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KEY POINTS

� Transitions of care represent times at which older adults are particularly vulnerable to
adverse events, such as medication errors, difficulty recovering from the illness or injury,
and miscommunication due to fragmented care.

� Familiarization with the variety of care settings that older adults inhabit can help facilitate a
safe disposition by understanding the level of care and adjuncts that are available.

� The Institute for Healthcare Improvement 4-Ms model helps clinicians develop a safe
discharge plan. This involves understanding medications, mentation, mobility, and what
matters most to the patient as well as safety and social support.

� Goals of care conversations are about what matters most to the patient, which informs the
level of care desired.

� Communication is key to safe dispositions, and ED physicians can take steps to ensure
that changes to the patient care plans are understood by the patient, caregivers, and other
members of the medical team.
INTRODUCTION

Transitions of care occur every time an older adult moves from one physical care
setting to another or when a new provider assumes care. Transitions of care are
frequent for older adults, who often have multiple comorbidities requiring an interdis-
ciplinary team of providers across multiple care settings (Fig. 1). Such transitions often
are unplanned and occur when either an exacerbation of an underlying illness or an
acute illness or injury results in a visit to the emergency department (ED). This may
be due to frailty, where an older person is functioning well but does not have the phys-
ical or psychosocial reserve to compensate for an additional injury or illness, or due to
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Fig. 1. An older adult entering the ED can expect to experience multiple care transitions and
care providers. Systems issues, such as limited Medicare funding for SNF costs after hospital-
ization, can lead to premature discharges to home without appropriate medications, ther-
apy and handoffs to primary care in place. PCP, primary care physician; PT, physical therapy.
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the severity of the underlying medical condition. Fragmentation of outpatient care be-
tween multiple specialist providers has resulted in the ED becoming an important hub
at the center of geriatric care. The ED visit may result in discharge back to the com-
munity with a new care plan, discharge to a new care setting, or hospital admission.
Adverse events with transitions to or from the ED are well documented. Adverse

events during transitions can be life-threatening or life-altering for older adults and
their loved ones, leading to a decline in independence and functional status.1 Within
3 months of an ED visit, approximately one-third of older adults experience an adverse
outcome.2 Many of these adverse events are medication interactions or side effects.
More than a third of patients (38%) prescribed medications from the ED have potential
drug-drug interactions on pharmacist review.3 Prescribing from the ED is complicated
by the fact that patient self-report of medications is poor, with older patients taking on
average 3.8 more medications than they report.4 Additionally, emergency providers
may feel medication reconciliation is too difficult or not in their scope of practice.
Further barriers are created by health systems, because outpatient or clinic electronic
health record (EHR) systems often are inaccessible to the ED provider. This is an
example of how system-level, provider-level, and patient-level factors all can interact
to complicate transitions of care (Table 1). Patient factors contribute to the complexity
of decision making and communication at the time of discharge or admission. Sys-
tems constraints include limited time in the ED for comprehensive geriatric assess-
ments and the cognitive load of caring for multiple, acutely ill patients.5

Fragmentation of a patient’s health care team also plays a large role in how information
is lost during transitions. Information that is critical to providing optimal care may be
miscommunicated or communicated inadequately to other members of their interdis-
ciplinary team and outpatient providers.6 Insurance issues, social services availability,
and stress on family caregivers also play a role in adverse events with transitions of
care.
How then can emergency clinicians ensure safe transitions of care? One critical

issue that is amenable to intervention by the ED team is communication with the pa-
tient. Communication with patients and ensuring understanding of diagnosis and care
in this population are difficult. Only a fifth of older adults discharged from EDs can



Table 1
System-level, provider-level, and patient-level factors that can complicate safe discharges,
collated from qualitative staff and patient studies5,27–29

System Factors Provider Factors Patient Factors

Insurance issues: precertification
for medications or home health
or nursing facility placement

Patient load Complex interacting
comorbidities

Barriers to access to outpatient
resources

Implicit biases Polypharmacy

No communication between EHR
systems

Lack of training Cognitive impairment

Minimal face-to-face timewith the
patient and heavy charting
requirements

Perception that it takes
too much time

Low health literacy or
educational level

Multiple handoffs and multiple
providers

Focus on acute issue only
in the ED leads to
disregarding chronic
issues

Lack of social support

Reduced services due to time of
day or weekend transitions

Low engagement with
community partners

Cultural preferences on
communication and
family involvement

Lack of in person or face-to-face
handoffs

Difficulty tailoring
instructions to
individuals

Communication difficulties
(eg, sensory impairment
and language barriers)

Poor integration of transitions of
care services

Minimal planning time
for discharge from the
ED compared with
inpatient time

Lack of inpatient-outpatient
continuity of providers

Limited training in
transitional care
principles

ED crowding and/or inadequate
staffing
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state their diagnosis, as opposed to 70% to 80% of younger adult ED patients.7,8

Communication barriers to patients include cognitive impairment, language and sen-
sory barriers, small print instructions, and cultural differences on engagement in health
care. In 1 study comparing understanding of return instructions in older adults with
varying degrees of cognitive impairment (dementia, delirium, and normal cognition),
understanding ranged from 10% to 49%, based on the level of cognitive impairment.9

This suggests that, at best, only half of older adults discharged understand critical
discharge instructions. Emergency clinicians are in a unique position to minimize
risk to the patient at care transitions by improving communication and using cognitive
screening and strategies, such as teach-back, to assess patient understanding.
THE IMPACT OF CARE SETTINGS

There are myriad possible care settings that a patient may be coming from or transi-
tioning to as well as additional services that can be of assistance in these different set-
tings. Understanding the capabilities, advantages, and disadvantages of different care
settings is essential to determining the appropriate level of care and best transition for
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patients (Fig. 2). Settings range from aging independently in the community to nursing
facilities (skilled nursing facility [SNF]) with 24-hour medical support. The information
required at discharge is similar no matter the living situation: medication information,
appointments scheduled or needing to be scheduled, any treatments, wound care or
therapies needed, and the level of assistance required with ambulation, toileting, and
feeding.10 Many providers assume that home caregivers have been trained to provide
services, such as gastric tube care or incontinence care, but home caregivers often
are appreciative of further details regarding this care. The ability to discharge a patient
Fig. 2. Older adults may inhabit a variety of care settings that change their ability to obtain
assistance in the areas of mobility, medications, and ADLs. Assisted-living facilities can
greatly vary in what they provide for health care services, and a call to the facility can
help clarify what resources are available to a patient returning from the ED. ARCs, acute
rehabilitation centers; LTACH, long term acute care hospital; SNFs, skilled nursing facilities.
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to home with home health rather than admission to an SNF often is desired by pa-
tients, but this can create a burden on caregivers and has been associated with
more ED revisits in the short term.11 The social support, abilities, and availability of
caregivers must be clear and discussing alternative options in the event of caregiver
burnout is very helpful.
Another frequent care transition that can lead to need for emergency care is SNF

discharge to home. SNFs are pressured to discharge patients to home care, resulting
in unexpected challenges for patients who often end up in the ED when family is un-
able to care for them.12 System factors, such as insurance payments, may contribute
to precipitous care transitions. Patients on Medicare may be unable to afford the
$170.50 daily copay (2019 rates) for skilled nursing care after the 20 days of 100%
cost coverage elapse, resulting in premature discharges to home.13 In 1 study, 25%
of older adults discharged from a SNF where in the ED within 30 days, compared
with 12.6% when a specialized pharmacist/geriatrician discharge intervention was
done in the SNF prior to discharge.14 This illustrates how a lack of attention during
transitions still can end up with ED providers caring for these patients and attempting
to resolve complicated home care needs and care transition issues.
Another alternative to hospital or SNF admission is Hospital in the Home, a caremodel

for providing acute or subacute care for conditions, such as cellulitis, chronic obstructive
pulmonary disease (COPD) exacerbation, a congestive heart failure (CHF) exacerbation,
that usually require admission. The Hospital in the Home model has been shown to be
feasible and efficacious as well as cost-effective.15 Patients also are more at ease and
may be more active in their own home settings, mitigating the risks of functional decline
anddeliriumseenwith normal hospital admissions. Consider, for example, an older adult
withCOVID-19 stable on2 L of supplemental oxygen and requiring assistancewith activ-
ities of daily living (ADLs) due to their illness. This patient may be a candidate for Hospital
in the Home and receive in-home nursing care with frequent assessment of vitals and
assistance with ADLs while avoiding inpatient admission.
Considering caregiver burden and well-being is crucial to ensuring that older adults

under their care receives adequate support. Respite care for older adults at an SNF or
at an adult day care is an adjunct utilized to provide respite to caregivers on the order
of days to weeks. Caregivers also may benefit from support groups and other commu-
nity resources. If an older adult with care needs is in the ED for an issue that is sub-
acute or chronic, the underlying reason may be caregiver stress rather than a health
issue for the patient. Identifying and addressing this can improve both the patient’s
and the caregiver’s health.
CHOOSING THE APPROPRIATE CARE SETTING

Multiple risk screening tools have been developed to risk-stratify older adults for
adverse health events after an ED visit, but none has shown the necessary levels of
sensitivity and specificity.16,17 This likely is due to the fact that there is a plethora of
nonmedical and nonquantifiable criteria not included in these scoring systems that in-
fluence care decisions. Every patient has a certain level of medical needs that deter-
mines the lowest level of care required. For example, a patient who medically needs
intensive care needs intensive care regardless of socioeconomic status, home safety,
or cognition. On the opposite side of the spectrum, a patient whose medical needs
require only outpatient care may require observation or inpatient floor care if they
lack social support. Conversely, a patient who medically requires a high level of
care may be best discharged to home if what matters most to the patient is not quan-
tity, but rather quality, of life.
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One model of geriatric care from the Institute for Healthcare Improvement and John
A. Hartford Foundation uses the 4-Ms model: what matters, medications, mentation,
and mobility.18 Although this model was designed for clinics and inpatient settings, the
model also is germaine to the ED visit. For the ED, the authors recommend including
an S to this model: safety and social support. There also are several validated
screening tools that can aid with assessment (Table 2).

1. What matters most? Person-centered and family-centered care is essential for all
patients, but especially older adults making difficult decisions about their care. This
conversation can start by asking patients and caregivers what they are most con-
cerned about and why. This helps guide the conversation on what the physician
can offer. It is important to think creatively. Options, such as hospital at home, over-
night observation for further assessment and care coordination, and ED-to-hospice
transitions need to be considered in addition to the traditional admit versus
discharge decision. This is a type of goals of care conversation that involves the
clinician learning about the patient as a person. Exploring the free resources at
https://www.vitaltalk.org/ can help in learning how to map out what is most impor-
tant to the patient, discussing patient goals with a surrogate, and more.

2. Medications: a full medication review includes which medications are taken and
how and when they are taken, including over-the-counter medications or supple-
ments. Medication review in the ED by a pharmacist identifies errors and medica-
tion interactions in 68% of patients, with a mean number of discrepancies of 3 per
patient.19 Common classes of medications known for interactions include proton
pump inhibitors, anticoagulants, and selective serotonin reuptake inhibitors.20 If a
trained medication reviewer or pharmacist is not available in the ED, referral for
outpatient follow-up with a pharmacist or polypharmacy clinic should be consid-
ered. This ED-to-outpatient review strategy led to an absolute 9% reduction in pro-
portion of patients requiring admission to the hospital in the 4 months after an ED
visit.4

3. Mentation: evaluation of mentation requires understanding a patient’s baseline
cognitive status as well as screening for delirium and cognitive changes with vali-
dated tools during the ED visit.21 Currently, ED providers rarely formally screen for
cognitive changes.22,23 Ignoring cognitive limitations leads to difficulty understand-
ing discharge instructions, which can result in return ED visits, medication misuse,
or inability to care for the illness or injury properly at home. Subtle delirium also
often is noted only with testing. Mentation is worsened by sensory impairment,
such as lack of hearing aids or reading glasses, so, if possible, temporary-use items
should be stocked in the ED and hospital to help better assess cognition in the
setting of sensory impairment.
Table 2
Formal, validated assessment tools and training for the 4-Ms model in the emergency
department setting

Category Assessment Tools

What matters
most?

Brief negotiated interview model, VitalTalk model, Education in Palliative
and End-Of-Life Care for Emergency Medicine (EPEC-EM)30

Medications Online medication interaction checkers

Mentation Short Blessed Test, Brief Alzheimer Screen, Mini-Mental State Examination,
Montreal Cognitive Assessment, 4AT

Mobility TUG, 4 Stage Balance Test, Sit to Stand Test

https://www.vitaltalk.org/
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4. Mobility: safe mobility requires an understanding of what assistive devices patients
require, what they have available, and their home living situation. Can they get in
and out of the house safely, or are they newly homebound? Will this illness require
temporary support? Some EDs have access to physical therapists for gait assess-
ments and equipment training but most do not. ED nurses often can provide
insightful information on gait and self-care ability as they are in the room and assist-
ing with toileting and transfers. Mobility can be assessed using the Timed Up and
Go (TUG) test, a validated tool accounting for both static and dynamic balance.24

This is performed by timing the patient when asked to perform the following: stand
up from a chair, walk 3 m at their normal pace, turn, and walk back to the chair and
sit down (Fig. 3). Patients can use their baseline assistive devices. Individuals with a
TUG test greater than 13.5 seconds are in a high-risk category for falls. For EDs that
do not have the space for this test or when patients need to remain on telemetry or
other monitors, the 4 Stage Balance Test is preferred (Fig. 4). This can be done at
the bedside and involves having the patient stand with progressively more difficult
stances.

5. Safety and social support: the patient’s home safety and social support should be
considered. Safety includes considering the possibility of elder abuse and neglect
as well as caregivers’ abilities to provide the support needed. Often, a caregiver
has as many chronic health issues as the patient in question. Assisting them in
setting up homemeal delivery (eg, Meals onWheels), home health aides or nursing,
or a home safety assessment by a community paramedic team or the local area
agency on aging can make the difference between a supportive community dwell-
ing adult and further functional decline.

One limitation to applying the 4-Ms model in the ED is clinician time. A team
approach can alleviate some of this burden. For example, a social worker or case
manager can discuss mobility and safety/social support. A physical therapist or ED
nurse can administer mobility testing. A pharmacy technician or pharmacist can assist
by verifying medications. This multidisciplinary approach is common in the inpatient
setting, and case managers, social workers, and nurses in the ED can assist with gath-
ering information to form a holistic care plan. Palliative medicine consultation can
Fig. 3. The TUG test is used to assess mobility. A time of greater than 13.5 seconds signifies
abnormal mobility and high risk for falling.



Fig. 4. The 4 Stage Balance Test is a test of static balance and to assesses mobility differently
from the TUG but is very quick and able to be done at the bedside in the ED. Supportive
devices, such as a walker, may be used to move into the appropriate stance. The ability to
hold the tandem gait for greater than 10 seconds demonstrates good balance. (Adapted
from CDC STEADI Guidelines, https://www.cdc.gov/steadi/pdf/STEADI-Assessment-4Stage-
508.pdf.)
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assist with determining what matters most and increases the likelihood a patient is dis-
charged to the community.25 If a patient has a complicated social situation or may
need intensive intervention by case management, physical therapists, or pharmacists,
an observation unit can be used for this holistic multidisciplinary assessment.26

Older adults can encounter significant challenges functioning at home with relatively
minor illnesses. For example, a distal radius fracture is treated almost exclusively with
a splint and referral to orthopedics in younger adults. But for older adults, a conversa-
tion about increased fall risk, self-care at home, and early physical therapy to avoid
muscle atrophy in that arm all are essential. An older patient already may have limited
range of motion or be unable to manage splint care if they live alone. Another example
of a common ailment addressed on ED visit is a mild COPD exacerbation. An older
adult with a COPD exacerbation is sent home with appropriate treatments and a
new patient appointment with a pulmonologist. The patient, however, was not
screened for cognitive deficits and was unable to drive to the pulmonology clinic, a
new and unfamiliar environment, and missed his appointment. He was never started
on a long-acting preventative inhaler and was back in the ED with another exacerba-
tion 2 months later. This type of cycle can repeat indefinitely, and the patient often is
labeled “noncompliant” when in fact the patient has cognitive or transportation issues
that would have been identified if the 4-Ms model were used prior to discharge.
Once the disposition decision has been made by taking the 4-Ms model into ac-

count, communication is key to ensure a successful transition. If the patient is dis-
charged back home, clear written and verbal instructions should be provided to the
patient and caregivers. Most EHRs allow for large font printing for discharge instruc-
tions to ensure legibility. Return precautions also are an important component of
discharge counseling. A brief call or message to the patient’s primary care provider

https://www.cdc.gov/steadi/pdf/STEADI-Assessment-4Stage-508.pdf
https://www.cdc.gov/steadi/pdf/STEADI-Assessment-4Stage-508.pdf
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can ensure that changes to the care plan are communicated directly and appropriate
follow-up is in place. If the patient is discharged back to a facility, such as an SNF, a
verbal handoff with the patient’s nurse can ensure their care team is aware of any
medication changes, abnormal laboratory results, procedures, and follow-up needed.
SNF nurses identify poor-quality discharge communication as a major barrier to safe
and effective transitions.10 SNFs rely heavily on discharge materials, so complete and
accurate discharge information, including wound care, medications, and upcoming
appointments, are crucial. SNFs often have central pharmacies, and calling before
discharge can ensure the patient is able to obtain all prescribed medications. If the pa-
tient is admitted, communicating directly with the inpatient team can avoid potentially
dangerous omissions.
CASE STUDIES: APPLYING THE 4-MS MODEL TO EMERGENCY DEPARTMENT CASES

Case 1: Mrs Z is an 82-year-old woman with diet-controlled diabetes, hypertension,
and osteoarthritis. She presents to the ED with left-sided flank pain and vomiting
and is found to have an uncomplicated renal stone, 4 mm in size. Her urine is concen-
trated but does not show signs of infection. She is treated with an intravenous (IV) fluid
bolus, ondansetron for nausea, and ketorolac for pain. She now is able to tolerate a
few sips of juice. What is the appropriate disposition?

1. What matters most? She would like to be home if at all possible because she has 2
cats at home and does not have anyone in the area to feed them if she is gone for a
long time.

2. Medications: a full medication review reveals that she is not on any QT-prolonging
drugs so ondansetron is reasonable for nausea. She does, however, take celecoxib
daily for arthritis pain, which is a nonsteroidal anti-inflammatory medication
(NSAID). Adding an additional NSAID to this could cause significant and potentially
dangerous side effects.

3. Mentation: she scores a 7 on the Short Blessed Test, signifying somemild cognitive
impairment mainly with short-term recall. She is oriented fully.

4. Mobility: Mrs Z is able to ambulate well with her cane, which is what she uses at
home for her arthritis pain.

5. Safety and social support: Mrs Z lives in her own 2-story home. She has a daughter
who lives an hour away and visits more than weekly but is unable to come daily.

Discussion: The physician know that Mrs Z is likely to pass the stone without trouble
at home but are concerned based on her memory issues, so the physician obtains her
permission to speak with her daughter. The daughter cannot stay with Mrs Z but un-
derstands that she will need more support this week and arranges for family and
friends to check in by phone or in person several times a day to encourage her to drink
fluids and check her symptoms. The physician put her on acetaminophen instead of
NSAIDs and arrange for a referral to a geriatric assessment clinic for further cognitive
testing. Both the patient and her daughter are very happy with this plan. The physician
send a brief message to the patient’s urologist to facilitate an outpatient appointment
as well and ensure that she and her daughter are aware of the next steps in follow-up.
What if Mrs Z lived in a senior assisted-living complex? Depending on the resources

of the facility, the facility may be able to provide daily wellness checks, monitor med-
ications, or even check her vitals to assess for fever daily. Assisted-living complexes
vary greatly in the assistance they can provide post–ED visit. It is important to have
clear instructions on the level of monitoring needed, sometimes written as a prescrip-
tion or “doctor’s orders.” Speaking to a staff member at the facility also is helpful. If the
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patient presents from a long-term care facility, staff from the facility can be a valuable
source of collateral information. Because staff often do not accompany the patient to
the ED, calling the facility for a verbal handoff regarding any changes to a patient’s
care plan can prevent errors. The physician also can ensure that written discharge in-
structions are clear and complete to reinforce the changes.
Case 2: Mr Y is a 75-year-old man who presents to the ED for chest pain after eating

dinner. He had a cardiac catheterization last year, which showed diffuse coronary ar-
tery disease not amenable to cardiac stenting, which is being medically managed.
Medical evaluation, including serial electrocardiograms, basic laboratory tests, a
chest radiograph, D-dimer, and 2 troponins all are reassuring. He is eating and drink-
ing well and says he gets these pains frequently. His initial blood pressure was high
but, after giving him his home evening blood pressure medication, it comes back
down to 130/80 mmHg. What is the appropriate disposition?

1. What matters most? Mr Y says the most important thing to him is to “keep on
going” because he is a “tough old guy” and thinks his health is good.

2. Medications: when asked if he takes all his medications, Mr Y answers affirma-
tively. But he cannot tell the physician the names of all his medications. When
pressed, he also cannot say how many he takes in the morning or evening. He
just takes “whatever comes in those packets they send.” He admits to drinking
daily but does not say how much.

3. Mentation: Mr Y is circuitous to his answers. He confabulates when he does not
know the day of the week or the date (“I’m retired, I don’t need to know that
anymore!”). A Brief Alzheimer Screen reveals that his short-term recall is 1/3 and
his fluency is diminished.

4. Mobility: Mr Y says he gets around fine in his house without any assistive devices,
but, when pressed, he holds onto furniture and the walls for support. In the ED, he
has no difficulty getting out of the bed but then has an unsteady gait.

5. Safety and social support: Mr Y lives alone in an apartment. He does not drive but
does take the bus or walks to the nearby corner store and pharmacy. He has family
but they live several states away.

Discussion: Many physicians, before going through the 4-Msmodel, would discharge
Mr Y back to his living situation. With this additional knowledge, however, it is clear that
Mr Y is not able to take his medications appropriately and has significant cognitive
impairment. He is drinking daily and may not be caring for himself well. He has no social
support structure. He would benefit from full cognitive assessment and arranging for re-
sources, such as a home health nurse, to fill and monitor his pillboxes; a home safety
check; a system to call for help if he falls; a physical therapy evaluation and recommen-
dation for gait assistance; and a complete cognitive assessment to evaluate his ability to
make health care decisions. An observation stay would allow the time needed to com-
plete these evaluations and ensure that he is safe to go home. Given his cognitive is-
sues, he is unlikely to be able to arrange all of this from home by himself. A brief call
to his inpatient team ensures that they understand that his admission is not due simply
to his chief complaint of chest pain work-up but rather to concerns regarding his fall risk,
cognitive impairment, and need for additional resources at home.
Case 3: Mr X is an 89-year-old man with stage 4 metastatic small cell lung cancer,

presenting with worsening cough and fever. He is cachectic and ill appearing and at
baseline uses 2 L of supplemental oxygen. In triage, he requires 3 L of oxygen via nasal
cannula to keep his pulse oximeter level greater than 90%. He is febrile and chest
radiograph demonstrates a postobstructive pneumonia. What is the appropriate
disposition?
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1. What matters most? Mr X says the most important thing to him is to spend the re-
maining time he has surrounded by his family at home. When asked, he states that
he does not want to be admitted to the hospital, even if the pneumonia is treatable,
because every time he comes in it results in at least a 2-week stay. With his permis-
sion, his son joins the discussion and supports his father in his wishes. They would
like to pursue home hospice and have been considering this even prior to this ED
visit because his health has declined in the past couple of weeks.

2. Medications: a full review of his medications is performed by the ED pharmacist.
The physician comes to the decision with the patient that he would like to treat
the pneumonia at home for palliation. To avoid interactions with his other medica-
tions, Levofloxacin is not an option. The hospice team is able to do IV ceftriaxone at
home.

3. Mentation: Mr X scores 30/30 on a Mini-Mental State Examination. He displays no
signs of cognitive impairment and clearly understands the risks and benefits of both
inpatient admission and home hospice care. Because he clearly understands the
medical decisions and options presented to him, he has medical decision-
making capacity.

4. Mobility: Mr X has very limited mobility at home and can ambulate only a few steps
with assistance due to his deconditioning and frailty. He mainly uses a wheelchair
and walker. Hospice will help with arranging durable medical equipment, such as
hospital bed and bedside commode.

5. Safety and social support: he lives with his son. His son cooks meals for him, as-
sists him with the ADLs, and is his sole source of social support. This has taken
a toll on his son as well, causing considerable stress. He would welcome additional
assistance provided by hospice nurses to help treat his father’s pain and shortness
of breath and home health aides to assist with other activities, such as bathing and
dressing. The ED social worker begins making arrangements for home hospice.
The home hospice agency also is able to provide his son with additional resources
for emotional and spiritual support.

Discussion: If care had not been taken to address what matters most to Mr X, he
may have been admitted to the hospital, which is not consistent with his goals of
care. By enlisting the help of the ED social worker, Mr X is able to return back home
with additional support services, including medical equipment, nursing care, and
home health, all through a home hospice agency. The needs of his son, who is his
sole source of support, also were addressed during the visit.

SUMMARY

Caring for older adults in the ED presents unique challenges and transitions are inher-
ently risky. ED providers can play a crucial role in preventing adverse events by utiliz-
ing the 4-Ms model and providing clear communication.

CLINICS CARE POINTS
� Common adverse events after a transition of care include medication interactions, injurious
falls, and ED revisits or rehospitalizations.

� Clear communication with the patient, caregiver, and outpatient care team (both from the
facility if the patient is not community dwelling and the medical team) requires dedicated
time to answer questions at discharge and verbal and written handoffs. At best, fewer than
50% of older adults understand their discharge instructions and diagnosis.
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� The Institute for Healthcare Improvement 4-Ms model can be adapted to the ED setting and
recommends assessing what matters most, medications, mentation, and mobility. In the ED,
add an S for assessing safety (concerns for elder abuse and home safety) and social support.

� Alternatives to hospital admission can include a short observation stay for multidisciplinary
geriatric assessment, hospital-at-home programs, and hospice care.
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