples: DTS, CAM,
4AT, other) with appropriate

y Health Systemns
follow-up

+ . Ar intwe of v A e | aetatoy he I o ” »
A guideline for standardized fall rpmp i vty Ads e el pdgummp s S oo ynion
assesament (including mobility X
assessment, e.9., TUG or other)

with appropriate follow-up
A gurdeline to minimize the use of
potentially inappropriate
medications {Beers' list, or other X
hospitat-specific strategy, access
to an ED-based pharmacist)

Develpment and implementation
of at least three order sets for
commaon geriatric ED
presentations developed with
particular attention to geriatric- X
appropriate medications and
dosing and management plans
{e.g., delirum, hip fracture, sepsis,
stroke, ACS)

A guideline to promote mobility X




Geriatric 4M Screening Tool

J G E The Journal of Geriatric Mentation R

Emergency Medicine

O GEDC

Using the 4M Model to Screen Geriatric Patients in the
Emergency Department

#Fall within the last 3 months
+Use of walker, cane, or other mobility device
M 0 b i I it Currently feeling dizzy or faint
y +Currently on fall precautions
*Completion of fall risk education
*Timed Up and Go Test

Positive medication

Martinus Megalla, BA, Roopa Avula, MD, Christopher Manners, BA, Portia vieaice PRSI screen
Chinnery, RN, Lindsey Perrella, RN, Douglas Finefrock, DO

o Lack of advanced
*Lack of advanced directive or living will 3 .
ety directive or living will
Undocumented code
status

*Other reason for geriatric referral
ot h e r +Any other reason necessitating referral to geriatrics per ED
provider

Screening Tool Components and Assessment Tools
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Patient leaves ED —
to schedule visit— Access to Dementia Clinic, sient leaves ED
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Referral to CHSL Hospital, Follow-up with Center for Healthy diagnostics/ Secondary
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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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GEDC Website Resources

Online Learning
*Geri-EM
*Skills Fair Modules

* Implementation Toolkits

e On Demand Webinars
e Podcast

+ Blogs gedcollaborative.com g
e On Demand Webinars -




GEDC

° GEMCAST il SOUNDCLOUD
Acute Brain Failure in Older Emergency Department Patients © Share

GEMCast
Podcast

Patterns of Care Partner Communication
for Persons Living with Dementia in the
Emergency Department

Acute Brain Failure in Older Emergency
Department Patients

With Debra Eagles and Danya Khoujah

O Mentation resources

Delirium in the Emergency Department: Seriou...
An educational video created by the Geriatric Emergen...

Dementia in the ED: Providing Better Care for ...
An educational video created by the Geriatric Emergen...

J G E The Journal of Geriatric ﬁ'}'-C:#AdvocateAurora |

Emergency Medicine o GEDC

Pitfalls of Delirium Screening in Older Adults
Danya Khoujah MBBS, MEHP, Debra Eagles MD, MSc., FRCPC

Delirium in the Geriatric ED:
Processes and Possibilities




0 Mobility resources

GEDC

Identification of Older Adult
Fall Occurrence by Brief
Emergency Department Triage
Screen

Indication of Mobility Aids and Training of

Older Patients in a Geriatric Emergency

Department: Abiding by International

Guidelines

Volume 3 | Issue 4 | Article 6 - Education & Training M0b|||ty Risks and Falls: The Gravity of
Mobility Risks and Falls

The GEDC Skills Fair - Falls & Mobility Module 1

Falls and Safe Mobility Hip fracture management in
Educational Course developed in collaboration with the American Geriatrics Society the ED and in the hospital

Management of Older Adult Falls and Medications
Falls and Mobility in the

Emergency Department

An Implementation Toolkit

Critical Topics in Elder Mistreatment Module 1




o Medication resources
GEDC

Q GEDC JGE M oot ofcerare
POLYPHARMACY AND HIGH-RISK MEDICATIONS IN

OLDER VETERANS PRESENTING FOR EMERGENCY CARE

Paige L. Morizio PharmD BCPS, Vinita M. Mistry PharmD, Ashley E. McKnight PharmD BCPS,
Marc J. Pepin PharmD BCPS BCGP, William E. Bryan PharmD BCPS, Ryan K. Owenby
PhamD, Laura A. Previll MD MPH, Luna C. Ragsdale MD MPH

Falls and Medications

Critical Topics in Elder Mistreatment Module 1 Ten Practical TipS for a Best
Possible Medication History

Medication Management Updated: March 30, 2021

. . . : . . . . Wenya Miao, BScPhm, PharmD, ACPR and Chris Fan-Lun (BScPhm, ACPR,
Educational Course developed in collaboration with the American Geriatrics Society BCGP

Polypharmacy and HIgiIEs Effect of Pharmacist Intervention on

Medications in Older Veterans . .
Presenting for Emergency Emergency Department Geriatric

Care 0 Patients with Polypharmacy

Volume 2 | Issue 12 | Article 3 - Original Research GEDC Volume 3 | Issue 3 | Article 5 - Original Research

DEETRI el Pl Journal of November 23, 2022
Rachael Sheehan, PharmD, Ashley Stajkowski, PharmD, Lee Hraby, PharmD, Melanie Mommaerts,

Paige L. Morizio PharmD BCPS, Vinita M. Mistry PharmD, Ashley E. McKnight Geriatric
PharmD BCPS, Marc J. Pepin PharmD BCPS BCGP, William E. Bryan PharmD Emergency
PharmbD, Tyler Nichols, PharmD, Marisa Nichols, PharmD, Alex Beuning, MD, Victor Warne, PharmD

BCPS, Ryan K. Owenby PharmD, Laura A. Previll MD MPH, Luna C. Ragsdale Medicine
MD MPH




0 Elder Mistreatment resources
G E DC Using the Elder Mistreatment

Response Protocol
Elder Mistreatment Toolkit Training — Module #4
Q National Collaboratory to Address

National Collaboratory to Address. Y o
Elder Mistreatment Elder Mistreatment
. Sign up LOGIN -

You must be logged in to complete this module.
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Emergency Department Toolkit 3
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arereported tothe

) Elder Mistreatment Emergency
Department Toolkit Training

Program

Four e-learning modules developed by the National Collaboratory to
Address Elder Mistreatment
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How to Identify and Intervene in Cases of Elder Abuse
How to Identify and
Intervene in Cases of
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With Dr. Tony Rosen
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O Care Transitions rResources

GEDC

Functional Assessment and Transitions of
Care for Older ED Patients

A Geri-EM.com E-learning Module

Sign up LOGIN —
You must be logged in to complete this module.

Shareon i ¥ in

Transitions of Care in the Geriatric
Emergency Department

Reflections in Practice

COVID-19 in Older Adults:
Transfers Between Nursing
Homes and Hospitals

“I'm Not Staying in the
Hospital Tonight” - How
Emergency Departments Can

Leverage Health and Social
Services at Home to Support o
Care Transitions for Older GEDC

Patients

Volume 2 | Issue 8 | Original Research

Journal of
Geriatric
Emergency
August 17,2021 Medicine
Emily Franzosa, DrPH, MA; Ula Hwang, MD, MPH; Maya Genovesi, LCSW, MPH;

Oma Intrator, PhD; Thomas Edes, MD, MS; Michael Malone, MD

Exploring Care Transitions
From Patient, Caregiver, and
Health-Care Provider
Perspectives

Volume 2 | Issue 11 | Sentinel Paper Review

September 28, 2021
Kevin T Fuji PharmD, Aaron Malsch APN, Pamela Martin APRN-BC
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Your Path to Process Improvements

J YU

®o—o
BOOTCAMP Ql Implementation Office Hour GEDA Application

[
YOU ARE HERE & May8 @ 12nCST  (jype 30, 2023)
Application Prep
=/>July 1, 2023
(new guidelines)

Your Geri ED Landing Page:
gedcolllaborative.com/hanys




Congratulations!
You've just completed 2.5
hours of Continuing
Professional Development

To receive credit, must complete the course evaluation.

TWO WAYS TO ACCESS THE EVALUATION:

Use your phone to scan
GO TO: this QR code:

Gedcollaborative.com/HANYS/

And click on the Course Evaluation button




The GEDC Community

LinkedIn Group

The GEDC Communityis an exclusive
forum for members of the GEDC to ask
questions and share best practices in
geriatric emergency care with each other
through ongoing, interactive
conversations. Here, we can share
materials and improve the quality of care
for older adultsin the emergency
department (ED) with the goal of reducing
harm and improving healthcare outcomes.

Scan QR Code to join the
LinkedIn Group Discussion



https://www.linkedin.com/groups/12784892/

THE GERIATRIC
G E ‘ EMERGENCY DEPARTMENT
COLLABORATIVE

EDUCATE IMPLEMENT EVALUATE

gedcollaborative.com

Mission & Vision

A world where all emergency departments provide the
highest quality of care for older patients.

W e transform and evaluate interdisciplinary best
practice in geriatric emergency medicine, and then
build and distribute practical, evidence-based clinical
curriculumand quality improvement tools that support
sustainable, quality care for older adults.

https://gedcollaborative.com/me mbership/application/

GEDC Members work together to transform ED
care of older adults; catalyze action at local and
national levels to support these care
transformations; and evaluate the impact of these
new models of care for older people.



https://gedcollaborative.com/membership/application/

Generously
supported by
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John A.Hartford

Foundation

westhealth
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