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Objectives .

By the end of this session, you will be able to:

* Describe key gaps in geriatric emergency care delivery, including
challenges in screening, documentation, and coordination

« Explain core components of Geriatric Emergency Department
(GED) accreditation and their role in improving care for older adults

* |dentify strategies used within Advocate Health to improve geriatric
care, including workflow design, staff training, and environmental
adaptations

* Apply lessons learned from implementing and scaling a GED
program to identify practical first steps for advancing geriatric
emergency care in your own organization
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What do most ED

Key Statistics

155 million ED visits annually in the U.S.
Adults =75 have the highest utilization rates
Nearly 1 in 5 ED visits are from adults 265

Aging population is a key driver of increasing
ED volume and complexity

s look like?

i |

Implications

High overall demand on ED systems
Older adults drive disproportionately higher ED use

Si r|1tificant portion of ED care focused on older
adults

Growing need for tailored geriatric care models
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A Tale of Two Ankle Fractures l

* Mr. Jones Mr. Smith

Photos from iStock
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Usual Emergency Department Care

Is there a better way to deliver care and improve Mrs Miller’s outcome?
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Challenges of Caring for Older Adults in
the Emergency Department

Throughput metrics
limit ability fully address
complex medial and
psychosocial needs of
this population

By 2030 the number of
people aged 60 and
older will grow by 56%
to nearly 1.5 billion

Seniors make up 43% of
all hospitalizations
originating in the ED

)

Colby & Ortman,2015 Aminzadeh & Dalziel, 2002
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Older Adults in the ED -

R 20% longer length of stay

50% more imaging and labs

A 400% more likely to require social services
More likely to be dissatisfied

'ﬁ] Vulnerable when transitioned home from ED

Aminzadeh & Dalziel, 2002
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Dangers in Care Transitions

2/3 of older adults are discharged after their ED visit.

About 21% are at risk of an adverse health event in the
following month.

Risk factors for poor outcomes

Aminzadeh & Dalziel, 2002; Hastings et al, 2008 '-r ADVOCATE H EAI_TH



Where Care Breaks Down .

e High-risk older adults are not consistently identified

e Functional, cognitive, and social needs are not well captured

e Disposition decisions made without full clinical + functional picture

e Limited coordination across disciplines in real time

e Discharge planning is reactive, not proactive

w's ADVOCATEHEALTH



Purpose of Geriatric Screening .

« Recognize not all older adults presenting to the ED
are the same

« Identify those with higher risk for adverse
outcomes

* Prioritize resources and interventions to improve
outcomes

« Allows prioritization of those needing
comprehensive geriatric assessment

« Identify geriatric syndromes prevalent in ED setting
»'s ADVOCATEHEALTH



« 6 question screen for all
patients 65+ in ED

« Score of 2 or greater
identifies frail older
adults with 94%
sensitivity and 63%
specificity

ISAR Screening

ISAR

1) Before the iliness or injury that brought you to
the Emergency, did you need someone to help 1 0
you on a regular basis?

2) Since the illness or injury that brought you to
the Emergency, have you needed more help 1 0
than usual to take care of yourself?

3) Have you been hospitalized for one or more
nights during the past six months (excluding a 1 0
stay in the Emergency Department)?

4) In general, is your sight good? 0 1

5) In general, do you have serious problems with 1 0

your memory?

6) Do you take more than three different 1 0
medications every day?

Warburton et al, 2004
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What Happens Next

* RN communicates risk to
provider and case
management

* Triggers interdisciplinary
evaluation (PT, CM, SW,
pharmacy)

 Guides service-to orders and
discharge planning

» Supports safe transitions to
home and community

v« ADVOCATEHEALTH



Geriatric ED Guidelines

Geriatric ED
Guidelines 2014

Connection with
Community

Slides courtesy of the Geriatric
Emergency Department
Collaborative

4 Critical
Components of
a Geriatric-
Appropriate ED

Train the interdisciplinary workforce
on geriatric principles to optimize
care

Provide standardized care approaches
for common geriatrics syndromes and
issues

Promote a geriatric-focused approach
to enhancing and maintaining
physical environment and supplies

Processes

Optimize transitions of care from ED

to other settings, particularly the
community




What is a "Geriatric” Emergency Department

Canada
U'S'.A' LEVEL 1 & 11l
467 sites

Across 46 states

LEVEL Il

AMERICAN COLLEGE
OF EMERGENCY PHYSICIANS
ACCREDITED 2 7
SERIATRIG,

A
‘ACCREDITED 5 5
il GEHIATR |G

" AMERICAN COLLEGE
OF EMERGENCY PHYSICIANS |

TR Mo T A [N (oM « Geriatric-focused education

meet the unique needs of ERLECINEJMERAEliilyT:

older adults th rough e Improved transitions from ED to Home

https://gedcollaborative.com/
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Components of Accreditation Levels

GERIATRIC
[ oup ey MR

Level 3 — Bronze

e 1MD and 1 RN geriatric
champion

e Access to mobility aides
and nutrition

* 1 geriatric care process 3
baseline standards

https://gedcollaborative.com/

Level 2 - Silver

1 MD and 1 RN geriatric
champion

56 hrs/wk case manager
Interdisciplinary team (2)

7 geriatric care process 3
baseline standards

Level 1 - Gold
1 MD and 1 RN geriatric champion
>56 hrs/wk case manager
Interdisciplinary team (4)

17 geriatric care process plus 3
baseline standards of care
processes

Geriatric friendly environment

»'s ADVOCATEHEALTH



GEDs Provide Standardized and Integrated Care

Patient Arrives e sitene: Triage Criteria Patient Placed in Room Lab and Imaging Orders, Consults, Staff
S © 65> to SECU — and/or Other Services Ordered - Emergency &
-’ Registration @ Es13 Initial Assessment by geriatrics-trained
Physician and Primary RN physician

. ©) I1sAR+

- Geriatric nurse

- Care coordinator

= Geriatric nurse
practitioner

- Geriatrician

Long-term Services and
Supports Coordination
Patient Discharge, Admit to Hospital, = GENIE Consult
Leaves ED Admit to Home, Follow Up Social Worker/Navigator S T A .
with Community Services, or GENIE Follow Up Secondary Geriatric Screenings cg:?t: dmn :lr :‘n?y
Aiing FUrcher Services, — Key Non-Clinical Needs Identified i
or Transfer Physician Disposition ; living fadilities

» Home health

- Primacy Care
Physician

= Meals on wheels

- Agencies on aging

Callback in 24-48 hours
Po ST Follow Up appt to Primary

Care Physician (PCP)
DISCHARGE: Home Assessment

Discharge Home Visit

Meds
Med Reconciliation

PT/OT, Pharmacy, Geropsych Service,
Adult Protective Services, Meals, Dental, Durable
Medical Equipment, Caregiver Support, Spiritual

Care, Financial Counseling, Housing, Other

Slides courtesy of the Geriatric
Emergency Department
Collaborative

O,

Processes

- Frailty
» Delirium & cognitive decline
- Functional Impairment

- Fall risk
» Social support
» Polypharmacy

Physical Modifications
- Dedicated, separate space
- Few, dedicated beds at
specific times
» No physical space changes



What can a Geriatric Emergency Department
do for my hospital?

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 & 60 day revisits

Increase market share

Actual case: Urban safety net hospital seeking more Medicare patients

BEtter census management Slides courtesy of the Geriatric

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

y—

Increase staff & patient satisfaction

Result seen at multiple health systems across all levels of accreditation



Outcomes of Geriatric ED .

Reduction in hospital Improved staff effiency and
admission from ED lower cost of care
e 16.5% reduction in e Savings of S1800-55000 for
admissions in a multi-site patients visiting a GED
GED study e Leveraging interdisciplinary
e Avoidance of unnecessary team increases ED provider
admissions reduces costs efficiency

and prevents complications

Hwang et al, 2021
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Optimized care in a Geriatric Emergency Department

How has specialized geriatric care in the ED improved Mrs. Miller’s

quality of life?

CERIATRIC

EMERGENCY

W

Slides courtesy of the Geriatric
Emergency Department
Collaborative



Advocate Health - Overview

e 3 | argest Health System in

@S Aurora Health Care == Advocate Health Care
country
17 Hospitals 11 Hospitals .
* Growth of our footprint
& 300sites of care & 300 Sites of care through series of merges
r.‘?% 4,500 Doctors fg\ 6,500 Doctors over the paSt 10 years
B 11K Nurses B 11K Nurses * Large footprint over 4 states

including multiple trauma
centers, tertiary access, and

Senior Services: Programs and Team , ,
community hospitals

Senior Services is a subspeciality . Leadership of ge riatric

Geriatric - : _ reporting through the Primary Care
Community
gg"pearﬂ;“gn"; Fall E&”;ﬁ‘f';le& Service Line in Wisconsin and lllinois models of care throu gh
(GED) Prevention Training divisions.

team of clinical experts and
programmatic leaders

Hospital Elder Senior Senior Services Leadership
: Acute Care for
Life Program Resource Elgers (ACE) Medical Director: Jonny Macias Tejada, MD,
(HELP) Nurse AGSF

Director: Suzie Ryer, PT, DPT, GCS + ADVOCATEHEALTH



GED in Wisconsin and lllinois

e IMmplementation at Scale

« 25 Implemented and Accredited EDs
« 7 ED Level 2 Accreditation
« >168,000 ISAR Screenings (2025)

meen Interdisciplinary Collaboration

« Rehab Services Integration
« Care Management
* Population Health

mmme Nationally Recognized Geriatric Care:

« 3" Jargest health system spread in nation
« 15t Level 2 Geri EDs in WI & IL (2020)




Implementation
Approach

* |nitial accreditation in 2018 through “cohort
model”

* Led by implementation team with site-
based interprofessional teams

« Standardized evidence-based clinical

workflows
« Maximize EHR to improve efficiency and

support data collection

« Use a cycle of continuous improvement | —
[ ] " n \ nd
along with accreditation

Site led program supported by system
v« ADVOCATEHEALTH




I |

mplementation Approach in WI/IL

 |dentify unique challenges encountered by older
adults in the ED setting (EBP protocols) RN performing ISAR &

Communicates risk to

Screening, Assessment, Intervention in ED PR = D i) S G

« Coordinate post-ED care transitions and follow
up care for vulnerable older adults -
orders post-ED

Promote Post-ED Service-to Orders (STO) (—— services &RN CM

. . . t d
» Promote best outcomes for patients including ——
avoiding unnecessary admissions and reduce

revisits Patients are more
_ : L {—1  successful in their
Reduce ED revisit & Hospital Admissions e & T

Reduction to AAH
v« ADVOCATEHEALTH



GED Outcomes WI/IL =~ = ¢

9% absolute risk reduction in Geri ED NS Sy ma— I
revisits, resulting in $1,539,180 and 3,078 R Sy
visits saved in 2 years. R S
* 11,453 new outpatient referrals (Service S ————
To orders) and increased appointment e g
attendance DTt :

« $1,074,757 in additional physical therapy p
revenue resulting from 8,572 new visits in - . - 0

U TS

and beyond ED for pa‘“ents >65 y/o 4GBK 02 172% LB% 3124 9198 1294 16K 7121

Py GED VS. non_GED sites: 18100 30 S4% 7.9% 472% 146% 155% 36% 25
* 6.9% higher Patient Experience e e
* 9.7% higher discharge rate e b
* 43-minute shorter LOS P S S T e



What has worked to scale and sustain GED

Age-Friendly 6 .

« Early engagement of key Health Systems |
stakeholders

and Procedures as a Component What L ; Mability
of AGEP Geriatric ED Matters Mzieslar Mentation

* Senior leadership support

Meet the requirements of the
GEDA What Matters Care X
Process.

[ E D C h a m p i O n S A standardized delirium screening

guideline (examples: DTS, CAM,
4AT, ather) with appropriate
follow-up

« Staff education

assessment (including mobility
assessment, e.q., TUG or other)
with appropriate follow-up

 ED dashboard of metrics

potentially inappropriate

medications (Beers' list, or other X
hospital-specific strategy, access

- Alignment with strategic priorites =25

Development and implementation

of at least three order sets for

Rehab expansion emematiogs devloed it

particular attention to geriatric- X
appropriate medications and
ag n e dosing and management plans

(e.g., delirium, hip fracture, sepsis,

ED throughput sroke ACS)
Age-Friendly

A guideline to promote mobility X

v« ADVOCATEHEALTH




Lessons Learned:

Build relationships with the providers in the
Emergency department.

ldentify unmet needs of older patients.

Teach effectively in multiple settings of the
ED.

Understand the vulnerabilities of older
persons in the emergency department.

Work upstream from the emergency
department.




Key takeaway

» The Geriatric Emergency Department offers a chance to
Implement geriatric principles at an earlier stage.

* Recognizing vulnerabilities and quickly addressing unmet needs
In the geriatric population is central to the Geriatric Emergency
Department.

* Interdisciplinary teams drive effective geriatric care within the
emergency department.

* It is important to develop strategies that link services following
patient evaluation in the Geriatric Emergency Department.



Resources to “Geriatricize” .

ACEE(GEriatric

THE CERIATRIC
EMERGEMNCY DEPARTMENT Emergenc Elepartment Accreditation
COLLABORATIVE y

GEDC

EQUCATE IMPLEMENT EVALUATE

https://www.acep.org/geda

E M The Journal of Geriatric G E M
Emergency Medicine CAST

https://institutionalrepository.aah.org/jgem

www.gedcollaborative.com

Apple

»'s ADVOCATEHEALTH


http://www.gedcollaborative.com/
https://institutionalrepository.aah.org/jgem
https://podcasts.google.com/search/GEMCAST
https://podcasts.apple.com/us/podcast/gemcast/id1036400745
https://www.acep.org/geda

Questions:

Suzanne.Ryer@aah.org



mailto:Suzanne.Ryer@aah.org
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