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Recognizing the growing need for geriatric expert health
care, a collaborative of the John A. Hartford Foundation,
Institute for Healthcare Improvement (IHI), American Hospital
Association, and Catholic Health Association of the United
States established the Age-Friendly Health System (AFHS)
initiative to increase quality, effective person-centered
healthcare for older adults (1-3). Age friendly care follows
evidence-based practices, causes no harm and focuses on
“what matters” to each older adult, their family and caregivers.
The four core elements — the 4Ms framework — provide an
evidence-based framework for age-friendly care (Table 1).
The 4Ms include “what matters”, “mobility”, “mentation”,
and “medications”. The 4Ms are not meant to be implemented
individually but rather incorporated together to provide age-
friendly care (4).

Table 1
The 4Ms Framework of Age Friendly Health Systems

4M Category Description

“what matters”  Knowing and acting on what health outcomes and care

preference goals matter most now, and at the end of life.

“medications” Implementing medication reconciliation and
de-prescribing medications to be age-friendly.

“mobility” Creating an individual mobility plan and an environment
that enables mobility.

“mentation” Supporting cognitive functioning, maximizing

independence and dignity, identifying and treating
dementia, delirium and depression.

The AFHS movement initially focused on in-patient and
acute care, with the goal of spreading the model to 20% of
U.S. hospitals and health systems by 2020. In 2019, the model
was adapted for ambulatory care settings and the federal
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government’s Health Resources and Services Administration
(HRSA) Geriatric workforce Development Program (GWEP)
included “transforming clinical training environments into
integrated geriatrics and primary care systems to become age-
friendly health systems” as a primary objective (5). Current
GWEPs are encouraged to collaborate with their primary care
partners, including nursing homes, to become age friendly.

It would appear that the nature of nursing home care would
make it inherently age-friendly. For example, the Centers
for Medicare & Medicaid Services (CMS) regulatory and
quality measures include data elements associated with the
4Ms. However, there is still much to be done to ensure that
nursing home care is indeed person-centered and more than
simply meeting quality measures at the facility level. True age-
friendly care requires that interventions for each of the 4Ms are
incorporated into each resident’s care plan and that staff, the
resident and their family are in agreement that the plan is in
alignment with “what matters” most to the resident. Further, it
is imperative that as the care plan is evaluated and updated and
the resident’s status changes to ensure that “what matters” most
to the resident is honored through the end of life.

In the following sections, we discuss each of the 4Ms and
how they can be addressed in nursing homes so that age-
friendly care is woven into the culture of the nursing home and
the care received by residents. An important component is to
assure that meaningful activities that meet resident wishes are
included in their daily activities (6). Meaningful activities are
those that a resident wishes to engage in and enhance resident
“mobility” and “mentation”.

“What Matters”
IHI defines the domain ““what matters”” as “knowing
and aligning care with an older adult’s health outcome goals

and care preferences.” These health outcome goals and care
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preferences are unique to each older adult and include current
health goals and preferences and spans across care settings.
Providing care that matters to older adults corresponds with
person-centered care (7).

This is particularly important in long term care where
conversations about end of life are paramount. Unfortunately,
end of life conversations often only include the completion
of advance directives, rather than a holistic understanding of
what is important to nursing home residents, including current
care preferences. Knowing “what matters” now may serve as a
segue for end-of-life conversations (8). Eliciting “what matters”
to older adults in any care scenario facilitates communication,
establishes trust, and promotes well-being. In the ideal setting
this information is obtained from the resident on admission and
is updated at the quarterly resident care conferences.

Incorporating “what matters” into care delivery ensures
care is person-centered, efficient, and effective and can be
accomplished in multiple ways and at various levels. A nursing
home could weave the 4Ms into mission and vision statements.
A satisfaction survey asking residents and perhaps their
families about “what matters” can be implemented after a new
admission with routine follow up. Quality leaders can integrate
“what matters” into their Quality Assurance and Performance
Improvement (QAPI) monitoring.

An interprofessional care team can use resident care
conferences to initiate and continue discussions that elicit
“what matters” to each resident and develop strength-based
care plans that address what is important to the resident. For
example, it may matter to a resident that they have a weekly
hair appointment. This can be documented and a schedule
can be developed. Families play a key role in “what matters”.
For example, a family member learns that their aunt residing
in a skilled nursing facility loves baseball and thus makes
sure the recreational therapy team knows what teams and
games she may enjoy watching. For example, if enough
residents enjoy baseball, baseball reminiscence programs can
be offered during the baseball season (9). Many nursing home
residents are lonely and this has been exacerbated at the time
of COVID-19. Implementing programs such as a “Circle of
Friends” can greatly improve the outcome for these residents
(9,10). Implementing “what matters” into care delivery is the
opportunity to provide care that aligns with preferences and
supports person-centered care, which potentially results in
better quality of life.

Medications

Older adults living in nursing homes are likely to be
treated for three or more multiple chronic illnesses (10, 11).
In addition, residents in nursing homes by definition have
functional and/or cognitive decline, and often experience
chronic or periodic symptoms that affect quality of life e.g.,
nausea, pain and constipation. To treat these chronic illnesses,
physicians and advanced practice providers prescribe an

average of 8.8 daily medications (12). Symptoms and impacts
of prescriptions may pose additional challenges and result in
more medications. Due to these factors, the AFHS focus on
“medications” is critical to providing high quality care in a
nursing home.

The AFHS paradigm acknowledges that medications are
often necessary but that they must be used in a manner that
does not interfere with the other 4Ms of care. Specifically, high-
risk medications such as those that are highly anticholinergic,
benzodiazepines, opioids, sedatives, and antipsychotics must be
routinely screened for and assessed for risk. Many medications
may not be appropriate for a person receiving palliative care
at the end of life. Many older persons in nursing homes are on
age-inappropriate medicines. All medicines should be checked
against the Beers or STOPP criteria (13, 14). Also, they should
be checked for drug-drug interaction and whether they are
helping the condition they were started for (15).

Clinical and regulatory processes are in place for residents
of nursing homes that address medications. Monthly
pharmacy reviews identify medication interactions, potential
gaps in medication indications, and high-risk medications.
Prescribers receive academic detailing and suggestions for
dose adjustments or alternative treatments as needed. Over the
past several years, there has been increased attention to the
risks associated with psychoactive medications in particular
including benzodiazepines, antidepressants, and antipsychotics.
Nursing staff at facilities have increased routine surveillance for
potential side effects on psychoactive medications. Similarly,
facilities have specific regulations in place that limit the use of
antipsychotic medications.

Embedding medication management within the other 4Ms
is critical to developing the best strategy to care for these
vulnerable older adults. There are well-established risks to
cognition and mobility associated with high-risk medications
(16). Given the burden of multi-morbidity, “what matters”
to the individual and their family regarding treatment goals
must be addressed. Routine care-planning meetings with staff
provides one opportunity to discuss medication management in
light of the plan of care for the individual.

Medication management and optimization will continue
to be a focus in nursing homes because of the high burden of
chronic illness disease and symptom management needs of
many residents. Ongoing education and systematic supports for
the healthcare team will be needed to continue to improve age-
friendly care.

Mobility

Falls pose a major risk to the health and well-being of
older adults living in nursing homes and can result in serious
injury, hospitalization, death, and a reduction in quality of life.
Greater than 50% of nursing homes residents fall each year,
and previous falls, mobility device use, and moderate disability
are known risk factors that increase the likelihood of falls
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(Centers for Disease Control and Prevention (CDC) (17, 18).
Age-friendly nursing homes incorporate the concept of mobility
to ensure each resident moves safely every day to maintain
function.

There is a transactional relationship between “mobility
and the other 4Ms. For example, residents living in nursing
homes who take three or more daily central nervous system
medications are more likely to have a serious fall than those not
taking CNS medications (19). Additionally, there is growing
evidence supporting aerobic exercise to slow cognitive decline
related to mild cognitive impairment and dementia.

In an AFHS nursing home, “mobility” is explored by an
interdisciplinary team (IDT), with a holistic perspective that
addresses all of the 4Ms. Consider a resident with middle stage
dementia who is refusing to participate in a restorative nursing
program for ambulation and exercise and becomes fearful
and aggressive during transfers. In response to the resident’s
neuropsychiatric behaviors, psychotropic medications are used
as needed and the use of a transfer lift is being considered due
to safety concerns. Members of the IDT meet for a clinical
review of the resident’s mobility and factors related to the other
4Ms. The team finds that when the resident is provided with
extra processing time, simplified communication strategies,
and multisensory cues, the resident is able to follow simple
one-step directions and transfer safely without the use of the
lift. The team works with the resident to identify enhancements
to existing exercise programs that the resident finds enjoyable,
e.g., dancing or bingo. Such person-centered care fits within
the 4Ms framework for “what matters” by adapting exercise
programs addressing “mobility” to fit with resident preferences
(20), taking into account that preferences are often influenced
by both ethnic and gender differences (21).

Fall prevention programs and fall committees in nursing
homes work to prevent falls and restorative nurse aides often
carry out functional maintenance plans designed to maintain
functional mobility. It is important to recognize that up to
a third of falls in nursing homes may be syncopal or pre-
syncopal. The F3ALLS approach allows falls management
to be patient centered (22). Using the AFHS framework, the
interdisciplinary team in the nursing homes will address all of
the 4Ms using a holistic approach as they consider opportunities
to enhance mobility and prevent falls for residents.

Mentation

IHI defines Mentation as the prevention, identification and
treatment of dementia, depression and delirium across settings
of care. Mentation is of particular import as the prevalence
of these conditions is substantial in nursing homes. In 2016,
forty-eight percent of individuals living in a nursing home had
a diagnosis of dementia (23). Dementia is the greatest risk
factor for the development of delirium during hospitalization,
and a recent study indicated that 16% of patients discharged to
SNFs have unresolved delirium (24, 25). Additionally, over the

past decade, the proportion of newly admitted nursing home
residents admitted with mental illness other than dementia, has
overtaken the proportion of those admitted with dementia only
(26).

The interdisciplinary team in nursing homes conduct a
variety of comprehensive assessments of cognition, that are
useful, not only for identifying dementia related symptoms, but
more importantly, for identifying preserved cognitive abilities
that can be supported through modification of the environment,
task adaptations and the use of communication and cueing
strategies that facilitate engagement and participation. Through
comprehensive interprofessional assessments the IDT identifies
ways to adapt meaningful activities and routines based on the
resident’s level of cognition. Understanding an individual’s
specific cognitive challenges and remaining abilities is essential
to supporting person-centered care and “what matters” to each
individual. With an age-friendly approach to “mentation”,
the IDT communicates findings on assessments and acts on
findings in a coordinated way through the care plan process.

An important component of mentation is to identify
potentially treatable causes of cognitive impairment such as
depression, hearing impairment, and vitamin B12 deficiency
(27). Nursing homes should include as many elements of the
Mediterranean or MIND diets as are acceptable to residents.
Exercise, computer games, socialization, metformin in persons
with diabetes, and management of cardiovascular risk factors
also appear to slow progression of cognitive impairment.
Cognitive stimulation therapy has been successful in improving
cognition in those with mild to moderate dementia (28, 29). It
also decreases depression and improves quality of life.

An important element of age-friendly care is that it occurs
across settings. At times nursing homes serve as a transitional
setting between acute settings and home- and community-
based settings. In addition to addressing the “mentation” needs
of older adults while they are residents of the nursing home,
the IDT also plays an important role in preparing the older
adult to have successful care transitions within the continuum
of care. Older adults who receive care in nursing homes are
often well known to the healthcare professionals and staff
who have valuable information that can be shared with other
healthcare providers who may not know the older adult as well.
For example, older adults experiencing dementia or delirium
may not be able to express their needs or tell a new healthcare
provider “what matters” to them in their daily care.

Developing systems of communication within the local
healthcare system and continuum of care to share vital
information about the 4Ms may help to prevent delirium when
residents of nursing homes are hospitalized. As many as 50%
of older adults who are hospitalized experience delirium, and
as many as 30% - 40% of cases of delirium are preventable
through interventions addressed in the 4Ms such as early
mobilization, support for sensory impairments and orientation
to surroundings (30-32).

Residents of nursing homes are also commonly transferred
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back to the community receiving support from home
health providers, family caregivers and community-based
organizations. Communicating with other care providers about
mentation and all of the 4Ms is essential to prepare older adults
for successful discharges and prevent readmission to the facility
or an acute care facility.

Capturing the 4Ms

As described above capturing the essence of the
4Ms in nursing homes is completed through a number of
interdisciplinary assessments conducted by many different
departments and staff. At the core of the care management
process is the Minimum Data Set (MDS). The MDS assessment
focuses on gathering comprehensive and personalized data for
each resident and patient (33). Categories of data collection in
relation to the 4Ms Framework are shown in Table 2.

Table 2
Correlation between the MDS and the 4Ms

4M Category  MDS Item

All Items which inform each of the 4M categories: Diagnoses,
Hearing Speech & Vision, Bladder & Bowel, Health
Conditions, Swallowing/Nutritional Status, Oral/Dental
Status, Skin Conditions, Special Treatments

“what matters” Preferences for Customary Routine & Activities,

Participation in Assessment and Goal Setting

“medication” Medication (This includes incorporating response
to monthly pharmacy reviews and pharmacy
recommendations on significant medication concerns)

“mentation” Cognitive Patterns, Mood, Behavior

“mobility” Functional Status, Functional Abilities and Goals,

Restraints

Once the comprehensive assessment process is completed,
the IDT is guided to complete a more detailed review of
specific areas which were triggered for additional assessment.
The IDT works with the resident and, as appropriate, the
resident’s family to create personalized care plan interventions.
This process is completed upon admission, quarterly and with
significant changes in condition.

While the MDS Assessment does include diagnosis
information, the predominance of assessments focuses on how
the resident health status and disease states impact functional
capabilities. This approach aligns well with the AFHS initiative
and framework. Table 2 illustrates the specific alignment
between the MDS and the 4Ms. The IDT can incorporate
the 4Ms into the nursing home’s existing care management
structured. The integration of the MDS process with the 4Ms
strengthens the team’s ability to provide person-centered care to
each resident.

Conclusion

An important asset of nursing homes is the interprofessional
team that has often known the patient over a prolonged period
of time. Staff often have a “long-view” of the older adult that
is valuable to share with healthcare practitioners up and down
the continuum of care who may be encountering the older
adult for the first time with little to no background information
or life history. Providing high quality age-friendly care to a
nursing home resident requires a high quality interprofessional
team. Nursing homes play a critical role in ensuring that age-
friendly practices are communicated during transitions within
the continuum of care.

At the time of COVID-19, the ability to provide good
age-friendly care has been diminished due to lockdown
and isolation further being disrupted by the pandemic (35).
Many older persons with “long COVID” symptoms need
rehabilitation which includes both attention to “mobility” and
“mentation” (36). It is important that the nursing home team
look for innovative ways to enhance age-friendly care at this
time. To do this, it is essential to have availability of personal
protective equipment and access to diagnostic testing which
gives rapid results.
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