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UNDERSTANDING RESIDENT, FAMILY, AND STAFF
SAFETY PRIORITIES TO GUIDE DEVELOPMENT OF
AN ENGAGEMENT TOOLKIT
Youngmin Cho,! Victoria Bartoldus,' Cloie Chiong,?
Tabitha Linville,* Stephanie Palmertree,® and Anna Beeber,*
1. University of North Carolina at Chapel Hill, Chapel
Hill, North Carolina, United States, 2. University of North
Carolina at Chapel Hill Gillings school of Global Public
Health, Chapel Hill, North Carolina, United States, 3.
University of North Carolina at Chapel Hill School of
Nursing, Chapel Hill, North Carolina, United States, 4.
University of North Carolina at Chapel Hill, UNC Chapel
Hill, North Carolina, United States

Resident and family engagement (the desire, ability, and
activation as a partner in care) is a necessary component of
keeping assisted living (AL) residents safe. Barriers to en-
gagement include differing priorities between the resident/
family and staff. This presentation outlines the results of a
content analysis of qualitative interviews with 105 AL staff,
residents, and family members, in which we examined AL
stakeholder priorities for safety. Qualitative interviews were
analyzed to first identify safety priorities by stakeholder type
(staff, resident, and families), and then compared across
stakeholder group. Stakeholder-specific safety priorities were
identified, including infection management (COVID-19 and
others), medications errors, falls, elopement, lack of AL re-
sources/staffing, conflict, adverse events, nutrition, phys-
ical hazards, building security, chemical agents, fire/natural
disasters, and abuse/neglect — the importance of these prior-
ities vary by stakeholder type. Presentation discussion will
include implications for future intervention to address the
top safety problems in AL.

ENGAGEMENT IN ASSISTED LIVING DURING
THE COVID-19 PANDEMIC: CHALLENGES AND
PROMISING PRACTICES.
Victoria Bartoldus,' Youngmin Cho,' Janelle Perez,?
Jing Wang,? Stephanie Palmertree,? and Anna Beeber,*
1. University of North Carolina at Chapel Hill, Chapel
Hill, North Carolina, United States, 2. University of North
Carolina at Chapel Hill School of Nursing, Chapel Hill,
North Carolina, United States, 3. Fudan University, Chapel
Hill, North Carolina, United States, 4. University of North
Carolina at Chapel Hill, UNC Chapel Hill, North Carolina,
United States

The “lockdown” in assisted living (AL) from the COVID-
19 pandemic has physically isolated residents from the out-
side world and affected resident and family engagement in
care. This presentation outlines a content analysis of quali-
tative semi-structured telephone interviews conducted from
April 2020 with 105 AL staff, residents, and family members
exploring COVID-19 experience/restrictions and engage-
ment during the pandemic. Analysis revealed AL families and
residents expressed difficulties with COVID-19 visiting and
distancing restrictions, reduced family visitations, discon-
tinuity of care, and worries about COVID-19 infection. Staff/
administrators expressed uncertainty about lack of know-
ledge about COVID-19, worries about transmission, and if
staff will get exposed outside of work. Promising factors in-
clude enhanced communication between staff and families
regarding care, improved virtual communication, creative

strategies to socially engage residents, and improved infec-
tion control practices and staff training. The presentation
discusses the implications of the findings for future research,
policy, and practice.

Session 3330 (Symposium)

A SYSTEMS-WIDE APPROACH FOR EARLY
DETECTION AND MANAGEMENT OF DEMENTIA IN
PRIMARY CARE
Chair: Annette Fitzpatrick
Discussant: Basia Belza

Dementia is frequently unrecognized and under-reported
by health care providers. The needs of an aging population
increase the burden on an already over-worked primary care
system that is often without the appropriate training, re-
sources, and reimbursement to address the growing number
of people with cognitive decline in the US. In this sympo-
sium we present a systems-wide approach within University
of Washington (UW) Primary Care to increase awareness of
early signs and symptoms, detection of cognitive impairment,
and support of providers, patients and caregivers that will
ultimately improve outcomes of care. This quality improve-
ment (QI) program integrates stakeholder-selected com-
ponents of the GSA KAER (Kickstart-Assess-Evaluate and
Refer) Model and Toolkit (2020 Edition), developed by the
Gerontological Society of America (GSA), into primary care
practice. We describe content and logistics of a continuing
education intervention for primary care providers and clin-
ical staff to increase skills for evaluation and management of
dementia. Working with UW clinic managers and informa-
tion technology (IT), we have developed a pragmatic system
for streamlining operations and documenting care utilizing
newly developed interdisciplinary workflows and electronic
health record order sets. Using input from our Community
Advisory Board, we explain development of a web-based re-
source directory to be used in-clinic and at home to support
providers, staff, patients, families, and caregivers across cog-
nitive changes. Strategies presented here are aimed to help
other health care systems initiate steps to integrate KAER
and other tools into a practical QI program for improving
detection and management of dementia through support of
primary care.

INTEGRATING THE GSA KAER TOOLKIT INTO
PRACTICAL TRAINING FOR PRIMARY CARE CLINICS
Barak Gaster,! Jaqueline Raetz,' Basia Belza,'
Monica Zigman Suchsland,? Judit Illes,* Benjamin Olivari,*
Lisa McGuire,* and Annette Fitzpatrick,' 1. University
of Washington, Seattle, Washington, United States,
2. University of Washington, Seattle, University of
Washington, Washington, United States, 3. The
Gerontological Society of America, Washington, District
of Columbia, United States, 4. Centers for Disease Control
and Prevention (CDC), Atlanta, Georgia, United States,
5. CDC, Atlanta, Georgia, United States

Education is central to driving change in clinical practice.
First, primary care providers and their clinic team members
need to understand why detecting cognitive impairment is
important, how it can be done efficiently, and what the next
steps in referral and management are. To engage primary
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care clinics in this change process, we developed a continuing
education intervention, based on the KAER Model, using a
live video format. Four evidence-based, 45-minute training
modules presented core knowledge skills, including how to
have difficult conversations, which are essential to diagnosing
cognitive impairment. To overcome the obstacles to doing so
in primary care, our team relied on a deep understanding
of busy primary care practice. With a combined 35 years of
direct experience in primary care, our collaborative interdis-
ciplinary team was able to use the KAER Model to develop a
highly acceptable intervention for primary care.

IMPLEMENTATION OF THE GSA KAER TOOLKIT
IN A LARGE CLINIC SYSTEM: WORKFLOW
MODIFICATIONS AND EMR TOOLS
Jaqueline Raetz,! Barak Gaster,' Basia Belza,'
Monica Zigman Suchsland,? Judit Illes,* Benjamin Olivari,*
Lisa McGuire,* and Annette Fitzpatrick,' 1. University
of Washington, Seattle, Washington, United States,
2. University of Washington, Seattle, University of
Washington, Washington, United States, 3. The
Gerontological Society of America, Washington, District
of Columbia, United States, 4. Centers for Disease Control
and Prevention (CDC), Atlanta, Georgia, United States,
5. CDC, Atlanta, Georgia, United States

We implemented the KAER toolkit in the University of
Washington primary care clinics. In this session we share the
workflows implemented to promote the KAER model and
share the tools we developed within EPIC, the system's elec-
tronic medical record (EMR). We collaborated with clinic staff
to develop interdisciplinary workflows including: training
patient service representatives, social workers, nurses, and
medical assistants (MAs) about 'red flags;' training med-
ical assistants to complete the Patient Health Questionnaire
(PHQ-9) and Montreal Cognitive Assessment (MoCA); and
assuring they are appropriately entered into flowsheets in
EPIC. We created a checklist (EPIC 'SmartPhrase') and edu-
cated the clinics' interdisciplinary teams to utilize it within
their scope of practice. Additionally, we created an order set
(EPIC 'SmartSet') of commonly ordered tests and referrals to
expedite evaluation of patients with suspected cognitive im-
pairment. Lastly, we created a direct link from our EMR to
our website containing community resources.

COGNITION IN PRIMARY CARE COMMUNITY
RESOURCE DIRECTORY FOR INDIVIDUALS,
CAREGIVERS, AND PROVIDERS
Monica Zigman Suchsland,! Annette Fitzpatrick,?
Barak Gaster,> Jaqueline Raetz,? Judit Illes,?
Benjamin Olivari,* Lisa McGuire,’ and Basia Belza,?
1. University of Washington, Seattle, University of
Washington, Washington, United States, 2. University of
Washington, Seattle, Washington, United States, 3. The
Gerontological Society of America, Washington, District
of Columbia, United States, 4. Centers for Disease Control
and Prevention (CDC), Atlanta, Georgia, United States,
5. CDC, Atlanta, Georgia, United States

A KAER Model recommendation is to refer individuals
diagnosed with dementia to resources that help them prepare
for the future and services that provide ongoing support. The
purpose of this project was to locate local quality services

and develop a resource directory for persons with cognitive
impairment for use by providers, staff, individuals, families,
and caregivers. We worked with a Community Advisory
Board and interviewed individuals and caregivers to under-
stand what resources are useful and important to include in
the resource directory. We built a web-based resource direc-
tory that allows users to query resources based on specific
needs. We integrated the resource directory within the elec-
tronic health record for providers to include after visit sum-
maries. A resource directory was deployed for community
use, with goals of sustainability and longevity after this pro-
ject is completed.

Session 3335 (Symposium)

APPROACHING MULTIMORBIDITY FROM A
TRANSLATIONAL GEROSCIENCE PERSPECTIVE
Chair: Anne Newman

Multimorbidity describes the accumulated burden of
chronic disease. Multimorbidity erodes physiologic reserve,
increasing the risk of frailty, disability and death. Most
older adults have at least one chronic health condition by
age 65. Once established, many age-related conditions pro-
gress and accumulate with age. Geroscience holds that there
are key biologic pathways that explain the increase with
age in multimorbidity, frailty and disability Translation of
geroscience principles to human studies requires careful as-
sessment of biomarkers of these pathways and multisystem
outcomes. In this symposium, translational researchers in
geriatric medicine and gerontology will present current work
to elucidate biologic underpinnings of aging and potential
intervention targets. We will address whether blood bio-
markers of aging processes are prognostic using combina-
torial techniques and explore the potential for proteomics
to identify novel pathways for health aging. New insights
into the role of inflammation will be discussed with an em-
phasis on its relationship to multimorbidity. Brain aging will
be considered with respect to the interactions between ex-
ternal stressors and resilience evaluating the role of ketone
bodies which have immunomodulatory effects particularly
on innate immune cells. Finally, the role of multimorbidity as
an intervention target and potential intermediate outcomes
including biomarkers will be presented with discussion of
next steps needed to realize the potential for translational
geroscience clinical trials to improve health span.

OPERATIONALIZING HEALTHSPAN AS AN
OUTCOME FOR CLINICAL TRIALS IN GEROSCIENCE
Jamie Justice, Wake Forest School of Medicine, Wake Forest
School of Medicine, North Carolina, United States

Efforts targeting biological aging pathways are advancing
interventions which could extend healthy lifespan. Design
of clinical trials to test such interventions necessitates an
operational definition of healthspan, such as slowed accu-
mulation or progression of multiple chronic diseases, func-
tional decline, and disability. In this talk we explore these
composite measures of healthspan proposed as outcomes for
clinical trials in aging. This will be examined in example cases
including multimorbidity and deficit accumulation frailty in-
dices in an 8-Year intensive lifestyle intervention trial, and
an update on multimordbity, functional, and biomarker



