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CHI Memorial
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Chattanooga, TN Ear
EMERGENCY DEPARTMENT
OLDER ADULTS SERVED

Annually in the ED

TEAM MEMBERS
Christopher McArdle, DO Emergency Physician UNIQUE ASPECT of CHI Memorial Hospital
Rebecca Taylor RN ED Nursing Director Newly implemented stroke program with
Deann Champion, MD ED Medical Director interventional capabilities
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Indian Path rasmor T
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EMERGENCY DEPARTMENT

OLDER ADULTS SERVED
Annually in the ED

TEAM MEMBERS UNIQUE ASPECT of Indian Path Community Hospital

* Lauren Py, MD - Medical director/Chair ED * The IPCH campus is home to several unigue services in
the region includinga Center for Healthy Aging, Post-
Covid Clinic, and a Sensory Motor Gym uniquely
designed for pediatricrehab. In addition, IPCH has the

e Jordan Harrington, MHA, MS-HI — Associate largest Cancer Center in the tri-cities and across Ballad
administrator Health. IPCH is also one of three hospitalsin the region

with a dedicated pediatricEmergency Room.

& GEDC

* Melissa Williams, RN — Nurse manager

* Rebecca Mullins, RN — Case manager

e Diamond Smith — Program Manager



Improved Care of Older Adults

The Age-Friendly Health Care
IS an initiative of:

Package for

=
O
—
(qu)
OJ
=
=
Q
o
...m w
.m o
LV 5
O N
2
|
WS
-
dud S
f
.noAl
)
(\VPJV.
Em
=3

Hartford
Foundation

E [4&((
-\ The

QQ%“’-,

N ’ o

- B

= =z 10NN Ax.
-\ Wy =

5 S

“ S

Health Systems

Age-Friendly ‘®)



An Age-Friendly Health Care Package

Concurrent adoption of the
three evidence-informed
programs to address three
places older adults are
served in the hospital:
Emergency Departments;
Surgery; Inpatient Wards.

 Age-Friendly G
Health Systems
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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.

hitns://qedcollaborati membershin/anplication/

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

¢

The

John A.Hartford

Foundation

westhealth

institute
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Geriatric EDs are Expanding Along with GEDC Membership
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ACEP,( Geriatric 5 GEA A GEDC
Eﬂ'ﬂ'ﬁﬂﬂ mmt Accreditation Applied Resea:cyhcare

472 GEDA EDs 100 GED Member Sites
13 Participating Health Care Systems
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Geriatric EDs:
The Why?

Kevin Biese
MD, MAT

Geriatric Emergency Department
Collaborative Implementation Pl

Chair, Geriatric Emergency
Department Accreditation
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FOUR COMPONENTS OF GEDs

COMMUNITY CONNECTION ‘ STRUCTURE

i

Geriatric
ED
EDUCATION O O PROCESSES
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WHY GEDs?

Recent data affirms that readmissions, as well as
returns to the emergency department for high-risk
populations are lower in communities with GEDs.

— Lower
v returnvisits

GEDs enable health systems demonstrate their commitment to

O\®/O Greater excellent care to the community, while also allowing emergency

oo market share departments to better manage existing patients to create
space for patients needing a high level of care.

= Improved patient According to emerging research, older adult patients who
v . receive comprehensive geriatricassessment and enhanced
experience o . : . . .
transition of care services report higher patient satisfaction.

Better census Studies demonstrate that hospitals with GEDs have up to
management | 6% fewer hospital admissions and a decreased inpatient
Q?/ length-of-stay for admitted older patients.

Higher GEDs help staff know that they are doing an
staff morale excellentjob caring for their patients.

Q GEDC



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

oy e

e and e of us ive lonpet o

largeat derographec ah

Adrane L onrer, Fov Bt L5 M it (NI Cagaete

healtheer Lves
1 i LS haatory, of
w tumn &5 overy day. nnovations in hoalth

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
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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
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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
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stay longer for more extensive diogs

environmental factors may be associated
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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
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HEALTHCARE SYSTEM GED Return on Investment
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The Five Ms of -
Geriatric ED Care Mobility

Mentation

Medication

Elder Mistreatment

e What Matters

https://www.healthinaging.org/sites/default/files/media/pdf/HIA-TipSheet%20Geriatric%205Ms.July20_0.pdf

& GEDC



Mobility

Clinical Pearl
How many falls have you had in the last three months?

« Falls are not an event, they are a syndrome

« How do we help you keep from falling after you
leave the ED (and hospital)?

» Medication reconciliation
« Community Paramedicine
» Physical therapy consults

« Screening Test: Timed Get Up and Go Test

& GEDC



Mobility Part Two:

Geriatric Trauma

Clinical Pearl
Older adults break easily.

Falls are the number one reason for trauma
admissions in the US

Shock index; retrospective study National
Trauma Data Bank (NTDB)
« HR/ SBP =1 =0R3.1 death
* Increased blood products, ex lap

Age adjusted hypotension definition

* Retrospective from NTDB if SBP <110 better than
SBP<90 for needing trauma center care

« Sensitivity 5to 13%
» Specificity 99 to 93%

Screening Tool: Silver alert

& GEDC
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Delirium

Clinical Pearl
Delirium s the vital sign of older adults.

 Delirium is a change from baseline with inattention
 Picture of sleeping older adult
» Screening Tool: BCAM or 4 AT

Dementia

Clinical Pearl
Family and caregivers are your friends.

Don’t make them delirius

QW% Care transitions are key

Referral for definitive diagnosis

Screening tool: Mini Cog




Medication

Clinical Pearl

First think drugs. Are you taking any new
medications?




Elder Mistreatment

Clinical Pearl
We miss it all the time.




what Matters

..




Case Studies

Don Melady
Moderator

Mrs. Cado Mrs. Schwach
78-year-old woman e\ 80-year-old woman, not
with a broken wrist i feeling right

“ready for discharge” — sees “Mom seems a little off”

With your GEDC Expert " \ &  With your GEDC Expert
Kevin Biese = Aaron Malsch

Q GEDC



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

« Name 3 care processes you could implementin your ED

to improve the care of this person.




Mrs. Cado

Challenges

- Fall risk assessment / prevention at home
» Evaluating the home environment
 Integrating case manager can be difficult
* Unclear medications

» Possible Dementia

Care processes

« Timed Up and Go Test

 Involve an at home assessment

* Improve communication with PCP

- Pharmacy consult / medication
reconciliation

 Standardized clinical screening for
dementia identification

L3 GEDC



Mrs. Schwach

Challenges Care processes
« Understanding baseline is difficult « Catheter placement
* Unclear medications, cognition, PMH * Minimize NPO status
 Is the catheter necessary? Is there « Medication review
retention? « Streamline & Document communication
« Has not eaten for hours * Delirium screening
« Incomplete communication between - Safe mobilization strategies

providers and daughter
« Missing keys and light headed at discharge

3 GEDC



5-minute Break
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2252 American College of
Emergency Physicians®

ADVANCING EMERGENCY CARE—\/\,;

Level Il

Good geriatric ED care

At least one MD and one RN champion

Evidence of geriatric-focused education (4
hours)

Evidence of four geriatric focused care
initiatives and adherence plan

* Three Baseline Processes

e One care process of your choice
from pick list

Mobility Aids
Free food & drink 24/7

3
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Overview of GEDA Baseline Care Processes

3 GED Care Processes Required for all Programs

Basic processes for all geriatric EDs
A1: Minimize Urinary Catheters

A2: Minimize NPO status

- Genat cFEm ergency Depa rtmeht

H Accreditation Criteria-

¢ »
-

REVISED AUGUST 2023

A3: Minimize Physical Restraints




Care Process A1: Minimize Urinary Catheters

Key Components Best Practices

» Only for clear indications » EHR order with a menu of

_ o indications
« Method of ensuring/verifying

indications * Nurse confirmation that meets
pre-specified indication (of

e Chart review of subset of course, exceptions exist)

catheters monthly
* 10 Foley placements are

reviewed per month to ensure
indication is recorded




Care Process A2: Minimize NPO status

Key Components

 Older patients can starve in our
departments!

* Food is essential to patients
and their caregivers

» Do something proactive to
ensure your department can
follow this care process.

Best Practices

Change policy: consider a
default “feed older people
unless specifically indicated”

Make sure appropriate food is
easily available.

Make food available to
essential care partners

Add education about feeding
older people




Care Process: A3: Minimize Physical Restraints

Key Components

 Geriatric Specific, not stock
policy!

* Describe alternatives
» De-escalation, Distraction, Non-pharm
* Promote Sitters

 Describe roles RN, MD, CM

 Who, what, when, and then what

Best Practices

» Build upon existing policy
with Geriatric ED Specific
focus

e Assess staff needs for
implementation

» Metrics with process &
outcome metrics.




CHI Memorial: Fall Prevention

Objective: Identify and
intervene with older
adults at risk for falls.

When: The Timed Up and
Go Test will occur prior
to discharge.

ED Staff Involved:
Bedside RN and clinician.

Offer mobility

assist device

Geriatric patient
screens positive

on RN falls
assesment

=20 seconds w/
assistance

Ambulate patient

20+ seconds

via Timed Up and

Go (TUG) Test

=12 seconds

|

Next steps:
- Ensure safe DC plan

- Referral to PT
-Discuss Falls Safety

==

Q GEDC



Indian Path: Transportation Protocol

Objective: Provide safe
transportation options for all
geriatric patients.

When: Applicable at the time
of discharge. Implemented
and available 24/7.

ED Staff Involved: RN, Case
Manager, Department
Secretary, Nurse, and
Physician

The BN, CM, or
daparimant Sechs

sacratany

Medical
Assistance required
during transport

Medical
Assistance
NOT required during
transport

Taxi or Ridashare
(via Kaizen _ .l Transpart
Health) Arranged
available?

Ambulance Requested:
- Non-urgent BLS

-ACLE
-cCT

Nurse enters Patient Advisory
Transport Service Form in
EPIC

If patient requires van/
wheelchair oplion, non-
urgent BLS ambulance
raguested

Ambulance Attenstation in DC
orders, ED Provider signs,
Copy provided to patient




Geriatric EDs:
Implementation
Pearls

Q GEDC



2 Way Feedback

Align GED with ED
goals

Geriatric Focus both
in the ED and
beyond (transitions)

Continuous
Improvement

Don's Tips

Enhance your
hospital’s
reputation in the
community,
including increased
philanthropic
Interest.

Geriatric EDs
Impact recruitment
and retention.

M o .’ o
.~  Kevin's Tips

-

Share at least one
positive outcome
or patient story per
month.

Use tools that the
front-line staff
chooses.

& GEDC



OUR RESOURCES

Implementation Toolkits

Geri-EM.com online learning

GEMCAST Podcast

' ; On-Demand Webi
Scan to view GEDC website n-Demand Webinars

Coming Soon: TN Landing Page Resource Library & JGEM Articles

www.gedcollaborative.com/TN/

& GEDC


http://www.gedcollaborative.com/TN/

GEDA Application questions?

77 Welcome Guest, [ogTn ]
s ',
= 3
3 )( J & P MY APPLICATION APPLY TODAY
ACEP ( Geriatric
Emergency Department Accreditation HOME  ACCREDITATION LEVELS ABOUTTHEPROCESS FAQS OURTEAM  NEWS & EVENTS

HIDE APPLICATION INFO & DUE DATES

Ny

i

: / /
N
- /
- - A
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THE GERIATRIC
G E D‘ EMERGENCY DEPARTMENT
COLLABORATIVE

EDUCATE IMPLEMENT EVALUATE

Certificate of Training
Awarded to

Bootcamp Participate

for Geriatric Emergency Medicine Education

o Geri ED Bootcamp (2.0 hrs.) January 29, 2024




THANK YOU!

& GEDC
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