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Our Vision

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

Our Mission

We bring best practice
Into action.

We transform and evaluate
Interdisciplinary best practice
In geriatric emergency
medicine, and then build and
distribute practical, evidence-
based clinical curriculum and
guality improvement tools that
support sustainable, quality
care for older adults.
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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:

» 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 IHS and
Tribal Hospitals

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

|dentify a specific, focused quality improvement
project that can be implemented over the next
six months to improve care for older patients in
their own ED




Disclosure Summary

As a provider accredited by Joint Accreditation Interprofessional Continuing Education, Mayo Clinic College of Medicine and Science (Mayo
Clinic School of CPD) must ensure balance, independence, objectivity and scientific rigor in its educational activities. Course Director(s),
Planning Committee Members, Faculty, and all others who are in a position to control the content of this educational activity are required to
disclose all relevant financial relationships with any commercial interest related to the subject matter of the educational activity. Safeguards
against commercial bias have been put in place. Faculty also will disclose any off label and/or investigational use of pharmaceuticals or
instruments discussed in their presentation. Disclosure of these relevant financial relationships will be published in activity materials so those
participants in the activity may formulate their own judgments regarding the presentation.

Relevant Financial Relationship(s):

Kevin James Biese, MD is a consultant for Third Eye Telehealth

No Relevant Financial Relationship(s)
Aaron Malsch, RN, MSN

Pamela Martin, APRN
Laura Stabler, MPH

Off Label/Investigational Usage: None

For additional disclosure information regarding Mayo Clinic School of Continuous Professional Development accreditation review committee
members visit:

ce.mayo.edu, About Us, Disclosures - or - https://ce.mayo.edu/content/disclosures
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IHS and Tribal Hospitals GEDC Geri-ED Boot Camp

May 19,2022 1:00p — 3:30p EST

BB M ENCETNTTHM Welcome & Introductions IHS / GEDC

BB B EREOETTS  Program Awards & Grant Opportunities Dr. Bruce Finke

A R STER TS Why GEDs & Accreditation Criteria Dr. Kevin Biese

IR EEVAOLIGENNTS I Case Studies (Breakout Rooms)

y AR EREE Ol Recap Case Studies All

GED Protocols - Pam Martin
A BRI et TSI GED Implementation — GEDC QI Resources Falls & Mobility - Aaron Malsch
Tips & Initiatives - Dr. Kevin Biese

IO E LRI S Closing Remarks IHS
AT RIS Wrap Up & Next Steps Laura Stabler




: Please text:
Technical
e | aura Stabler: 919-937-0411

dlffICUItleS e Conor Sullivan: 910-200-1312
e Lorraine Trecroce:; 289-242-8936
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Indian Health Careers — Opportunity. Adventure. Purpose. '\._g 2\&

Blackfeet

Community Hospital
North Browning, Montana

Gallup Indian

Medical Center
Gallup, New Mexico

Northern Navajo

Medical Center
Shiprock, New Mexico

Crow Agency/Northern

Cheyenne Hospital
Lame Deer, Montana

Cherokee

Indian Hospital
Cherokee, NC

Parker Indian

Health Center
Parker, Arizona

San Carlos

Apache Healthcare
Peridot, Arizona

Cheyenne River

Health Center
Eagle Butte, South Dakota

Q GEDC



Blackfeet Community Hospital

EMERGENCY DEPARTMENT
Serves 4 communities -

Supports 1 Health Station

OLDER ADULTS SERVED
Annually in the ED

TEAM MEMBERS

* Neil Sun Rhodes, MD, Medical Supervisor ¢ L, Unique Aspect of Blackfeet Community Hospital and it's

= Jami Crawford, RN, ED Nurse Supervisor . community:

= Alfonso Torres, MD, EM Physician - Delivers emergent and urgent care for slightly more than 131,000
patient encounters, with approximately 21,000 ED visits per

= Jeanette Walker, RN, ED Lead Nurse annum.

As the fifth busiest ED in the state of Montana, we are nestled
right against Glacier National Park and the U.S./Canadian border,
which lends itself to a fair number of elderly tourists.

Q GEDC

= Lorissa Hannon, QA/PI Specialist



Cherokee Indian Hospital

G2 CHEROKEE INDIAN
HOSPITAL AUTHORITY

TRIBAL EMERGENCY DEPARTMENT
TRIBAL

OLDER ADULTS SERVED
Annually in the ED

TEAM MEMBERS

000
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Cheyenne River Health Center

EMERGENCY DEPARTMENT
Serves 27 communities

OLDER ADULTS SERVED
Annually in the ED

TEAM MEMBERS

Marlene Wakefield, Acting Chief Executive
Officer

Dr. John Rozehnal, Clinical Consultant,
Department of Emergency Medicine at CRHC
and Mount Sinai Hospital

Dr. Yeisabeth Jimenez, Clinical Lead,
Department of Emergency Medicine at CRHC

Heather Sierra, RN, Geriatric Nursing Lead

Johnna Watt, RN, Coordinator, Quality and
Process Improvement

Unique Aspect of Cheyenne River Health Center and
it's community:

The Cheyenne River Health Center is the only Emergency
Department in a 90 mile radius.

CRHC is working with Mount Sinai Hospital in New York to
develop an educational and administrative partnership.
Accessing their expertise in developing and sustaining clinical
initiatives focused on the care of the elderly.

Q GEDC



Crow Agency/Northern Cheyenne Hospital

EMERGENCY DEPARTMENT
Critical Access Hospital

Serves 2 tribes — Crow and Northern Cheyenne

Supports 1 health Clinic and 1 Health Station

OLDER ADULTS SERVED -
Annually in the ED

TEAM MEMBERS

Dr. Charles Lambiotte, Clinical Director

Dr. Lindsay Carlson, ED Director N

4
Dr. Cody Grace, ED Physician -,O\.

Dr. Zachary Zemore, ED Physician
Dr. Thomas Olejnik, ED Physician
Patricia Naillon, ED RN

Virjama Williamson, Health Unit Coordinator

14 | © 2020 Geriatric Emergency Department Collaborative |

Unique Aspect of Crow Northern Cheyenne Hospital
and it's community:

The Crow Service Unit sits within the valley of the Little Big
Horn, below the Little Big Horn Battlefield Monument, the site
of Custer’s last stand.

The Crow Reservation is made up of 2.2 million acres.

User population is approximately 14,000 in county, serving an
even larger population in Billings and surrounding area.

Q GEDC



Gallup Indian Medical Center

EMERGENCY DEPARTMENT
Serves beneficiaries primarily from the
Navajo Nation and the Pueblo of Zuni

OUTPATIENT ENCOUNTERS
250,000 A ”y
nnua nvices
o s, m
C%"m "e’f:rs . 1%"‘:"

TEAM MEMBERS
= Dr. Paula Mora, Chief Medical Officer

= Dr. Paul Charlton, ED Director

= Dr. Safia Rubaii, ED Physician ‘O
= Dr. Jamie Newberry, ED Physician —

= Dr. Jacquelyn Simonis, Palliative Care Physician
= Alvina Rosales, RN, Supervisory Clinical Nurse

»neGheryl Smith,RN; Supervisory Clinical Nurse

Unique Aspect of GIMC and it's community:

The workload at GIMC is one of the largest in the IHS with 250,000

outpatient encounters and 5,800 inpatient admissions annually.

N GIMC has the largest staff of all Navajo Area IHS facilities.

Gallup Indian Medical Center (GIMC) is the first IHS facility to be
designated as a Level lll Trauma Center.

Q GEDC



Northern Navajo Medical Center

EMERGENCY DEPARTMENT

Serves beneficiaries from NM, AZ, CO, and
UT. Serves 22 chapters and Supports 2
Health Centers

OLDER ADULTS SERVED
Annually in the ED

TEAM MEMBERS

= Dr. Ouida Vincent, Clinical Director

= Dr. Jeanie Ringelberg, ED Director LY
, , - - Unique Aspect of NNMC and it's community:
= Dr. Carl Smith, ED Deputy Director
, , o i Shiprock Service Unit is the largest geographical service unit of
= Melanie Barber, RN, Supervisory Clinical Nurse -

the Navajo Area IHS, serving 80,837 beneficiaries.

* Dr. Wiley Thuet, ED Physician NNMC is a 60 bed medical center and is designated as a Level IV

Trauma Center and is certified as Peds Ready by the New Mexico
Emergency Medical Services for children and the University of
New Mexico Child Ready Program.

16 | ©2020 Geriatrt Ei@Ta:BalderramaRN: Batient family Advocate o GEDC

= Eirin Ward, RN, Assistant Supervisory Clinical Nurse
and GED Champion



Parker Indian Health Center

EMERGENCY DEPARTMENT
Critical Access Hospital

Serves 4 communities

PATIENTS SERVED SSALT
Annually 4(§%%
: 2 9
: Pt
("&“’Javaaﬂ A&S b \g‘g:

TEAM MEMBERS

= Michael Dickerson, MD, Clinical Director

" Jermaine Bridges, MD, ED Physician : Unique Aspect of Parker Indian Health Center and it’s
S ’ _—
= Adam Patch, ED RN _O_ community:
/== ™  Parker Indian Health Center in Parker, Arizona is the only hospital

for the service unit and is the main hub for federal clinics located
in Peach Springs, Chemehuevi, Moapa, and Supai.

The Colorado River Indian Tribes (CRIT) include four distinct
tribes- the Mohave, Chemehuevi, Hopi, and Navaj G EDC
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TEAM MEMBERS

= Dr. Charles Schnorr, ED Director S . -, )
-O- Unique Aspect of SCAHC and it's community:
= Felita Jackson, RN —a _ , . L .
- SCAHC is moving forward with building and operationalizing a
= Bonnie Bird, RN 100-bed LTC-SNF facility on the SCAHC campus by December

2024.
= Dana Nosie, ER Tech
The elders of this community are the protectors of Apache

language, tradition and culture.
8 GEDC



Alzheimers Grant Program Funding Opportunities
Application deadline: July 18, 2022

https://www.ihs.gov/dccs/alzheimers/

Cooperative Agreements Program Awards

« Funding Announcement Number: HHS-2022-IHS- « Eligibility: IHS Service Units working in partnership

ALZ-0001 with the Tribe(s) and Nations that they serve under
the condition that the Tribe(s) or Nations served by
the IHS Service Unit have elected not to apply for a
Cooperative Agreement (above)

« Eligibility: Tribes, Tribal Organizations, and Urban
Indian Organizations

« Federal Register Publication: Addressing Dementia
in Indian Country: Models of Care

» Application Materials: Program Award Application

 Funding: Awards of up to $150,000 per year for two

« Funding Amount: Awards of between $100,000 and years

$200,000 per year for 2 years

- Anticipate 5 awards « Anticipate 3 awards

Q GEDC


https://www.grants.gov/web/grants/view-opportunity.html?oppId=333798
https://www.federalregister.gov/documents/2022/04/18/2022-08249/addressing-dementia-in-indian-country-models-of-care
https://www.ihs.gov/sites/dccs/themes/responsive2017/display_objects/documents/alzgrantprogramannouncement2022.pdf
https://www.ihs.gov/dccs/alzheimers/

Geriatric EDs:
The Why?

Kevin Biese
MD, MAT

Geriatric Emergency Department
Collaborative Implementation PI

Chair, Geriatric Emergency
Department Accreditation
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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.

0 GEDC nhttps://gedcollaborative.com/resources/

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)



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

Four Critical Components of a
Geriatric-Appropriate ED

Connection
with

community

Geriatric ED
B ‘ AGSE=. ' (E[N]A] ‘T s st Guidelines 2014

g o b G

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

I m p I I Ca.tl O n S (ad m It VS . d ISC h arg e) Kristy Gonzalez Morganti « Sebastian Bauhoff « Janice C. Blanchard
Mahshid Abir « Neema lyer « Alexandria C. Smith « Joseph V. Vesely

« Average admission >$22,000 e A T

« 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 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," Annalise Grilli, MD," Raffaclla Giorgi, MD,"

Liana Spazzafumso, MD,” Stefano Polonara, MD.* Giuseppre De Tommaso, MD,"
Alessandro Rappelli, MD," and Paolo Dessi-Fulgheri, MD*

TOPICS

DIFFUSION OF INNOVATION

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

JOURNAL  BLOG Association Between Physical Therapy in the Emergency
Department and Emergency Department Revisits for Older
Adulrt Fallers: A Nationally Representative Analysis

L MS, ficki ferami, MY, Ty 1 Ko, POTY

POLICY STATEMENT

Opnmnl Older Adult Emergency Care: lmmduclng
plinary Geriatric El
From the American College of Fmergcnc) Phys)c:ans. American
Geriatrics Society, Emergency Nurses Association, and Socicty for
Academic Emergency Medicine
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The current disease-oriented, episodic model of emergency
Adrese the complex needs of old

Ky momi fall
g nevisins

g to emergency departments (EDs). Dedi
ties with a specific organization (e.g., geri-
atric EDs (GEDs)) have been advocated. One of the few
S R GED experiences i the world is described and its outcornes
== Lumplr:ll i those ul a umvrmmlla] ED (CED). In 5

of

emimpamey department:

E.lmy people are an everincreasing population in over-
rowded emergency departments (EDs).! Their com-
plex medical and social needs require more time and
resources than those of younger adults, "2 Older adults are
irequently admitted'* and when discharged from the ED
face adverse health outcomes such as ED return, hospital-
ization, functional decline, and death.™*7

widely agreed that the current disease-oriented,
episodic mode

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

SEPTEMBER 12,2017

Eergry
500 acuncly ll ldeey patienss peseoting 10 o teban EDs o Emergy Moscne
in Ancona, Italy, triage, clinieal, and social

following idercd:

identifiers and Comespening Asor € —

0196 084478 e st et

A growing body of
literature supports
Geriatric EDs
as a solution

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

dat
nrly (30-day) and late (6-month) ED revisit, frequent ED
admission, and functional decline. Death,
functional decline, any ED revisit and any hospital admis”
sion were ako considered as 2 composite outcome. Odds
ratios and 95% confidence intervals (Cls) were calculated.
Overall, GED patients were older and frailer than CED
paticnis. The two EDs did not differ in terms of carly, late,

1 e does
drese the complex meeds of alder patients-* The aim of EDs
s to provide acute intervention and timely health care to all
patients with emergent or urgent problems. When a med-
kcally complex older person with reduced mobility, im-
paircd memory, or poor social support prescnts to the ED,
the system experiences crisis, slows down, and becomes in-

sfficicnr, Vol

£ the ED staff with the manage-

SpeciaL CONTRIBUTION

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.
i e in the product

the American College of
Geratrics Sodery.

scs Asociation, and the Socety for Academic
ey Medcane.

raved by the ACEP Boand of Directors October 2013 by
[ Academsic Emesgency Medicine October 2013

ODUCTION
Accoding 1 the 2010 Census, more than
Americans were aver the age of 65, which was °
o v n o v X
the population 63 years and aver increased t a faer rate than
Ul 015, gl The cham s sk dasmmn
that the population §5 nd older s growing a1

health care system 25 8 whole and o emergency departments
(EDW) specificaly. * Geristric EDs began appesring in the

aited States i 2008 an have become incressingly common.

The ED i aniquely positioned 1o play 4 rol in improving

poins for medical care,

% of hospital admissions in the United States, of
7% receive + noa-surgical disgnosis.” The

expertie which an ED sl can bring 1o an encoanter with 4

geristric patient can meaningfully impact not only 3 patient’s

condition, but can sho impact the decason to urilize relatively

expernnve inpaticat modalities, o

tresments | Emergency medicine cxperts recognsze simiar

chalienges around the world. * Geriatric ED core principles have

been described in the United Kingdom.

tal it of care for boeh wnparicns and
he ED has the

et care peovided.

opportunity 1 “sex the stage” f
fagnoses and improved therspettic messures can

outcomes, bat
of resousces towards  patient
ignificantly more resources

per event than younger populations.”* Geratric ED patienty

repeesent 43% of admisions. including 48% admittcd to the
insenvive care unie (ICU). " On sverage, the geristric patient
s an ED lemgrh of seay thut is 20% bonger and they use 0%
mare lab/imaging services thun younger populations * In
addition, geristric ED patients are 400% mare bkely to require
social ervices. Despite the focus o geriserc scute care i the D
manifest by dnproportonate we of revources. thoe patents
frequenty leave the ED disutisied and optimal outcomes are
ot consstendy aresned.

Deite the fact that the grrsaric pavent population scconnn
foe » brge, anud ever incressing, propostion of ED visi. the
contempotary emergency mediine manspement model may ot
be adequase foc geratrc adults. * A number of challenges face
emengency medicine to cffectely and reably rprove post-ED
e aduk oute tuliple seudies demonstrste
emengency physiians' perccptions abous inadequate geratric
emengency care mode taining, " Many common geristric EDY
problemy remain under-rescarched lesming uncestainey in opmal
management straegies.”* In addition, quabty indicarors for
tandand geriatric ED care continue to evobve. Older

adults with mubtiple medical co-morbidites, ofien multiple
medcatsoms. and complex physolvgs changes proent even
grester challenges ™ Programs specificall designd to sddress
these concerns are a fealstc opportunity 10 improve care.

Similar peograms designed for ocher age groups (pediatrics) or
diewced towards speciic diesses (STEMI, stroke, and trauma)
huve improved care boch in individual EDs and system-wide.
resuking in better, more cost effective care and ultimately berter
panent outcomes,

GERIATRIC ED-PURPOSE
Purpose

The purpose of these Gerisric Emergency Department
Guidelioes s 10 provide a standardized se of guidciines
effctively impeove the care of the geriaric popalation and which
s feasble 0 implement in the ED. These
emplu i kg g, elcrden, gl s
procadures. follow-up care, and performance improvement
s, When iplemestd pLessrray geriatric ED can
expest t sce improve

satisfaction. attention to the needs of this

ilesiag vl L i iy i e ity
alloce health care roources, optimize sdmission 3nd
rexdmission racs, whil simul casing utrogenic
complications and the resultant increased kemgsh of stay and
decreased reimbunement

s that can

puidelines crese 3

paticrs care, cussomer ervice, 4od
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The Geriatric Emergency Department

Ula Hivang, MD, MPH,* " and R. Sean Morrison, MD'*

O older sl i the heakfcre :yuzm the emergency de

macy, and functional mdmgmm impairments who often
peesey wth ical Signs and symptoms of acute
incse. The us of G nergeny Deparimen Iner

ad

may help o address these challenges and thereby improve
the quality of care of eldesly people in the ED.

OLDER ADULTS AND THE ED
Although the aging population will affect all areas of health
be disproportionately affected.
ty SB% of 76parcld b atLae oo

0 39% of those of all ages, and
ng age’ Once in the ED,
tientsare more my tohave an emergent or urgent
be hospitali lc:

e Ventions, sruciural and of car
e the dressing the special care needs of lder piutm\, may help o
addeess hse challnges ) Am Gerae S SS:1873-1876,
Ipn—
[ e sz words: emergency medicine; geriatric health services
e . Carpes
‘or most of the 20th century, the growth of the popu
fomrey M) lation aged 65 and older has far outpaced other age

groups, and this trend will continue well into the 21st cen-
tury. As a result of this demographic shift and an increase in
longeviy esuling from chanes i liesyles, bealt, and

u.m‘ In additi wldn patients are also more likely to
receive a greater sumber of diagnostic tests, spend longer
times in the ED, and have higher charges for their ED ser
vices than younger patients.*

The Disconnect Between Em and Elder Care
The ED is 2 uaue exvicooment whese Kghly pecaiod

s
ities in care for older adults, most have focused on specific
diseases or conditions* and have not looked specifically at
how ED care and environmental factors may be assosiated
i patent outcomes. Norethelss,there are indcations
that the current model of ED care may not be

advan
der n 2030. By 2080, marly 25% of Medicare benef
carics will be aged 85 and older

s the ULS. population continues to age, the healtheare
ced to face and embrace the challenges of car-
ing for lder adults. Care < foe clerly people i increasingly
being sought in em where older

D visty ider adults re 2t
greater risk for medical complications, functional decline,
a0 poorer health related quality o lfe than they were be
:m # Up o 27% of older adults discharged home from

3

muuth alte dicharge. n addiion, a survey of oler pa

ay longe d
ment regimens, and require special needs during their visit.>
The use of Geriatric Emergency Department Intesventions

inner-city ED revealed that
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e special care needs of older adulis unfortunately are
not aligned with the priorities of how ED physical space is
designd and bow ED care s rendered. Space s planned
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Greater than 90% of Accredited GEDs launched
without external funding

INITIAL OUTCOMES AT A GLANCE

GREATER  LOWER 165%  LOWER
Patient COSTS Reduced risk of RISK
Satisfaction Leveraging hospital Of 30-day fall-
" interdisciplinary readmission 5 related ED
team revisits

(-) 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.
Depa rtm ent d O Actual case: Hospital in competitive area w/ many
fo r m h os ita I 7 “snowbirds” seeks differentiation
y pital:

BETTER CONSENSUS MANAGEMENT

CFO of academic system in NE: “I 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 i

Good Geriatric
ED Care \ cERAme,

,//

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

Evidence of geriatric focused care initiative
Mobility aids
Food & drink 24/7

Q GEDC



Case Studies: Three Older Adults

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

For a video of Mrs. Cado:
geri-em.com/functional-assessment/mrs-cado/

Mrs. Schwach 80-year-old woman, not feeling right

“Mom seems a little off”

Mr. lvanhoe 87 year old male “familiar face”



https://geri-em.com/functional-assessment/mrs-cado/

Case Study Breakout Rooms
25-MINUTE SMALL GROUP DISCUSSION

Mrs. Cado Mr. Shwach

78-year-old woman with a broken 80-year-old woman, not feeling
wrist “ready for discharge” right “Mom seems a little off”

WITH YOUR GEDC EXPERT WITH YOUR GEDC EXPERT

Kevin Beise Aaron Malsch

Mr. lvanhoe
87-year-old man “familiar face”

WITH YOUR GEDC EXPERT
Pam Martin




Joining Breakout Rooms

() Breakout Rooms X
YOU have already been aSS|gned You have been assigned to Breakout Room:
to your breakout room. Breakout Room 3
In the bottom toolbar in Zoom, >
you may click the button to join
your breakout room.
; —

Please be patient.

Joining Breakout Rooms...
It can take a little while for all the Breakout Room 3
connections to come through. It might take a few moments.




Leaving Breakout Rooms

Breakout Rooms will close in 43 seconds

You will be returned to the main session automatically,

Return to Main Session

When your case discussion
time is over (15 minutes), you
will receive a 2-minute
countdown warning. After 2
minutes you will be
automatically returned to the
Main Session.

To leave the breakout room,
click “Return to Main Session”
(instead of Exiting the zoom
meeting)

& GEDC



When You Come Back

Assign someone in your group to describe:
* One barrier to quality care for your patient at your ED now and
* One opportunity for improvement that you could implement.

* 5 minutes per group




Case Studies




CASE DEBRIEF

CONNECTING CASE STUDIES
OPPORTUNITY FOR IMPROVEMENT

BARRIER TO QUALITY CARE THAT YOU COULD IMPLEMENT
Group 1: Older adult with fall Follow up with PCP
-Multiple antihypertensive
-Pain

-Support at Home

Group 2: “ Not feeling right” Standardized processes for discharge
-Vague complaints -ambulation, eating, mental status
-Multiple delays
-Incomplete information
-NPO, immobility for 10hrs Highlights:

4M’s Framework

Group 3: CPOD Mobility, Medication, Matters,

-Vague know services Mentation

-Poor documentation
-Geographic distance

& GEDC



Creating older-adult
specific policies based
on existing generic
hospital policies

Pam Martin, MS, RN, GCNS-BC

Yale New Haven Health

& GEDC



To satisfy accreditation criteria:
Policy needs to be ED and Older Adult specific

Example:

NPO:

In the ED, all patients > 65 years

of age is allowed to have clear

liquids unless actively vomiting

At N "[“‘\ “

% 0 "\ T £ Bt
4 \ b || R L B .
- ~
] '
i |
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To satisfy accreditation criteria:
Policy needs to be ED and Older Adult specific

L Foley catheter required or requested ]

Example: ﬂ-

> N
U I'I n a rV C a.t h e.te r. / Does the patient have any of the following characteristics or needs: \

*  Urinary retention/outfiow obstruction?

*  Need forclose monitoring of urine output and inabilty to use urinal or

For ED patients age > 65 IO i

Sacral/pernineal open wound with urinary incontinence?
e Too#l or incapacitated to use alternative urine collection method?

introduce decision algorithm | | [oeessen?
o Emergentpelicultrasound?

e Emergency surgery?
o Hip fracture?

s Otherurological problem?
\\ ® Hospice or paliative care? /
- O = =,

( Insert Foley ] l Consider alternative method for urine collection J




To satisfy accreditation criteria:
Policy needs to be ED and Older Adult specific

Physiological needs: Camfort needs:

Sensory needs:

Exam ple: Faod, water, toileting Too hot/too cold, pain Glasses, hearing device,
bored

Use of Restraints:

For ED patlents age S 70 Address identified need
Geriatric Comfort Cart
IntrOduce deCiSiOn algorithm Family/caregiver presence

Notify MD

Utilize ED delirium care
signature pathway




Pam'’s Pearls

 What age

* What inclusion/exclusion criteria will you use

Do frequent small tests of change (PDSA cycles)

« Offer education to all involved in process (nursing, techs, MD, APP)




A standardized delirium

screening guideline
(DTS, CAM 4AT, other)

with appropriate follow-up

« Under recognition
* Increased Morbidity & Mortality

* |Increased Costs
* Revisits/readmissions
* Increased LOS >> ED boarding

Delirium_EDImplementationToolkit.pdf
(gedcollaborative.com)



https://gedcollaborative.com/wp-content/uploads/2021/03/Delirium_EDImplementationToolkit.pdf

Screening Tools
Delirium Triage Screen (DTS)

Pam's Pearls

* Nursing involved in
choosing screening tool

 Who will screen

* Where will you screen
(triage/room)

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

() westhealth

ED Quick Delirium Screen

aka: Delinum Triage Screen (DTS)

Altered Level of

Consciousness 1
RASS* Yes (RASS 2 0)

Pre-screen POSITIVE
No (RASS=0)

Confirm with bCAM

Inattention >] Sifor
Can you spell the word
"LUNCH" backwards?

0 or 1 error

How often should this be done?

Reassess every 4 hours with vitals

* Richmond Agitation Sedation Scale (RASS)

Copvriaht @2012 Vanderbilt Universitv

1 THE GERIATRIC
G E D< | EMERGENCY DEPARTMENT
| COLLABORATIVE

EDUCATE IMPLEMENT EVALUATE

Brief Confusion Assessment Method
(bCAM) Flow Sheet

bCAM Negative
No Delirium

Altered Mental Status

4 NOQ m—)
or Fluctuating Course

*7

Yes

Inattention
"Can you name the months

bCAM Negative
e errors-’

backwards from December to July?"

!

> 1 errors

e

Altered Level of Consciousness? @ ves
Richmond Agitation Sedation Scale

bCAM POSITIVE
Delirium Present

8

I

No Any Errors

e

Disorganized Thinking

Set for wovkup

bCAM Negative
1 _’

1) Will a stone float in water?
2) Are there fish in the sea?
3) Does one pound weigh

more than two pounds?
4) Can you use a hammer

to pound a nail?
Command: "Hold up this many
fingers" (Hold up two fingers),
‘Now do the same thing with the
other hand'(Do not demonstrate)




Appropriate Follow-up
What are you doing with the information?
Provider notification

Delirium Prevention Strategies .
« Geri Comfort Cart/ Delirium Prevention * Make it easy

Pam’s Pearl’s

Cart/ Dementia Cart: Non-pharmacologic . ibl
interventions improve comfort and experience Have items accessible
among older adults in the Emergency . .

Department — ScienceDirect Model ideal behavior

Non-pharmagglogical measures to prevent Reward high achievers

and treat delirium

« Redirection, reassurance, distraction Determine your metrics and

- Address physical needs (nutrition, how to obtain
hydration, bathroom) ) :

« Normalize sleep wake cycles C?n yolu tie tﬂe outpatient

* Mobilize early, remove tethers re grra to other

Outpatient referral poll.cy/.protocc.)l. (access 1o

geriatric specific follow up)


https://www.sciencedirect.com/science/article/pii/S0735675720303223?via%3Dihub

A guideline for standardized
assessment of function and

functional decline
(ISAR, AUA, interRAI screen, TRST)

with appropriate follow-up

* |dentify high-risk patients
 Functional decline
« Admission/readmission

» Can be used in conjunction with
ESI to identify patients for
geriatric team



Screening Tools
Choose a tool

ISAR TRST

1) Before the illness or injury that broughtyou oYes 01 1. ] History of cognitive impairment (poor recall or not oriented)
to the Emergency, did you need someone to oMo 00 2. [] Difficulty walking / transferring or recent falls
help you on a regular basis? a0 icat
X Ve Or more medgicatons

2} In the last 24 hours, have you needed more  oOYes (1
help than usual? 1 Na 00 4. [ ED usein previous 30 days or hospitalization in previous 90 days
3) Have you been hospitalized for one or OYes 01 5. [ Lives alone andlor no available caregiver
more nights during the past six months? oNoe 0O
4) In general, do you see well? OYes 00 6. [J ED staff professional recommendations:

! . 0 No 01 L Nutrition [ weight loss L Incontinence
5) In general, do you have serious problems oYes 01 UFaiure to cope LI Medicaton issues
with your memary? 0 No 0o DSensuw deficits [ Depression / low mood
&) Do you take six or more medications every oYes 01 CI0ther
day? oMo 00
Positive test is 2 or more Total /6

MA nnt annlicahle




Appropriate follow up

What are you doing with the information?

« CM Pam'’s Pearls
« GEMS nurse/APRN  Who, where, when will screen
. SW be completed

« PT/OT consult * Determine age that you will
| begin screen

« What “number” will you use
to trigger additional
interventions

e Check for and obtain ISAR
copyright




A standardized dementia

screening process

(Ottawa 3 DY; Mini Cog, SIS, Short
Blessed Test; other)

with appropriate follow-up

Increased risk for delirium
Discharge planning

Obtaining H & P / Medical workup
Fits into system goals

Opportunity for potential grant
funding



Screen i n g too I S gedcollaborative.com/toolkit/dementia-2/

Multiple available but MINI COG fits into IHS
(¢ ) westhealth QGEDC PamlS Peal’|S

o  Who, where, when will screen be
mThreeWord Registration Completed

Look directly at person and say, ‘Please listen carefully. | am going to say three words that | want you to repeat back to me
now and try to remember. The words are [select a list of words from the versions below]. Please say them for me now.” If

the person is unable to repeat the words after three attempts, move on to Step 2 (clock drawing). D .t . .th _t . I I b H

[ I ' l
The following and other word lists have been used in one or more clinical studies.1-3 For repeated administrations, use of e er Ine age a you WI eg I n Screen
an alternative word list is recommended

- What other criteria will be used for

Banana

THE MINI-COG™ DEMENTIA SCREENING INSTRUMENT

Leader Village River Captain Daughter

ot ‘ T ‘ par ‘ o Pt ‘ e patient selection
IEZEA ciock Draving « Will all patients get screened

Say. "Next, | want you to draw a clock for me. First, put in all of the numbers where they go.” When that is completed, say:

"Now, set the hands to 10 past 11" ° Only patlentS Wlth AMS, etC

Use preprinted circle (see next page) for this exercise. Repeat instructions as needed as this is not a memory test. Move to
Step 3 if the clock is not complete within three minutes

IR Three Word Recall « Have a plan to use the information. Do
Ask the person to recall the three words you stated in Step 1. Say: "What were the three words | asked you to remember?” not have i't be JUST AN OTH ER Screen

Record the word list version number and the person's answers below

m « ED specific education on why this
) ) matters
Word Recall: 0-3 points point far each word spontanecusly recalled without cueing.

Mormal clock = 2 points. A normal clock has all numbers placed in the correct sequence and
approximately correct position (e.g. 12, 3, 6 and 9 are in anchor positions) with no missing
Clock Draw: (Dor2

ooints) or duplicate numbers. Hands are pointing to the 11 and 2 {11:10). Hand length is not scored geriatrinastfacts-com/faSt_faCtS/Creating_d ementia_friendly_

Inability or refusal to draw a clock (abnormal) = O paints.

Total score = Word Recall score + Clack Draw score e m e rg e n Cy_d e p a rtm e n

A cut point of <3 an the Mini-Cog™ has been validated for dementia screening, but many
individuals with clinically meaningful cognitive impairment will score higher. When greater
TDFal Score: (0-5 sensitivity is desired, a cut point of <4 is recommended as it may indicate a need for further
points) evaluation of cognitive status

geriatricfastfacts.com/fast-facts/assessment-dementia-
modified or used for commercial, marketing, of reseawrch purposes without permission of the author {soob@uwedu). ¥ 01,1918 p a-t i e nts_e m e rg e n Cy_d e p a rt m e nt

Mini-Cog™® 5. Borson. All rights reserved. Repeinted with permission of the author solely for clinical and educational purposes. May not be




Pam'’s Program Pearls

» Assess culture and readiness for new ED initiative
 Learn system priorities and how this fits into those

* What processes/projects are occurring simultaneously
« Engage ALL stakeholders early in process

« Review processes frequently (share data)

« Keep process front and center
» educational opportunities
* Newsletters

» Reward high achievers




THANK YOU!

Questions?

——— 3
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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

O 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

@] < Gl @ gedcollaborative.com & to Wards GEDA
GEDC |55 . -~
OOOOOOOOOOOO News & Articles Publications Events About Co
EDUCATE IMPLEMENT EVALUATE

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/

Falls & Mobility Implementation Tool Kit

® < (0 & gedcollaborative.com

Management of Older Adult Falls and Mobility in the Emergency Department: An Implementation Tool...

o GEDC Education ~  Research  Partnership  Tools & Resources

What's Inside

Falls are a common presentation for older ED patients. Promoting safe mobility is a key goal of ED
discharge. This toolkit provides helpful resources for making changes in your ED to enhance the
assessment of older patients who have fallen and to ensure safe mobility post-discharge. It
includes resources and tools and links to the evidence to support their implementation.

Staffing d
Policies, Procedures & Protocols J
Screening & Assessment J

Physical Environment d GEDC



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

HH:

o
a
o

EVALUATION

——p Medical Evaluation

——p Trauma Evaluation

AN
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

.

.

DISPOSITION TRANSITION/ REFERF

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

O GEDC



Post-Fall
Assessment

INITIATING AT
BEDSIDE

Post-Fall Assessment in the Emergency Department

s

© MEDICATION

: ASSESSMENT ]
| ' ! : . Although there is no

: | Medication assessment ! : recommended set of
should be performed on all diagnostic tests for the

. © DIAGNOSTIC TESTS

© ATTENDING MD : ;
ASSESSES : ; -

Ask yourself: "If this patient
was a healthy 20-YO, would

Note: Example of
potential assessments

(¢ ) westhealth

& GEDC

he/she have fallen?" If no, then
the assessment of the underly- |
ing cause of the fall should be
more comprehensive.

© TAKE A HISTORY

THAT INCLUDES:

+ Location & cause of fall

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

+ Specific comorbidities:

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

Visual or neurological
impairments such as
peripheral neuropathies
Alcohol Use

Medications

* Activities of Daily Living
+ Appropriate footwear

' patients at risk or who have I
. suffered from a fall. Special i
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.

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

(¢ ) 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.

Expected Gait Speed

60-69

70-79

80-89

90-101

Overall 7.9 seconds 0.9

Overall 7.7 seconds 23

Without device 11.0 seconds 2.2
With device 19.9 seconds 6.4
Overall 13.6 seconds 5.6

Without device 14.7 seconds 79
With device 19.9 seconds 2.5
Overall 17.7 seconds 5.8

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 Normal, freely mobile
<20 Mostly independent, can go out alone
20-29 Variable mobility, requires assistance

A score >14 seconds is associated

o~

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



70

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

i and grab bars |
L In restrooms 4

Even floor
surfaces

Aisle
lighting

¥ Rubberor %
i nonskid floor |

surfaces/

Handrails

. onwallsand |

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:
_—)

Patients aged >=65 years in the 1). If injury, ED nursing staff- Admitted patients: »
Emergency Department then initiate As soon as patient initiate protocol to
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

=) of each site) a) Complete set of on admission.
Orthostatic VS =
2). If no injury, b) Complete Timed Up Not sure:
RN completes » and Go test 1) Referral to PT (*within

Memorial Falls 30 min) while in ED.
If No Fall or Low Risk then, initiate ~ Scale Results of both 14 2) PT input to provider.
Mobility Procedure while in ED commdnicatad
Ll He whten to provider seconds ,
»Dlscharged patients:

Do you want a physical 1 pT gssessment while in ED
Timed Get Up and Go (TUG) Test: therapy consult? Yes/No 2 Referral to outpatient physical =
1) Daytime- therapy while in ED
0 v Notify HUC to arch page 3. Order assist device in ED

at extension xxxx whether ~ msg to primary care provider
admitted or if Outpatient
10R

Version 10.0 s " TUG <14
January 29, 2019 Cj N seconds - Mobility Procedure while in ED

Advocate Aurora Health

1 ! : PT per template 4. Provide home safety checklist
Q => 2) Off hours- 5. Med reconciliation by Pharm. Tech
Leave a voice mail for PT 6. Pharmacist to send Epic Phone

Disposition:

Order early PT assessment
in the hospital

1. ED provider to send Epic
“Staff Message” to primary
care for F/U

2. Referral to outpatient
physical therapy (order can
come from the initial ED
physician & subsequent plan
of care from the PCP) or

3. Referral to home care
physical therapy / OT/
home safety evaluation.

4. Primary care F/U for:

a. Med review/management
b. Assess osteoporosis risk
& Vitamin D supplements

c. Assess vision impairment
d. Manage feet/foot ware
problems

e. Complete home care order
f. Review home safety
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 ° COntInUOUS Improvement

72 | © 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 asslst the CMJSW in identifying the specific needs of the patient. The current visit's

ED charges, arrival & dis and dis nrdars are di to effici the
patient's context. This is { helpful when iewing cases for possible follow-up.
CRstnr SEMPa § Prmanie B Seweh £ Manvpe Curictn + | & i (30 46 Prapatas ()

AAH Geriatric Emergency Department: Advocate

« Workflow
2. Two additional lables that has specific information about each RN's rate of ISAR completion and

comments. Again, we have a goal of 85% ISAR completion rate and 50% geal for comments. In the
lable is the volume of patients assigned to each RN, ISAR by ‘assigned’ and 'taken by', and comment

* Roles & Responsibilities iy b

fov 2.

AAH Geriatric Emergency Department: yAdvocateAurora ll B - et | e

prs for the current visit to provide a review of the major events of the visit.

. 2 s | £D19AR
2. At the bottom of the form is where you select specific referrals, service to arder recommendations, and - o £ i
° ultipie routes s =
5 > i el s s T
ED Medication Orders
« Referrals: Please select only appropriate services that the patient needs, such as CM/SW, 2 2 B =

01717, 01/17720 HYDROmorphone (DILAUDID) injection 0.5 mg ONCE

ADRC, Community Resources, Transitions RN, Follow up with PCP i : L
. 5 o
° F D S A I e e d b a C k Service to Orders: Out Patient Palliative Care, Home Care, and Community Based Care ) S
Management (CECM) are not available in all markets. Please make sure they are available
prior to selecting the service-to order because these selections populate the Provide BPA

ED Imaging Orders

20513 PR oen wh ach e 2 B h bt o e

Start

» Other {comment): ff this selection is mads. it will open & comment row below, allowing you to

masicr fjpdings and concaeia for the pat ion. The tnid 01/17/20 XR CHEST AP OR PA - PORTABLE 1 TIME IMAGING
formation about what assistance the patient needs with to return to their V70 o7 x;‘r'-(;::;van:eM VTIMEIMAGING  Completed
. - . 2 % % 01/17/2 772 iew Right 1 7 G Complete:
AAH Geriatric Emergency Department: es AdvocateAurora ;l::e SWICM needs to know to facilitate their return. In general, the type of and CMISW Consultation:
lof residence/facility the patient lives in and whether they live with anyane glse. fcation of Senior Af Risk)
status if known and whether the patient seems to be declining
fvices and support in the home hd volumes of scores will vary at each ED, as will the resources both during on and off hours. . " . " - y o2 2
variations on the pracess of how Case Management will be friggered for consulting based ?h'f’ "’::JI e Aum ":"e 9""":"" i = ‘paﬂe;lsd
B d resources. Below is representative distribution of a mid-sized ED. -IOC, J0W): ANC CaMm. Soctonally: we pran. on Botng Anew.[eo.lo aMmbe
End Users Affected: RN, SW, CM 1 P & note. and extract pull data. Please provide Aaron with recommendatians far
Older Adults in the ED:
Older patients are a uniquely vulnerabie population at high risk for these poor outcomes as identified by the _:;':“;’_‘_f:: ==
Geriatric Dep: the risk of adverse oulcomes among . 8
older adults, these guldellnes recommend that *All geriatric patients, regardless of the presenting com- plaint oss Wvt swae i vems Ao T herw Sema]

= 4 v

shall be screened (on the initial index visit. not follow-up visits) using the Identification of Seniors at Risk
(ISAR) tool or a similar risk screening lool..."

The ISAR (ldentification of Seniors At Risk) tool is a simple 6 question screening tool ta identify and {omments:
cnmmumcale the risk alder sdults 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

- -
P e prmmemmasm o) AAH Geriatric Emergenc
the patlem situation facllitates the tailoring of a care plan to the panents needs. Btaying and helping out, Including frequently spending the nig)

ressive currently for rehab due to fall and hip surgery”

ISAR Documentation resources but declined. Pt offered nurslnq hame plaoemem b
s epartmen
1. Document the ISAR Elder Alert. The ISAR screening tool Is found In the Triage, ED Namator, and e for spouse and needs help with resplte care.resources
Discharge Navigator. The section shows for patients 65 and older. All patient 65 and older are to be me PT or Lifeline dua to frequent falls at home
screened. skilled nursing facility LTC"
T ..
Falls & Mobility Procedure T
4 paonts havo 3 similar naeo 10 s parioe on: The comrect place to document comments is at the end a S 0 I I rO C e U re ra I n I n _OF EMERGENCY FHYSICIANS
lent section at each of the 6 questions, those recorded there Al F . 1 1

e

rral to' section, please select your referrals and then click on
text area to add your patient specific comments, which will s|

The distribution and volumes of d ED1058 Report. GERIATRIG
scores will vary at each ED, as March 2020  EMERGENCY DEPAHTMEN
Cam | ane will the resources both during S y

on and off hours. Each site will
have variations on the process
of how Case Management will

R I gk ¢>AdvocateAurora

Lo dehe

vn aehe




Mobility Documentation

. Mobility
* Go to the nursing | | |
Time taken: 1523 112242020 Show: []Row Info [ JLastFiled []All Choices
procedures tOOIbOX ok Add Row e Add Group 8 Values By e Create Note
v Mobility
G2 Activity [ CJambulated [|Bedpan given [|Bed rest {MD order) []eedside commode
) - [ chair (all types) []oangled [Jextremity elevation/i.. [ |Head of bed elevation
N LITSI rllg PT'EICEE'IJTE-S AN ﬁ L] off unit [pivot []Pushing [Jrange of moticn
[ |Resting in bed [ |sleeping/tppeared t.. [ |Stood at bedside [JTum
== Wound Procedure Clupadiio Clother commen
Weight Bearing Mon-weight bearing Touch weight bearing Weight bearing as tolerated
Weight Beari OO L] Ll
atus
Heel walking Partial weight bearing (specify) Cther {comment)
l ] d
I‘E}ﬂobility Assistive 7 [erace [Ncane [ ceiling lift [ crutches []Gait belt
evice
Prosthesis Sit to stand Slide board/sheet Splint Total lift
[ [ [ [ [
: - [ITransferfFriction.. [ |Trapeze [JTurn and position... [ |walker [Jwheelchair
= Ear/Eye Irigation
.!"- g [Jother (comment)
I EI-E“:I der Etanfgtralg ht E'E“:h Level of Assistance [ Independent Supervision Minimal assist =~ Moderate as..  Maximal assist  Total assist
+ Ph |E!|:I{Jt{:lﬂ"l'_5" Activity Response [ ™o abnormal symptoms []Blurred vision [ Chest pain/angina
+ EHEFI"IE_ [Excessive heart rate (= 90% of a... [ ] Excessive pain [ Dysrhythmias
[Ioiaphoresis [ ]Dizziness [ Excessive dyspnea or fatigue
+ Gastn C Lavag 2 [Jsystolic BP > 180 mmHg []systolic BP drop = 20 mmHg fro.. [ Systolic BP drop = 20 mmHg fro...
i i []seo2 drop below 90% [ ]syncape [ |Weakness
o= ECG Interpretation Date/Time
Positioning [ Ovying L side [Lying R side [JLog rolled [ offloading/tilt left
FI I‘Id an EIUIE_I'I‘I: + Md []offloading/tilt right [ Rotation, automated []semi-fowlers [ ]supine

[Jrrone []Turned Q 2 hours [Jknee/cChest [ ]Patient 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 Facility List
I Ef Panels (Mo results found) !
I ¥ Medications (Mo results found)

A Procedures #

Mame Type PrefList Px Code
i Consult PT for training PT ED OR... PT4
i Consult PT for training PT ED OR... PT4
! Chest physiotherapy (aka CHEST PHYSICAL THERAPY) E5... ED RE... RT7
Select And Stay «" Accept X Cancel

sawEDC



Metrics & Reports

Page Navigation

Example of AAH Falls &
Mobility Dashboard
(SharePoint) o

 Easy Access

® Key p ro Ce S S & ED Disposition
OUtcomeS Day of the Week

« Slice & Dice
* Interdisciplinary

« Broad Access

Demographics & O... v

YB3

Geri ED Metrics

>

Gol  Assigned Nurse
a

TUGs Fallers TUG, % Mobility, %

436%
40% 36.4%

Percentages

20%  164%

0%
May-21

Falls Metrics

- 9.3%
18% 14.1% 4.8% :
’ 8% :

7 27 259% 48.1%
4 15 267% 80.0%
2 5 40.0% 100.0%
7 11 63.6% 18.2%
2 14 143% 92.9%
™ Total 185 716  25.8% 58.9%
PA Service To Fallers TUGs PTin ED
23 57 18 9
~ 56 82 22 9
37 55 14 5
0 2 1 0
Total 116 196 55 23

N

Falls Protocols - Provider and RN Metrics
7 @®Tug Completion, %
80%
69.4%
63.6% 62.0%

0% £8.1% 583%

NS

45.1%
387%

12.9%

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

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

Demographics & Other Metrics

Volumes by Time

54.9%

451%
28.2%

32.1%

Jan-22

Feb-22

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

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
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malsch@aah.org

THANK YOU!
Questions?

daaron



Geriatric EDs:
Implementation Tips,
& QI resources

Kevin Biese &
MD, MAT »ﬁ

Geriatric Emergency Department Collaborative
Implementation

Geriatric Emergency Department Accreditation

& 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

— Q7 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: NOo minimum
— ENA GENE courses 1-3
— Beginner-Expert

— https://enau.ena.org/Public/Catalog/Main.as
px?Criteria=19



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!

‘e N —

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 vl T,
Emergency Physicians®
ADVANCING EMERGENCY CARE _\/L

ACEP ( Geriatric

Emergency Department Accreditation

2 7,., Welcome Guest, Log In
. 3
5 I e
ACEP,( Geriatric
Emergency Department Accreditation HOME  ACCREDITATION LEVELS  ABOUTTHEPROCESS FAQS OURTEAM  NEWS & EVENTS
IJ Sample Documents
Welcome Guest, 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  ACCREDITATION LEVELS = ABOUTTHE PROCESS FAQS OURTEAM  NEWS &EVEI Sample documents for these items have been provided below. Documents
must be uploaded in PDF format.
THE PROCESS
D
B Staffing 3 3. 2
é / i Education & ./ &
Policies / Protocols Guidelines & Procedures 3, 3, 3,
Quality Improvement &, ¥,
Outcome Measures 3. 3
Equipment & Supplies &, 3,
Physical Environment ¥, &, 3,

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

= QOrganize multi-site work teams = Quality

= | everage teams for Protocol = ACO’s

development, Metrics, Job descriptions,
Charter



° GEMCAST ST
Creating a Geriatric Emergency Department G Share

GEDCollaborative.com Gl s

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

Q Resources Events Research Rami Tarabay, MD, Adam Perry, MD, Riwa Al Arid, PharmD, Michael Malone, MD

a, Ireland, Australia,
INTRODUCTION - G E DC

he Emergency Department (ED) is a critical component of the geriatric continuum of care. Older
adults comprise up to 25% of ED attendance and 38% of patients transported by emergency
medical services (EMS.)*4 Despite this, the traditional rapid linear ED treatment framework remains ill-
equipped to meet the complex care needs of many vulnerable older adults.** Upon discharge, the ED-to-home
transition is & high-risk time for older adults. About one third of older adults will suffer an adverse result Q Resources Events Resea rCh
including ED revisit, eventual hospital referral, admission to a long-term care institution, or death within 3
months of the ED # Moreover, extended or frequent ED visits and repeated hospitalizations are costly. It

» 778

GEDC WEBINARS

JOURNAL OF GERIATRIC
EMERGENCY MEDICINE

September 27, 2021 Volume 2, Issue 11, Review icle

O GEDC JGEM Dot conae

Expert Panel Webinars

Healthcare providers & participants from
across the nation and world

Resource Library

EXPERT PANEL

Implementation Toolkits et
e

reesiavogn (IBICY Meave | mplementation Toolkits LB

Clinical Curriculum \ Fomaes

Dlease v

National Collaboratory to Address

Journal of Geriatric Emergency Medicine Elder Mistreatment

Delirium in the Older Emergency Department
D Patient

' % Elder Mistreatment (ED-DEL)

Emergency Department Toolkit

On-Demand Webinars
Change Package and Toolkit

'§=r

GEMCast Podcast

1ir:10

| it
. A 1%
i.’_‘\" | ‘N,M\'N

i

Blog

people ages 60 and older
experience some form of

\ ‘ mistreatment



Questions?
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Closing Remarks

SRVICE,
sE =S, ¢

Qé‘bb“ * §W&2
(‘b‘mﬂwau &&S N ‘ssb

THE 12 INDIAN HEALTH SERVICE AREAS

. A
_ AREA
Lok %
ALBUQUERQUE by
AREA

(MAFROER;\NIA

™ - . SEALDy,
Indian Health Careers — Opportunity. Adventure. Purpose. ‘\._g 2\#

Blackfeet

Community Hospital
North Browning, Montana

Gallup Indian

Medical Center
Gallup, New Mexico

Northern Navajo

Medical Center
Shiprock, New Mexico

Crow Agency/Northern

Cheyenne Hospital
Lame Deer, Montana

Cherokee

Indian Hospital
Cherokee, NC

Parker Indian

Health Center
Parker, Arizona

San Carlos

Apache Healthcare
Peridot, Arizona

Cheyenne River

Health Center
Eagle Butte, South Dakota

Q GEDC



Your Path to Process Improvements
NEXT STEPS

J g

BOOTCAMP June 6 Webinar June 27 Office Hour GEDA Application =~ GEDA Level i
3:00 - 4;00p EST 3:00p — 4:00p EST December 2022

Q
I%I
93

1

YOU ARE HERE

“Creating an What is your process
Educated improvement?
Workforce for

AMERICAN COLLEGE
' OF EMERGENCY PHYSICIANS
i -

the Geriatric What are the next
ED” steps for your Ql
initiative?




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/IHS/

And click on the Course Evaluation button




GEDC Partner Sites

Partnership

GEDC Partners work together to transform ED GEDC is comprised of Emergency

care of older adults; catalyze action at local Departments dedicated to accomplishing

and national levels to support these care these goals together, and sharing best
transformations; and evaluate the impact of practices in order to accelerate the evolutions
these new models of care for older people. in care models needed to improve emergency

care for older adults.




4 L\
g
3 i . Atlantic
STALRAY Ocean
Gulf of
Mexico Mexice
Cuba

Puerto Rico
Guatemala arhbaan oo
Nicaragua
Venezuela
Guyana
M Colombi Suriname
63 GEDC Partner Sites b Oty
Ecuador

 USA, Canada, Brazil

* 13 Health Systems represented
» Collaboration for improved care

Brazil

Bolivia ; _
- PR h

Peru




Partnership
GEDC Partners work together to transform ED

THE GERIATRIC ¢ older adults: catal e tlocal and
G E < : EMERGENCY DEPARTMENT  Care of older adults; catalyze action at local an
COLLABORATIVE national levels to support these care

transformations; and evaluate the impact of these

EDUCATE IMPLEMENT EVALUATE
new models of care for older people.

Join the GEDC

 Become a partnering member site

* Access to GEDC community forum

« Share best Geri-ED practices

« Access to education, implementation and
evaluation resources

gedcollaborative.com/hospital-application/

gedcollaborative.com/hcs-partnership-application/
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supported by
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John A.Hartford

Foundation

westhealth
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& GEDC



