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Abstract

Background: We sought to identify what matters to older adults (60 years and

older) presenting to the emergency department (ED) and the challenges or concerns

they identify related to medication, mobility, and mentation to inform how the 4Ms

framework could improve care of older adults in the ED setting.

Methods: A qualitative study was conducted using the 4Ms to identify what matters

to older adults (≥60 years old) presenting to the ED and what challenges or concerns

they identify related to medication, mobility, and mentation. We conducted semi-

structured interviews with a convenience sample of patients in a single ED. Interview

guide responses and interviewer field notes were entered into REDCap. Interviews

were reviewed by the research team (2 coders per interview)who inductively assigned

codes. A codebook was created through an iterative process and was used to group

codes into themes and sub-themes within the 4Ms framework.

Results:A total of 20 EDpatients participated in the interviews lasting 30–60minutes.

Codes identified for “what matters” included problem-oriented expectation, coordi-

nation and continuity, staying engaged, being with family, and getting back home.

Codes related to the other 4Ms (medication, mobility, and mentation) described chal-

lenges. Medication challenges included: non-adherence, side effects, polypharmacy,

and knowledge. Mobility challenges included physical activity and independence. Last,

mentation challenges included memory concerns, depressed mood, and stress and

worry.

Conclusions: Our study used the 4Ms to identify “what matters” to older adults pre-

senting to the ED and the challenges they face regarding medication, mobility, and

mentation. Understanding what matters to patients and the specific challenges they

face can help shape and individualize a patient-centered approach to care to facilitate

the goals of care discussion and handoff to the next care team.
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1 INTRODUCTION

1.1 Background

Adults aged 65 and older accounted for 16.8% of the population or

approximately 54 million people in the United States in 2021.1 This

population is expected to continue increasing such that the number of

adults aged65 andolder is projected to reach over 80million by2050.2

Older adults tend to carry multiple comorbid conditions, which are

often complicated by social determinants of health and declining cog-

nitive and functional status.3,4 Delivery of high-quality geriatric care

is particularly challenging in the emergency department (ED) setting.

Older adults comprise approximately 20% of ED visits annually, which

amount to over 23 million ED visits per year in the United States.3

Given the complexity of their care, older adults are at higher risk of

poor outcomes3 such as disability and death. As a result, older adults

consume more resources in terms of diagnostic tests and procedures

and are at greater risk for adverse outcomes including longer stay,

returnEDvisitswithin 30days, hospitalizations, functional decline, and

nursing home admissions.5–7

1.2 Importance

The Age-Friendly Health Systems (AFHS) initiative, which arose from

the partnership of the John A. Hartford Foundation, Institute for

Healthcare Improvement, and American Hospital Association, devel-

oped the 4Ms framework to improve outcomes of older adults

across care settings by using an evidenced-based, person-centered

approach.9 The 4Ms framework focuses on 4 evidence-based priorities

of geriatric care: what matters, medication, mentation, and mobility.

What matters is the starting point of the 4Ms framework and focuses

on older adults’ goals in their life and health care to provide care con-

sistent with their priorities. Medication aims to address issues with

polypharmacy and avoid high-risk medications. Mentation refers to

moodandmemory,with specific attention todepression, dementia, and

delirium. Mobility includes assessment of ambulation, functional sta-

tus, and fall risk. The 4Ms framework is intended to be incorporated

broadly throughout US hospitals and health systems.9 Currently the

4Msarebeing implemented inprimary care10 andbothambulatoryand

acute care settings.

However, there is currently limited evidence regarding how to

implement the 4Ms in the ED, including what matters to older adults

presenting to the ED and common challenges or concerns related to

medication,mentation, andmobility. It is important to learn the goals of

care of older adults and the challenges they face to improve their clin-

ical course, avoid unnecessary or unwanted care, and reduce the rate

of adverse outcomes. One recent qualitative study identified themes

regarding “what matters” to older adults in the ED, with attention to

the feasibility of 4Ms implementation in the ED.11 Our study attempts

to expand on this work by including a focus on challenges regarding

medications, mentation, andmobility from the perspective of the older

person.

The Bottom Line

In the context of an emergency department (ED) visit, older

adults report "what matters" to them is addressing the

medical issue at hand, care coordination, staying engaged,

being with family, and getting back home. The concordance

between patient and health care professionals is the main

concern for the ED visit and was 82% but 15% on goals of

care.

1.3 Goals of this investigation

Our objective was to identify what matters to older adults (60 and

older) presenting to the ED and the challenges or concerns they iden-

tify related to medication, mobility, and mentation. We conducted a

qualitative descriptive study using semi-structured interviews with

older ED patients and their caregivers.

2 METHODS

2.1 Overview of study design

Weused a qualitative descriptive approach to analyze semi-structured

interviews focused on what matters to older patients in a single aca-

demic ED and their challenges and concerns related to medication,

mobility, and mentation. Our ED is currently implementing policies

and procedures of an AFHS. We adhered to the Consolidated Crite-

ria forReportingQualitativeResearch checklist. TheUniversity of Iowa

institutional review board approved this study.

2.2 Theoretical framework

Consistent with a directed approach to qualitative descriptive

research, we analyzed data for themes and sub-themes within an

existing framework.12,13 Specifically, we used framework analysis

to organize themes and sub-themes into the 4Ms framework: what

matters, medication, mentation, and mobility.14 This framework was

chosen as an ideal framework to understand the goals of care and

challenges of older adults because of its focus on evidence-based

priorities of geriatric care.

2.3 Participants and sampling

Over a 6-month period, we recruited a convenience sample of adults

60 years and older seeking care in the ED during weekdays, evenings,

and weekends. The age limit was expanded to 60 to broaden the inclu-

sion. Older adults in the ED were approached, provided with a brief
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description of the 4Ms and purpose of the interview, and asked to vol-

untarily participate in the interview. After obtaining informed verbal

consent, we conducted the interview in the ED. We included patients

in stable condition with decision-making capacity per their treatment

provider. In cases where family or caregivers were present, they were

allowed to share their understanding of the patient’s goals or chal-

lenges with the patient’s consent. Caregivers and family were included

to provide additional details regarding the older person’s home life and

support system.

2.4 Data collection

Two medical students (M.S. and M.M.) were trained by the principal

investigator (S.L.) to conduct semi-structured interviews using an

interview guide developed by the research team (Appendix S1).

Creation of the interview guide was based on an existing 4Ms work-

sheet with additional questions to meet our objectives. Interviews

took place in ED patient examination rooms. The timing of the inter-

views varied but they usually occurred after an initial evaluation by

the treating provider and before disposition. During the interview,

the patients were first asked introductory, open-ended questions

about their visit to orient the interviewer and establish rapport.

Next, patients were asked about the 4Ms in addition to their main

concerns and goals of care regarding their ED visit. The interviews

lasted 30–60 minutes, and data were electronically recorded into

REDCap15 immediately following the interview. In addition to the

interview guide, the interviewer recorded field notes, and partici-

pants were asked to report their age and sex. Field notes included

observations of the environment and interactions between the

patient, care partner, and clinicians. After the patient interview, the

patient’s provider was interviewed about their perception of the

patient’s goals of care and how those goals were elicited during patient

assessment.

2.5 Analysis

Consistent with a qualitative descriptive approach, the interview data

were analyzed using an iterative process, wherein data collection

and analysis occurred simultaneously.16 Two research team members

reviewed each interview and assigned codes. During regular meet-

ings, coders shared their individual coding, and the team (M.S., M.M.,

D.L., and S.L.) discussed any discrepancies and developed a codebook

containing the codes and the definitions of each code (Tables S1, S2,

S3, and S4). Any discrepancies were resolved through discussion or

majority vote when necessary. Framework analysis14 was then used to

develop and categorize the codes within the 4Ms framework. Codes

were refined and similar codes grouped and abstracted to develop

sub-themes and themes to describe the data. The team discussed the

thematic structure to determine that themes were distinct and fully

developed. The team also discussedwhether any developing themes or

sub-themes did not fitwithin the 4Ms framework, but therewere none.

TABLE 1 Participant demographics

Demographic category Demographic data, No. (%)

Total participating patients 20

No. of female patients 11 (55)

No. of male patients 9 (45)

Age range, years 60–92

Mean age, years 72

No. with caregivers 6 (30)

Data collection continued until no new data relevant to themain study

questions were emerging.

2.6 Rigor

The research team included multiple perspectives (medical students,

nurse researchers, and ED physicians), enhancing the rigor of the

study17 and reducing individual bias. The data from each interview

were independently reviewed by 2 members of the team. The final

codebook was developed through an iterative process involving team

discussion and consensus. Interviews were not recorded due to fea-

sibility constraints. However, the interviewers noted responses using

the participants’ own words where possible and entered the data into

REDcap immediately following the interview.

3 RESULTS

We approached a total of 21 patients in the ED to participate in

this study. One patient declined and 20 completed interviews. Partic-

ipants ranged from 60 to 92 years of age and 11 (55%) were female

(Table 1). Family and/or caregivers were present for 6 of 20 participant

interviews.

Specific observations about environment and interactions were

used as context from which to understand participant data and devel-

opment of themes. The subject enrollment and data collection were

completed as thematic saturation was achieved.

Themes were developed within each aspect of the 4Ms framework

(Figure 1).

3.1 What matters

Participants often presented to the ED in the context of a problem-

oriented visit, whether from an acute event (eg, fall) or concerns

formed over time. They hoped to receive a diagnosis and treatment

consistentwith their care goals.However,motivations and factorsdriv-

ing their care goals and when to seek care appeared rooted in what

matters to them. What matters included 5 themes: problem-oriented

expectation, coordination and continuity, staying engaged, being with

family, and getting back home (Table S1). Overall, rates of concordance
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F IGURE 1 Themes of what matters and challenges or concerns
related tomedication, mobility, andmentation for older adults in the
emergency department

between patient and provider on the main concern for ED visit and

underlying goals of care were 82.35% and 15.38%, respectively.

Participants described addressing a problem-oriented expectation

as an aspect of what matters to them. One participant (participant 7)

shared that what matters most to her is that she gets her gallblad-

der out, so she is not sick anymore. Another participant (participant

15) came in with an expectation to address his abdominal pain and

wasmostworried thatwhateverwas causing his abdominal painwould

“slow him down” and keep him from his active lifestyle. Participants

described the importance of diagnosis and/or screening,whichwe clas-

sified as a sub-theme under a problem-oriented expectation. This fits

the care environment because most primary problems in the ED are

acute in nature. Diagnosis and/or screening mattered because partic-

ipants wanted to either gain clarity on possible treatments or rule out

concerning diagnoses: One participant (participant 7) was concerned

that she had a myocardial infarction (MI) and hoped that was not the

case.

Participants described coordination and continuity as a priority. It

was described as a consistent patient- or provider-driven collaboration

within the multidisciplinary team. For example, the participant (partic-

ipant 2) drove 1.5 hours away to receive care at this ED because the

physicians knew her and her complexmedical history.

Participants expressed the importance of staying engaged. In some

ways, their illnesses limited their engagement in activities with their

family or community. Participant 2, recently diagnosed with cancer,

shared: “I want to live as long as I can [to stay engaged].” Participants

also shared wanting to stay active as a priority, which we classified

under staying engaged. They wanted to do physical activities, such as

engaging in hobbies involving movement outdoors. This was often a

challenge for individuals with chronic illnesses affecting their activ-

ity or mobility: participant 13 was worried that the consequences of

her illness would keep her fromwalking her dog, kayaking, and playing

sports like racquetball.

Participants described being with family as a theme-related to what

matters. It involved meaningful engagement with family, such as hol-

iday gatherings and visiting children and grandchildren. For some,

family was expressed as a reason to live longer. For example, for

participant 17, spending time with his grandchildren was the most

important thing, and he wanted to be able to live long enough to give

his grandchildren fondmemories of him.

Participants also described getting back home; they often wished to

live at home as long as their health allowed. This was noted as espe-

cially important by participants who were previously unable to return

home following hospitalizations or surgeries: participant 3 shared her

biggest concern was getting home. She spent a few days in a nursing

home recently and adamantly did not want to ever return to a nursing

home.

3.2 Medication challenges

Problems with medications play a role in many ED visits for older

adults. Side effects, polypharmacy, and non-adherence were some

issues identified by participants. Participants expressed interest in

avoiding side effects, taking fewer medications, having easier sched-

ules, and reducing the burden to keep up with daily medications (Table

S2).

Participants exemplified non-adherence challenges as they identi-

fied difficulty taking medications as prescribed. Taking prescription

medications daily, or multiple times per day, seemed a significant bur-

den, especially for those who led active lifestyles. Participant 1 stated,

“Sometimes I get so busy I forget to take [medications]. When I real-

ize, [I think] tomorrow is a new day, and I try to do better each day.”

Someparticipants described receiving helpwithmanagingmedications

either from a caregiver or by using a tool such as a pillbox. This was

considered an important strategy to mitigate difficulty managing daily

medications. For example, participant 3 stated shehas a pillbox to orga-

nize her medications and a daily routine for taking her medications as

prescribed.

Participants described concerns about polypharmacy, being on

more medications than desired. Often participants preferred to be on

as few medications as possible. This led to participants attempting to

de-prescribe on their own, which could be potentially harmful and pre-

cipitate events leading to ED visits. Participant 5 has been prescribed a

lot of medications, and he would like to be on as few meds as possible.

He took it on himself to stop taking some of his meds and was off a lot

of hismedicationswhen he fell, which is the reason that brought him to

the hospital.

Participants also described concerns about side effects. They shared

unexpected or undesirable effects due to their medication. For exam-

ple, participant 12 recently had a change to his blood pressure

medication and thinks this is related to his dizziness symptoms.

Participants described limitations in medication knowledge, such as

not knowing the nameof themedication, indication, and frequency. For
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instance, participant 14 was on 10–12 medications and was unsure of

the names ofmost of them, what theywere for, andwhen to take them.

We classified blind trust as a sub-theme for knowledge. Some partici-

pants blindly trusted the provider or family caregiverwithmedications.

For example, participant 3 was not sure what each medication was

for but was not concerned because she trusted that “doctors wouldn’t

prescribe something [she doesn’t] need.”

3.3 Mobility challenges

Participants experienced challenges with mobility, resulting in limita-

tions that could impair independence. The desire to maintain a level

of independence and the ability to perform activities of daily living

emergedas a strong themeamongolder adults. Somepatients achieved

this goal by using devices and attending rehab programs, whereas

others remained limited by functional status (Table S3).

Participants described the importance of physical activity for rea-

sons beyondenjoying the activity. Physical activitymattered to themas

itwas linked to independence. Participant 3 shared that theywould like

to stay active so they can continue to live independently. Participants

also described functional mobility—wanting to maintain or improve

functional mobility to accomplish tasks. For example, participant 12

had a job that involved working with his hands, and arthritis limited his

ability to work. Rehabilitation was important for participants to main-

tain and regain functional status. For example, participant 8 stated he

enjoys going to cardiac rehab 2–3 times a week after a previousMI; he

feels he is getting a lot out of it and it will help him stay active.

Participants described independence as the desire to move and

complete activities of daily living, with or without assisted devices.

Participants often had to overcome limitations to maintain their inde-

pendence. Participant 11 shared she needs oxygen to go out and has

difficulty carrying the oxygen tank with her. She has knee pain, dia-

betic neuropathy, and an unsteady gait. Because of this, she says that

she rarely goes out, which limits her opportunity to interact with oth-

ers. Participants used devices or other types of support to overcome

limitations. Participant 3 shared that she likes to be independent by

cooking and leaving home but has some difficulty with these activities.

She reported being unable to carry a pot of water to the stove from

the sink, so she uses her walker to carry water. She cannot drive, so

she needs to call for a ride any time she wants to leave her home. The

utilization of services such as public or paid transportation has helped

promote independence.

3.4 Mentation challenges

Participants reported concerns aboutmemory and the development of

dementia. Additionally, older adults reported suffering from stress and

depressed mood that seems to tie back to themes of losing indepen-

dence or the ability to do what matters. Other participants reported

cultivating a positive outlook and engaging in activities that help them

relax (Table S4).

Participants described memory concerns that ranged in severity.

Participant 3 reported that shewould sometimes have difficulty recall-

ing names, and she also reported entering rooms and realizing that

she had forgotten to bring her walker. Other participants expressed

worry about developing dementia or cognitive impairment. Participant

20worried about getting dementia or Alzheimer’s; shementioned that

she used to work in research but recently began a new job last year

because she had become unable tomultitask.

Participants described depressed mood, often related to their

declining functional status due to chronic illness. Participant 4

expressed feelings of anger and depression that he could not be as self-

sufficient anymore. This theme emerged in reaction to the burden of

chronic comorbidity and the loss of activity level.

Participants reported stress and worry related to their lives or ill-

nesses. Participant 16 described stress and worry related to her new

cancer diagnosis. Some participants sought to retain a positive out-

lookbydoing activities to cultivate positivity. Participant 18 stated that

she most often has a positive attitude and considers herself a “pretty

understanding person” despite the challenges she has faced. Other

participants described the use of relaxation strategies: Participant 15

played golf, read, andwatched sports to relax.

4 LIMITATIONS

The study has strengths in that we used a script during our semi-

structured interviews to maintain consistency between interviewers,

but there is still potential for unintended influence due to variation in

interviewer style. Our analytical approach aimed to mitigate bias by

having 2 independent coders per interview. Also, we included detailed

field notes so the research team would have rich contextual data for

interpretation. We acknowledge the limitation of not recording inter-

views due to feasibility constraints. To enhance accuracy and level of

detail, interviewers notedparticipant responsesusing their ownwords,

where possible, and entered data in REDcap immediately following the

interview. Transferability is somewhat limited due to degree of demo-

graphic data recorded and the study taking place in a single academic

ED serving a Midwest patient population. However, this study is the

first to examine all elements of the 4Ms as related to patient goals of

care in the ED and provides a foundation for future research on the

topic. Another potential limitation is whether timing of interviews dur-

ing weekdays, evenings, or weekends influenced response. We believe

this is beyond the scope of this article, but may be worth examining in

future work.

5 DISCUSSION

This study provides an in-depth description of what matters, unique

challenges and opportunities regarding medication, mobility, andmen-

tation, for older adults presenting to the ED. This study informs the

implementation of the 4Ms framework in the ED. Our study findings

address the knowledge gap in that we evaluated all 4Ms beyond what
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matters. The previous study byGettel et al11 evaluated “whatmatters”

conversations in the ED. Kaldjian et al18 identified several key themes

for goals of care conversations in the palliative care setting using liter-

ature review.Ouchi et al19 summarized the approaches to goals of care

conversations in the ED. Our study findings indicate that what matters

should be integrated into the other 4Msbecause the remaining themes

are integral to being able to do what matters. Themes identified in this

studyhighlight theopportunities to addresswhatmatters and common

challenges for older adults presenting to the ED using the 4Ms frame-

work, which may serve as the framework for comprehensive geriatric

assessment, for example.

We identified problem-oriented expectation, coordination and con-

tinuity, staying engaged, being with family, and getting back home as

what mattered to our participants. There are few studies using the

4Ms framework to investigate what matters to older adults in the

ED setting. A literature review identified 6 categories describing the

goals for the care of patients nearing the end of life, including being

cured, living longer, improving or maintaining function and/or quality

of life, and achieving life goals such as being with family and being

home.11,18,19 Several of our findings regarding what matters align well

with previous categories. This suggests that what matters to older

adults may be similar across clinical settings and stages of life and ill-

ness. Consequently, an understanding of what matters can be used

to help shape a patient-centered and individualized approach, regard-

less of clinical setting. Similar themes of what matters were identified

in another study applying the 4Ms in the ED, including obtaining a

diagnosis, reducing or resolving symptoms, maintaining self-care and

independence, and returning to the home environment. The ED visit

can serve as an inflection point with the potential to change the tra-

jectory of care to better align with patient priorities. However, best

practices regarding conversations about what matters in the ED are

not well understood.19 Our results suggest the 4Ms as a useful frame-

work, given its foundation in what matters to the older person, but

further research is needed regarding the application and usability of

the 4Ms framework in the ED setting.

We also identified non-adherence, polypharmacy, side effects, and

knowledge as medication challenges and concerns for participants.

Medication harms, including adverse reactions, medication errors, and

unintentional or intentional medicationmisuse, are estimated to result

in 6.1 ED visits per 1000 population annually.20 The same study

showed population rates of ED visits for medication harms approxi-

mately double (12.1 vs. 5) for patients over 65 years and reported that

38.6% of ED visits for medication harms resulted in hospitalization.20

We found that many patients had a lack of knowledge about their

medications and had poor adherence, reflective of previous studies

that have shown that, on average, patients are taking 3.8 more medi-

cations than self-reported, and 31% are nonadherent.21 Additionally,

our participants expressed blind trust in providers and those helping

with medications, which can reinforce the lack of medication knowl-

edge and create missed opportunities for patients to voice concerns

and engage in their care. Taken together, these factors can lead to

an increased risk of prescribing potentially inappropriate medications

and adverse drug events. Medication reconciliation by ED pharmacists

significantly reduces medication discrepancies22 and aids in reducing

medication risk, but not all EDs have the advantage of pharmacists in

the department. Our findings suggest that 4Ms conversations can elicit

common concerns regarding medications contributing to medication

harms and thus could be used to flag patients for detailed medication

reconciliation.

Addressing and preventingmemory concerns, depressedmood, and

stress andworrywere identifiedasmentation challenges andconcerns.

Memory concerns are relevant for delirium and dementia screening

and can indicate potential challenges in the recall of discharge infor-

mation. One study showed that approximately one-fifth of older adults

discharged from the ED could not state their diagnosis, and roughly

half did not understand return precautions.23 Communication break-

downs during discharge have the potential to contribute to adverse

outcomes and repeat ED visits such as those suggested in a previous

study where approximately 40% of older adults had repeat ED vis-

its in 90 days, 30% were hospitalized, and 4% died.23 Additionally, we

found that many older adults expressed emotional stress and depres-

sive symptoms, which can negatively impact cognition.24 Conversely,

others endorsed potential protective factors such as positive outlook

and coping mechanisms such as relaxing. It is important to identify

older adults with depressive symptoms as depression is a risk factor

for cognitive decline,25 impacts quality of life, and can contribute to

isolation. Although the ED is often not the ideal setting for treating

mood symptoms, patients with depression often present to the ED for

help. 4Ms conversations can identify older adults with concerns about

depression and stress,which canbeused to connect them to the appro-

priate resources. Additionally, 4Ms conversations can reveal problems

with memory that may be useful in ensuring the delivery of key clinical

information and promoting cognitive screening in the ED.

We identified physical activity and independence as mobility chal-

lenges and concerns. Functional decline is often a reason older adults

seek care in the ED. One study found that of older adults in the ED

reporting adecline in activities of daily living, roughly45%endorse that

the functional decline contributed to their ED visit.26 This is reflected

in our results in thatmanypatients expressedbeing limitedbydeclining

functional mobility in a way that interfered with doing what mattered.

Additionally, some patients hoped to gain means of improving their

functional status and to learn how to better care for themselves from

their ED visit. Similar themes of patients’ desired outcomes, includ-

ing maintaining self-care and independence, gaining reassurance, and

returning to the home environment, were reported in another 4Ms

ED study.11 Whereas this prior study identified outcomes desired by

older adults, our study identified common concerns and challenges

to achieving these outcomes from a patient perspective. By pairing

patient concerns and desired outcomes using the 4Ms, it could be

possible to identify patients at risk of declining functional status who

would benefit from a focus on functional recovery in the ED and after

discharge.

This study provides insights into patient factors that matter dur-

ing AFHS implementation and how best to incorporate the 4Ms into

the ED environment. This includes how we can use the goals of care

and challenges identified in this study to inform care. There are some
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elements that intersect or connect across the 4Ms. For example, prior-

ities of being with family and staying home potentially shape concerns

about independence and memory loss, which could motivate a desire

to stay active or increase stress and worry. The interplay between the

4Ms, such as medication being a culprit of delirium, an important com-

ponent of mentation, could imply that EDs may need to be prepared

for more comprehensive care for older adults. Future research could

examine how these elements are linked across the 4Ms to deepen the

understanding and utility of the framework. It is also important to con-

sider challenges present when what matters to an older person is not

consistent with their functional ability or health.We think that the col-

lection of qualitative information about 4Ms from older ED patients

can help to enhance the care of older adults in the ED. Thismaybe done

to understand their needs on entering the ED, or plan their disposition

based on their needs. A streamlined process to identify patient needs

related to the 4Ms and assessment of its impact needs evaluation.

In summary, our study identified what matters to older adults pre-

senting to the ED and challenges or concerns related to medication,

mobility, and mentation. Data show that using the 4Ms helps eluci-

date patient priorities and concerns, and incorporation of priorities

and concerns into care has the potential to improve patient and care

outcomes. Furthermore, by understanding patients more deeply, ED

staff and administration can begin to respond appropriately in more

systematic ways. For example, EDs can respond to concerns about

memory loss by promoting brain health and early cognitive screen-

ing at discharge. The AFHS 4Ms framework can bring focus to areas

where the ED can improve (e.g., medication education) and opportu-

nities for health promotion (e.g., suggestions for screenings, advance

directives, referrals, community resources, etc). The 4Ms framework

has the potential to alter the care of older adults presenting to the

ED to align with their values and improve outcomes while also guid-

ing systematic improvements at the care provider and health system

levels.
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