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Overview GED 

1. Making a case for a Geriatric Emergency Department (GED) 

2. GED Guidelines 

3. GEDI-WISE Study 

4. The Business Case 
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• 641-bed tertiary care teaching hospital 

• Paterson, NJ 

• Emergency Department - 2014 

– 160,000 total visits/year: 

• 41,000 Pediatric Emergency Department  

• 28,000 Geriatric Emergency Department  

• 24 Bed Unit 

• 200 Emergency Department Palliative Medicine 

• 2 LSMA Rooms 

 Comprehensive stroke center 

 Trauma center 

 Resuscitation center 

 Heart Failure center 

 Toxicology reference center 

 Life Sustaining Management and Alternatives (LSMA) 

St. Joseph’s Regional Medical Center 
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Before we begin 



• Increased patient satisfaction 
• Higher rate of postdischarge independence 
• Fewer return visits 
• Lower admission and readmission rate 
• Improved screening for inappropriate medications 
• Increased patient volume (16% seniors treated) 

Outcomes 
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The Geriatric ED Dashboard 
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The Geriatric ED Dashboard 
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The Geriatric ED Dashboard 
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The Geriatric ED Dashboard 



• Mrs. Smith is a 78 y/o functionally 
independent senior. She lives alone and 
daughter lives 2 blocks away. 

• This AM, Mrs. Smith hurt her ankle going 
down the steps.  Has difficulty ambulating. 

 

• Alternative scenario – Weak and Dizzy 
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The Geriatric Patient Encounter 



The GED Difference 

Adult ED   

• H and P 

• Order X-Ray 

Geriatric ED 

• H and P 

• Order X-Ray 
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The Geriatric ED Difference 

Also Senior Patient Has 
Phone Reassessment 
on Day 1,3, and, 7 



Why?  

•79 million Baby Boomers become 65 

•Age 65 and over have increased healthcare needs 

•ED utilization of seniors 

•Contributing factors 

•Outcomes 

•Paradigm shift 

•More likely to fill out patient satisfaction surveys 

•More likely to be dissatisfied 

•VALUE-BASED PURCHASING 
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Population >65 years by size and % of total population 
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• 7x more usage of ED services 

• 43% of all admissions 

• 48% of all Critical Care admissions 

• 20% longer length of stay 

• 50% more lab 

• 50% more radiology 

• 400% more social service interventions 

 

CMS 2008 Data Set 

Geriatric ED utilization rates 
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Contributing Factors  

 

 

  

1.Shrinking primary care pool 
• Deficit of 25,000 Gerontologists by 2030 

– FP Residents Decreased by 50% 
– IM Residents choosing Primary Care dropped from 54% to 22% 

 

2.Lack of financial incentives 
• Medicare is primary insurance of the elderly  
• Medicare pays 25-31% less than private insurers 

 

3.Complexity of care 
• Multiple chronic diseases compounded by social issues 
• Outpatient management issues 

– Cognition 
– Mobility 
– Transportation 
– Subspecialist availability   

4.ED most appropriate venue 
• One-stop shopping 

– Labs, X-ray, specialists 

• Not more expensive 
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Story of two patients 
ED work-up vs Outpatient 
work-up. 



Current model: poor outcomes for seniors 

1. Delay in diagnosis &      
treatment 

• Acute MI 
• Sepsis 
• Appendicitis 
• Ischemic bowel    

2. Unsuspected diagnosis 
• Delirium 
• Depression 
• Cognitive impairment 
• Drug & alcohol 
• Elder abuse 
• Polypharmacy 

3. Under-treatment 
• Low rate of PCI in MI 
• TPA in stroke 
• Less surgical intervention 
• Inadequate pain management 

4. Over-treatment 
• High rate of Foley cath 
• Adverse drug events 
• Overuse of sedation 
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Diagnose and treat 

Single complaint 
 
 
 
 

Two paradigms 

Non-geriatric ED Patient 

Multiple problems 
Medical  
Functional 
Social 

 
Acute on chronic, subacute 
 
Control symptoms,  
maximize function,  
enhance quality of life 
 
Continuity of care 

Acute 
 
 
 

Rapid disposition 

Geriatric ED Patient 
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The GED Guidelines 
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More than 80 Geriatric EDs and growing… 

 

…finally there is a standard. 

 

Accreditation Standard and Minimal Requirements Development… 

• ACEP 

• AGS 

• ENA 

• SAEM 

• AIA 

 

 

Nationally 

JCAHO and DNV 
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• Marketing 

• Quality 

• Meeting community need 

• What age 

• Nursing home 

• Decrease or increase admissions 

• Decrease readmissions 

 

Goal and program definition 

Improving Health Care and Emergency Care  

for “Functionally Independent” Seniors 
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• Feel great 

• Exercise daily 

• Eat right 

• Drink socially 

• Very social 

• MI within past six months 

• High BP 

• High cholesterol 

• Prostate Cancer 

• Osteoarthritis 

• On six medications 

• Countless vitamins 

• Contact lenses 

• Hearing aids 

Am I old? Keep me functional and independent!  

Controlled Health Issues Healthy 
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What is a Geriatric ED?  
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1. Physical plant 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Observation and extended home observation 

10. Palliative care 

 

10 Facets of a Geriatric ED 

33 



• Separate unit? Process? Universal Design? 

• Thick mattresses or hospital beds 

• Quieter, less crazy environment 

• Non-slip floors 

• Non-glare floors 

• Limiting tethers 

• Handrails 

• Corridors safe for walking 

• Lighting 

• Sound proofing 

• Family friendly 

 

1. Physical plant 
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Why is This Important 

BECAUSE MY MOM AND HER 
FRIENDS SAY SO! 

•Less Afraid 

•Better History 

•Won’t Lie 
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“If you don’t have space for a Geriatric ED….  
make your entire ED a Geriatric ED.” 

 

“If the ED is designed for the most frail and 
vulnerable ….. it will work for the strongest.” 

Take home message of Universal Design… 
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2. Quality initiatives 

• Drug interactions 

• 5 Meds = 70% chance of drug interactions 

• 7 Meds = 100% chance of drug interaction 

• Falls risk assessment 

• Get-up-and-go testing 

• Beers criteria 

• AGS 2012 

• Potentially inappropriate medication use in older adults 

• Advancing ESI criteria for elderly* 

• Liberal EKG policy* 

• Abdominal pain awareness* 

• Relooking at ESI Triage criteria for elderly* 

• Screening Tools 
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Get Up And 
Go Test… 
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Get up and go testing 

http://www.youtube.com/watch?v=s0nqzvt9JSs
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Reglan 



  

  What are your Quality Metrics 
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Evidence Based Screening Tools 

 

• ISAR  Seniors at Risk 

• CAM-ICU  Delirium 

• Fact-G  Cancer 

• CSI   Care Giver Strain 

• PHQ-9  Depression 

• Short Blessed 

• Katz ADL 

• Get Up and Go Testing 
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Screening Tools 

CAM-ICU 
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The 6th VS 
BP, P, RR, Temp, Pulse Ox, CAM 



Screening Tools 

Seniors at Risk 
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Screening Tools 

Performance Status 
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Screening Tools 

Caregiver Strain 
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Screening Tools 

Katz ADL 
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Screening Tools – Mini Cog 
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• All staff 

• Needs assessment through a quality program 

• Geriatric curriculum (ACEP, SAEM, ENA) 
1. Physiology of aging 

2. Abdominal pain 

3. Falls and trauma 

4. Infectious disease 

5. The dizzy patient 

6. Pharmacology 

7. Chest pain and dyspnea 

8. End of life 

9. Delirium 

10. General assessment 

 

 

3. Staff and provider education 
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Search Google: ACEP Geriatric Videos 



4. Operations 

• Geriatric triage screening 

• Geriatric palliative care program 

• Medication reconciliation and interaction screening 

• Two-step call back program 
• Step One – ED Visit 

• Step Two – Follow-up Program 
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The Two Step Process 
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• Prevent functional decline within 30 days of ED discharge 

• Called by Geriatric Team within 24 hours of ED Discharge 

• Risk screening tools used 

• Need assessment 

• Medication Review 

• Hospital and community resources coordinated 

• Primary care doctor notified 

 

Step two 

59 



Role of patient call backs 

• Five concerns: 

– Status 

–Meds 

– PMD 

– ADL 

– Support 

Prescribe Wellness 

Step two call back screen 
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• Social workers 

• Case managers 

• Physical therapy 

• Pharmacist 

• Toxicologist 

• Telemed 

 

 

5. Coordination of hospital resources 
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6. Coordination of community resources 

 

 
SNF 

  Home 

Care 

  Nursing 

Home 

  
LTAC 

  Acute 

Rehab 

  
Hospice 

  County 

Resources 

  
EMS 

  Adult 

Day 

Care 

  Respite 

Care 

  Visiting 

Angels 

Make a list! 62 



• Program coordinator 

• RN Champion*  
• Nurse Coordinator 

• Geriatric Nurse Practitioner 

• Physician Champion* 
• Medical Director 

• EM/IM 

• Fellowship Trained 

• Social worker 

• Case manager 

• Pharmacist 

• Toxicologist  

• Physical therapist 

7. Staffing enhancements 
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• Addressing by preferred name  

• Patient liaison 

• Blankets 

• Nutrition 

• Space for Family 

• Internal waiting room   

• Reading glasses 

• Hearing assist devices 

• Holistic Medicine 

8. Patient satisfaction: Value Based Purchasing 
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• Reiki Energy 
http://www.youtube.com/watch?v=m3 d4qGZ5 Bzo&fea ture=pl ayer_detailpa ge#t=3 5s 

• Pranic Healing Energy 

• Aroma Therapy  
http://www.youtube.com/watch?v=8tD IDpscnLw&feat ure=pla yer_de tailpag e 

• Acupressure 

• Music Therapy 

• Medical Harp Therapy 

• Light Therapy 
http://www.youtube.com/watch?v=1NRixtN6jY M 

Holistic Medicine 
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http://www.youtube.com/watch?v=m3d4qGZ5Bzo&feature=player_detailpage
http://www.youtube.com/watch?v=8tDIDpscnLw&feature=player_detailpage
http://www.youtube.com/watch?v=1NRixtN6jYM


 
Start 1:05 

Pranic Healing 



  

  

Pranic Healing Results 



Aromatherapy 
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Harp 
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Harp 
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Light Therapy 

  

Light Therapy 
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• Observation care in the Geriatric ED 
– Decreases the need for admission 

– Admitted patient are better packaged 

• Extended home observation 
– Visiting nurse  

– Paramedics 

– Return ED visit 

• Longevity Assessment Program for Seniors (LAPS) 

9. Observation and extended home observation 
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10. Geriatric palliative care, Is it Possible in the ED? 

Trajectories of Dying 

Figure 1. Trajectories of dying. Reproduced with permission of Blackwell Publishing (Lunney JR, Lynne J. Hogan C.  

Profiles of older Medicare descendants. JAGS. 2002:50;1108-1112).  

Heart attack 

Stroke 

Heart Failure 

Kidney Failure 

Lung Cancer 

Brain Cancer 

Dementia 

Parkinson’s disease 
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The LSMA Room 
“Life Sustaining Management and 

Alternatives” 
 

• A exam room designed for Dying 

• A Protocol for the Dying Patient 

• Considerations 

– Near Nurses Station 

– Quiet 

 

 

  



  
Have a Protocol 



  

  

Include Medication 



LSMA Rooms at St Joseph’s 

• Insert Pictures 



 



 



 



  

09/03/13- Patient is a 45 yo M with a medical history of Seizure disorder, 
Mental Retardation, Spastic Athetoid Quad, GERD and Dysphagia. Peg tube in 
place. Patient was a resident of Christian Healthcare Care Center.  

Patient presented to ED with SOB, aspiration pneumonia, GI bleed and sepsis.  

Patient was initially intubated and started on an epi drip in ED.  

Palliative consult was obtained and mother decided that she just wanted 
patient to be comfortable and did not want life support. 

Patient remained on ventilator until family arrived.  LSMA protocols were 
started. Patient received  morphine IVP. Patient transferred to LSMA room 
and was extubated. Patient also received Atropine SL, Versed, and an 
additional dose of Morphine as needed for symptom management.  

Patient was pronounced at 1100 with all family at bedside. 

 

45 Year Old 



  

  

Letter from his mom! 



  

“I have been practicing emergency medicine for 
more than 30 years.  This may be the most 
moving day in my career. I treated the patient as 
a person and I felt more like a doctor.” 

Comments From Our Docs 



  

• We made a difference today (tears) 

• Wow 

• I am so proud to be part of this team. 

• That is how I want to be treated. 

Nursing Comments 



Program Development Costs 
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• $10,000 

• $50,000 

• $750,000 

• $2,400,000 

• $10,000,000 

How Much Do You Want to Spend 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 

10. Palliative care 

 

Geriatric Emergency Department Development 
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• Separate unit? Process? Universal Design? 

• Thick mattresses 

• Non-slip; Non-glare floors 

• Limiting tethers 

• Handrails 

• Lighting 

• Sound proofing 

• Family friendly 

 

Environment of Care 
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• Separate unit? Process? Universal Design? 
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Environment of Care 
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• Separate unit? Process? Universal Design? 

• Thick mattresses - $ 450 each 

• Non-slip; Non-glare floors – Twice cost of ‘Wax’; No stripping 

• Limiting tethers - $ 0 

• Handrails – No incremental cost in most states 

• Lighting - $ 500 for each six bulb florescent fixture 

• Sound proofing - $ 1200 at Home Depot; $ 50/Room 

• Family friendly – $225/Chair at Staples Office Furniture 

 

Total Incremental Cost Per Room = $ 1500 

10 bed unit = $15,000 

Environment of Care 
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1. Environment 

2. Quality initiatives 

• Geriatric Healthcare Screenings 

• Transition of Care 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 

10. Palliative care 

 

Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

• ACEP 

• ENA 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 

10. Palliative care 

 

Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

• Call Back Program 

• Pivot and Go Triage 
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8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 
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Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 
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Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 
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Geriatric Emergency Department Development 
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1. Environment 
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Geriatric Emergency Department Development 

113 



1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 
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Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 

• Admit to Home, Extended Home Observation 

10. Palliative care 

 

Geriatric Emergency Department Development 
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1. Environment 

2. Quality initiatives 

3. Staff and provider education 

4. Operational enhancements 

5. Coordination of hospital resources 

6. Coordination of community resources 

7. Staffing enhancements 

8. Patient satisfaction extras 

9. Decreasing Admission and Readmission Strategies 

10. Palliative care 

• Protocol Driven Care System 

 

Geriatric Emergency Department Development 
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Defining Triple Aim and 
Healthcare Reform 
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The “Triple Aim” 

Improve the health  
of populations 

Reduce the per 
capita  

cost of healthcare 
Improve the patient 
experience of care 

 
 

Care Coordination/Continuum of Care 



2010 2011 2012 2013 2014 2015 2016 2017 2018 

REPORTING HOSPITAL QUALITY DATA FOR ANNUAL PAYMENT UPDATE 

VALUE-BASED PURCHASING 

READMISSIONS 

2% of APU 

2% 

3% 

CMS quality-based payment initiatives will put more than 13% of payment at risk 

HOSPITAL-ACQUIRED CONDITIONS 1% 

MEANINGFUL USE 5% 

1% 1.25% 1.5% 1.75% 2% 

1% 2% 3% 3% 3% 

1% 2% 3% 4% 5% 

Value-Based Purchasing Roadmap 

Source: Studer Group Taking You and Your Organization to the Next Level presentation 



Identify how the GED meets the 
Triple Aim 
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The GEDI-WISE Validation 

Project  
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• Increased patient satisfaction 
• Higher rate of postdischarge independence 
• Fewer return visits 
• Lower readmission rate 
• Improved screening for inappropriate medications 
• Increased patient volume (16% seniors treated) 

GEDI WISE 
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• Better Health care: 
Improve individual patient experiences of care along the Institute 
of Medicine’s six domains of quality: Safety, Effectiveness, Patient‐ 
Centeredness, Timeliness, Efficiency, and Equity 
• Better Health/Population Health: 
Encourage better health for entire populations by addressing 
underlying causes of poor health, such as physical inactivity, 
behavioral risk factors, lack of preventive care and poor nutrition 
• Lower Costs for Beneficiaries: 
Lower the total cost of care resulting in reduced monthly 
expenditures for each Medicare, Medicaid or CHIP beneficiary by 
improving care, ultimately enhancing the health care system 

CMS Goals; The Triple AIM 
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GEDI WISE Goals; The Triple AIM 
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• Increased patient satisfaction 
• Higher rate of postdischarge independence 
• Fewer return visits 
• Lower admission and readmission rate 
• Improved screening for inappropriate medications 
• Increased patient volume (16% seniors treated) 

Preliminary Outcomes 

126 



Loss/Cost Analysis: Improving Health, 
Spending Less and Improving 

Satisfaction 
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Hospital $$ at risk may climb to 13% 
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Hospital $$ at risk may climb to 13% 



1. Environment of Care Continuum 
2. Quality Continuum 
3. Staff and provider Education Coordination 
4. Operational Care Continuum 
5. Coordination of hospital resources 
6. Coordination of community resources 
7. Observation and extended home observation 
8. Palliative care 

Geriatric ED Continuum of Care 
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1. Environment of Care Continuum 
2. Quality Continuum 
3. Staff and provider Education Coordination 
4. Operational Care Continuum 
5. Coordination of hospital resources 
6. Coordination of community resources 
7. Observation and extended home observation 
8. Palliative care 

Geriatric ED Continuum of Care 
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GED as the Hub of Care 



Outcomes   
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• Increased patient satisfaction 

• Higher rate of post-discharge independence 

• Fewer return visits 

• Lower admission and readmission rate 

• Improved screening for inappropriate medications 

• Increased patient volume (16% seniors treated) 

 

 

 

Preliminary Outcomes 
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Increase percent of medical beneficiaries = 

Increase GME reimbursement 
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2013 Article by M Rosenberg and L Rosenberg 
Geriatric ED with Palliative Care Saves  Millions 



Thank You 

1. Making a case for a Geriatric ED 

2. GED Guidelines 

3. GEDI-WISE Study 

4. The Business Case 
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