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Abstract

Background: The Age-Friendly Health Systems (AFHS) aims to improve the

experience of care for adults aged 65 years and older through the 4Ms frame-

work, an evidence-based approach to care planning that emphasizes what mat-

ters most to the older person, mentation, mobility, and medication. The aim of

this study was to examine clinicians' attitudes, knowledge, and practices con-

cerning AFHS and the 4Ms.

Methods: We surveyed U.S.-based health care providers randomly identified

from the Medscape database. The sample was weighted based on sex, U.S. Census

region, and ethnic diversity of health occupations. We examined the differences

between cohorts using proportions tests and logistic regression models.

Results: More than 90% of clinicians (n = 1684) agreed that “older patients

require a different approach to care than younger patients.” Fifty percent of cli-
nicians “always” take the age of their patient into consideration when deter-

mining care. A majority of clinicians said they discuss each of the 4Ms with

older patients and/or their family caregivers. Screening for depression and

review of high-risk medication use are among the leading types of age-friendly

care that clinicians provide to older patients. A minority of clinicians are ask-

ing older adults about and aligning the care plan with What Matters.

Conclusions: A majority of clinicians acknowledged the benefits of providing care

via AFHS but reported limited knowledge of the specificities of the 4Ms framework

and are not necessarily taking the age of their patients into consideration when

determining the best form of care. Health care settings that have implemented the

4Ms framework appear to be doing so in an incomplete way. Our study reinforces

the case for training primary care providers on how to adopt the evidence-based

4Ms framework in clinical practice effectively and consistently.
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INTRODUCTION

Older adults are major consumers of health care and
experience high levels of contact with health systems.
Adults aged 65 and older (described throughout as
older patients) represent approximately 45% of the top
10% of health care users in terms of expenditures.1 In
2019, 95.8% of older adults had a least one physician
visit for any reason compared with an average of 82%
for younger age groups.2 Older adults also average
three visits per year to primary care offices.3 Many
older people remain productive, creative, and engaged
in their later years, challenging the prevailing view of
aging as a period of decline and disease. Nonetheless,
approximately 80% of adults over the age of 65 have at
least one chronic condition such as hypertension
(58%), ischemic heart disease (29%), and diabetes
(28%). Approximately 75% have two or more chronic
conditions.4–6 Older adults also experience higher
prevalence of Alzheimer's disease and related demen-
tias. Such conditions can limit the ability of older
adults to perform daily activities, reduce their inde-
pendence, increase financial and care requirements,
and increase the prevalence of hospitalizations.7 How-
ever, older adults, especially older Black adults, are
vulnerable to variability in health care delivery and
often experience negative attitudes and age-related
discrimination from health care providers and health
systems.8,9 The fragmented system of health care in
the United States contributes to unreliable care for
older adults, including overutilization (e.g., diagnostic
tests) and underutilization (e.g., preventive health) of
services, which have the potential to cause personal
and financial harm.1

The John A. Hartford Foundation, Institute for
Healthcare Improvement (IHI), American Hospital Asso-
ciation (AHA), and the Catholic Health Association have
created a fresh approach to providing safe and effective
care for older adults. The Age-Friendly Health Systems
(AFHS) movement builds on existing models of geriatric
care and articulates with a wider ecosystem of age-
friendly public health, policies, cities, and states.10,11 The
goal of the AFHS initiative is to improve the experience
of care for older adults, reduce health care-related harm,
improve satisfaction with care, reduce costs, and optimize
value for patients, families, caregivers, health care pro-
viders, and health systems.12,13 The AFHS initiative
engendered the 4Ms framework to achieve these goals.
This framework for implementing age-friendly care
focuses on knowing and acting on What Matters most to
the older person as well as addressing key care concepts
related to Mentation, Medication, and Mobility.13

Evidence for the 4Ms framework

What Matters

Asking about What Matters through a values assessment
and incorporating those values into individualized care
plans is an anchoring practice for the 4Ms frame-
work.14,15 This vital step ensures shared decision-making
and collaborative goal setting, which improves physical
and psychological health outcomes and health status
indicators (e.g., hypertension and diabetes management,
better medication adherence).16–18

Mentation

Mentation is an important element of the 4Ms frame-
work to ensure screening and management of depres-
sion, dementia, delirium, and cognitive impairment.
Depression causes considerable distress among older
adults but is often unrecognized or undertreated.
Screening rates for depression in primary care remain
low for older adults.19 Delirium is associated with
increased length of in-patient hospital stay, higher
likelihood of nursing home placement, incidence of
falls, pressure injuries and incontinence, and decreas-
ing cognitive and physical functioning.20 Dementia is
also a significant community health problem. More
than 10% of older adults have dementia and almost
one third of adults over 85 years have dementia. Sev-
eral validated tools can be used as part of a 4Ms
approach to screening for the mental health issues to
support early implementation of care strategies that
preserve function and reduce the need for pharmacol-
ogy and restraints.21,22

Key points

• The evidence-based 4Ms framework empha-
sizes what matters, mentation, mobility, and
medication.

• Clinicians are not consistently applying 4Ms
framework when determining care for older
adults.

Why does this paper matter?

Personalized, age-friendly care based on the 4Ms
framework can improve clinical outcomes.
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Medication

Medication practices in the 4Ms framework ensure safe
dosing, deprescribing or avoidance of high-risk medica-
tions, which have a direct bearing on What Matters,
Mentation, and Mobility. At least 90% of older adults who
are Medicare beneficiaries take at least one prescription
medication and 40% take at least five prescription medica-
tions.23,24 Polypharmacy and overprescribing are highly
prevalent practices in the care of older adults that increase
the risk for drug–drug interactions, reduce physical func-
tioning and the ability to perform daily activities, and
impact clinical outcomes.23 The 4Ms framework provides a
strategy to review and document high-risk medication use,
deprescribe high-risk medication, ensure appropriate pre-
scribing when such medication is necessary, and limit poly-
pharmacy. The American Geriatric Society Beers Criteria
for Potentially Inappropriate Medication Use in Older
Adults and the STOPP/START (Screening Tool of Older
Persons' Prescriptions/Screening Tool to Alert to Right
Treatment) criteria provide evidence-based protocols for
screening and evaluating medication prescribing that are
consistent with the 4Ms framework.25,26

Mobility

Mobility encourages approaches that assist older adults
in moving safely and regularly to maintain functional
ability. The 4Ms framework can help to identify mobility
limitations and support early, frequent, and safe activities
that improve mobility.14 Screening tools for mobility that
are age-friendly can be used to assess impairments that
reduce mobility; evaluate environments to ensure mobil-
ity safety; and set individualized goals for daily mobility.
A 4Ms approach to mobility can preserve function and
reduce falls, pressure injury risk, functional decline, and
risk for respiratory complications.27,28

Study aims

These four essential elements are buttressed by a robust evi-
dence base and designed to be implemented as a set of inte-
grated, interprofessional practices that guide health care
interactions with older adults and drive quality and safety in
care planning.29 Although the AFHS initiative is being dis-
seminated across multiple hospitals, ambulatory practices,
convenience care clinics, long-term care/nursing home set-
tings, specialist care settings, and cancer care,23–34 there is lit-
tle research on clinician and patient interactions regarding
the 4Ms framework in primary care. The aim of this study
was to describe how clinicians approach patient populations

older than 65 years; explore primary care clinician percep-
tions of older patients; and assess clinician attitudes, knowl-
edge, and practices concerning AFHS and the 4Ms.

METHODS

Survey methodology

We surveyed primary care clinicians practicing in the
United States from early October to late December in 2020.
Clinicians were randomly identified via Medscape, an active
database with over 1.5 million clinician members that
includes 61% of primary care American Medical Association
physicians and provided a strong sampling frame for this
study. We invited primary care clinicians via email to partici-
pate in a 7–8 min online survey. Respondents were required
to be family medicine or internal medicine specialists, see
25 or more patients ages 65 or older in an average month,
and self-identify as Hispanic origin, White, Asian, or Black.
The response rate was 0.9%.35 Qualified survey completers
received an Amazon gift card. Standard quality control mea-
sures included checking for clear question wording, proper
question ordering, and the use of appropriate scales and
response categories. During the field period, the surveys were
checked to ensure that respondents were answering all ques-
tions logically and that skip pattern programming functioned
as expected. Respondents who completed the surveys in less
than 25% of the median survey completion time were
removed from the final data analysis. The sample was
weighted to match the sex, U.S. Census region, and race and
ethnicity proportions of corresponding health occupations
(2011–2015).36 Respondents of Hispanic origin were counted
once to address overlap between Hispanic origin with other
race/ethnicity categories.

We applied statistical modeling techniques to examine
the differences between cohorts (e.g., specialty) whereas
adjusting for the effects of the following covariates: race/
ethnicity, age, sex, region, practice location setting, work
situation, practice setting, and level of operational manage-
ment responsibility. The multivariate logistic regression
models were fitted to the binary responses, and General
Linear Models were fitted to quantitative responses. The
statistical differences at the 95% confidence level were
noted with uppercase letters in the tables.

RESULTS

Demographics

Participants included 1684 primary care clinicians, specif-
ically physicians (n = 575), nurse practitioners (NPs)

CLINICIANS KNOWLEDGE OF THE 4Ms AND AFHS 791



TABLE 1 Clinician perceptions and characteristics of overall patient and age-friendly care

Physicians (A) NPs (B) PAs (C)

Perceptions of patients by clinicians

Base: total respondents 575 613 496

Older patients require a different approach to care than younger patients

Strongly/somewhat agree (NET) 93% 96% 97%

Neither agree nor disagree 5% B,C 2% A 2% A

Somewhat/strongly disagree (NET) 2% 1% 1%

There is not enough attention given to the health care needs of older patients today

Strongly/somewhat agree (NET) 61% B,C 78% A 72% A

Neither agree nor disagree 20% B,C 10% A,C 15% A,B

Somewhat/strongly disagree (NET) 19% B,C 12% A 13% A

It is up to the patient to tell me what their needs are

Strongly/somewhat agree (NET) 43% 37% 38%

Neither agree nor disagree 22% 19% 23%

Somewhat/strongly disagree (NET) 35% B 44% A 40%

Patients are not always treated fairly because of their socioeconomic background or racial/ethnic identity

Strongly/somewhat agree (NET) 68% 63% 71%

Neither agree nor disagree 12% 16% 12%

Somewhat/strongly disagree (NET) 19% 21% 16%

Older patients are more proactive than younger patients in managing their own health care

Strongly/somewhat agree (NET) 42% 37% 41%

Neither agree nor disagree 34% 31% 28%

Somewhat/strongly disagree (NET) 23% B,C 32% A 31% A

Types of age-friendly care provided by clinicians

Base: total respondents 575 613 496

Review for high-risk medication use 84% 91% 85%

Screen for depression 84% 90% 86%

Screen for cognitive impairment 79% 85% 81%

Deprescribe and dose-adjust high-risk medications
and avoid their use whenever possible

78% 80% 83%

Screen for mobility limitations 73% 82% 76%

If depression screen is positive, identify and
manage factors contributing to depression and
initiate, or refer out for treatment

70% 77% 74%

If cognitive impairment screen is positive, refer for
further evaluation and manage manifestations of
cognitive impairment

60% B 70% A 67%

Ensure early, frequent, and safe mobility 56% 61% 56%

Ask the older adult What Matters 36% 42% 40%

Align the care plan with What Matters 29% 32% 31%

Other 2% 2% 2%

None of the above 2% B,C 1% A 1% A

Note: An uppercase letter next to a data point indicates a significant difference at the 95% confidence level between the subsegments that are being compared
(e.g., A next to the number indicates that it is different from Physicians, B that is different from NPs, and C that it is different from PAs).
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FIGURE 1 Attitudes and behaviors around the 4Ms and Age-Friendly Health Systems. Prevalence of taking patient's age into consideration

when determining care (A); familiarity with the Age-Friendly Health System 4Ms framework (B); and clinician current use of the Age-Friendly

Health Systems approach (C). The differences between the specialties were analyzed using logistic regression models adjusting for demographics

and other covariates as described in Methods. The brackets and asterisk (*) indicate statistically significant differences at the 95% confidence level
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(n = 613), and physician assistants (PAs) (n = 496). On
average, clinicians reported treating at least 236 patients per
month in person or virtually. The majority of older patients
seen per month was aged 65 to 74 years. Just over half of the
total patients for physicians and NPs were 65 years or older,
and slightly less than half for PAs. NPs (40%) and PAs (37%)
reported more total patients on Medicaid than physicians
(27%) and NPs (38%) reported more older patients on Medic-
aid than physicians (29%). The majority of patients aged
65 or older were White and approximately 20% were Black.
NPs saw a higher proportion of Black patients (24%) than
physicians (20%) and PAs saw more patients of Hispanic,
Latino/a, or Spanish origin (22%) than physicians and NPs
(both 18%). Clinicians in urban settings reported a higher
number of Black (31%) and Hispanic (29%) patients than cli-
nicians in rural/frontier settings. Clinicians in suburban and
rural settings reported a higher number of White patients
than clinicians in urban settings. Tables S1 and S2 summa-
rize the demographic characteristics of the patients by clini-
cians' specialty and primary practice location.

Perceptions of patients

The majority of clinicians “strongly” or “somewhat agree”
that “older patients require a different approach to care than
younger patients”; “there is not enough attention given to the
health care needs of older patients today”; and “patients are
not always treated fairly because of their socioeconomic back-
ground or racial/ethnic identity.” NPs and PAs were more
likely to “strongly” or “somewhat agree” that “there is not
enough attention given to the health care needs of older
patients today” than are physicians. Forty-three percent of

physicians tended to “strongly” or “somewhat agree” that “it
is up to the patient to tell me what their needs are,” whereas
a similar proportion of NPs and PAs “somewhat” or “strongly
disagree.” About 40% of clinicians “strongly” or “somewhat
agree” that “older patients are more proactive than younger
patients in managing their own health care” (Table 1). Non-
Hispanic Black physicians (58%) weremore likely to “strongly
agree” that “patients are not always treated fairly because of
their socioeconomic background or racial/ethnic identity”
compared to Non-Hispanic White physicians (26%).

Familiarity with the AFHS concept and
4Ms framework

Fifty percent of clinicians “always” take the age of their
patient into consideration when determining care. More NPs
(69%) “always” consider age compared with physicians and
PAs (50% and 55%, respectively, with a significantly larger
effect size for NPs, Figure 1A). Physicians and PAs reported
less familiarity with the concept of AFHS than NPs. About
40% of physicians and PAs are “slightly” or “not at all famil-
iar” with the concept of AFHS compared to NPs (32%). At
least three-quarters of clinicians are “slightly” or “not at all
familiar” with the 4Ms framework (Figure 1B).

Clinicians with “a lot” of operational management
responsibility are more likely to be “extremely” or “mod-
erately familiar” with the 4Ms framework than are clini-
cians who have no such responsibility (Table 2).
Approximately 60% of clinicians are either not currently
using the AFHS approach in their health care setting
(40%) or are unaware whether their health care setting is
currently using this approach (Figure 1C).

TABLE 2 Familiarity with the AFHS 4Ms framework by clinician level of operational management responsibility

A lot (A) Some (B) Not that much (C) None at all (D)

Base: total physician respondents 144 203 160 68

Extremely/moderately familiar (NET) 14% D 12% 9% 4% A

Somewhat familiar 17% C 18% C,D 8% A,B 7% B

Slightly familiar/not at all familiar (NET) 69% 70% 83% 88%

Base: total NP respondents 106 191 189 127

Extremely/moderately familiar (NET) 26% B,C,D 14% A,D 10% A 6% A,B

Somewhat familiar 17% C,D 15% 8% A 8% A

Slightly familiar/not at all familiar (NET) 57% C,D 71% 82% A 87% A

Base: total PA respondents 58 163 172 103

Extremely/moderately familiar (NET) 31% B,C,D 12% A,C,D 3% A,B 3% A,B

Somewhat familiar 16% D 13% D 7% 3% A,B

Slightly familiar/not at all familiar (NET) 53% C,D 75% 90% A 94% A

Note: An uppercase letter next to a data point indicates a significant difference at the 95% confidence level between the subsegments that are being compared

(e.g., A next to the number indicates that it is different from “A lot,” B that is different from ”Some,” etc.).
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Types of age-friendly care provided by
clinicians

Screening for depression and review of high-risk medi-
cation use are among the leading types of age-friendly

care that clinicians provide to older patients. A minor-
ity of clinicians are asking older adults about and
aligning the care plan with What Matters. More NPs
than physicians (70% vs. 60%) are referring patients for
further evaluation and managing signs of cognitive

Mobility

Mentation

Medication

What Matters

Physicians
NPs
PAs

(A)

*

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

0% 20% 40% 60% 80% 100%

I don’t think there are any benefits 

Other

Patient/caregiver education about the 4Ms
(e.g., to help prevent issues related to

medication or mobility)

Greater satisfaction of patients with the care
they receive

Understanding what matters to provide better
care to patients

Better communication between
patients/caregivers and clinicians

Better planning between patients/caregivers
and clinicians (e.g., transition in care settings or

changes to medication)

Improved health outcomes for the patient

Physicians
NPs
PAs

(B)

*

*

FIGURE 2 Perceptions and benefits of the 4Ms approach 4Ms most challenging in practice by clinicians (A), benefits of discussing the

4Ms (B). The differences between the specialties were analyzed using logistic regression models adjusting for demographics and other

covariates as described in Methods. The brackets and asterisk (*) indicate statistically significant differences at the 95% confidence level
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impairment if the cognitive impairment screen is posi-
tive (Table 1).

Clinicians with “a lot” of operational management
responsibility say their health care settings are more often
asking the older adult What Matters than peers who have
no operational responsibility (Physicians = 48% vs. 15%;

NPs = 59% vs. 30%). Clinicians with “a lot” of opera-
tional management responsibility are more often
aligning the care plan with What Matters compared to
their counterparts with no operational responsibility
(Physicians = 38% vs. 15%; NPs = 55% vs. 23%;
PAs = 50 vs. 24%) (Table 2).

I do not need any tools or resources to
help adopt the age-friendly health
systems approach within my health…

Other (please specify)

Clinical staff who specialize in the care of
older patients

EHR or other documentation system

An outlined care approach model
tailored to my specific health care setting

Resources to educate non-clinical staff
about the 4Ms as it relates to their role

Training on how to effectively implement
the 4Ms in my health care setting

Physicians
NPs
PAs

(B)

*

0% 20% 40% 60% 80% 100%

0% 20% 40% 60% 80% 100%

I don’t think there are any barriers

Other

Getting patients to understand the
importance around the 4Ms

My team and I do not have time to address
the 4Ms

My team is not familiar with the 4Ms

Patients don’t follow through with treatment 
regimen

Patients don’t have the proper support 
system to manage the 4Ms at home

I am not familiar with the 4Ms

Physicians
NPs
PAs

(A)

*

*

*

*

FIGURE 3 Barriers of the 4Ms and tools needed to adopt the AFHS approach. Barriers to ensuring successful 4Ms care by clinicians

(A), and tools or resources needed to adopt the Age-Friendly Health Systems approach (B). The differences between the specialties were

analyzed using logistic regression models adjusting for demographics and other covariates as described in Methods. The brackets and

asterisk (*) indicate statistically significant differences at the 95% confidence level
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4Ms most challenging in practice

Mentation was the most challenging 4M element to
address with older patients for physicians and PAs. NPs
found Medication the most challenging. Physicians in
hospitals found Medication the most challenging 4M
compared with physicians in office settings (38% vs. 25%).
All clinicians identified Mobility as the least challenging
of the 4Ms to address (Figure 2A).

Discussing the 4Ms with patients and
caregivers

A majority of clinicians said they discuss each of the 4Ms
with older patients and/or their family caregivers. Clini-
cians tend to discuss What Matters, Medication, and Mobil-
ity more often with patients than with caregivers. NPs were
more likely to discuss What Matters with caregivers of older
patients than were PAs. Improved health outcomes, better
planning between patients/caregivers and clinicians, and
better communication between patients/caregivers and cli-
nicians were the top reported benefits of having discussions
about the 4Ms with older patients and their caregivers. NPs
were more likely to cite “understanding what matters to
provide better care” and “greater satisfaction of patients
with the care they receive” as benefits to having these dis-
cussions compared to physicians (Figure 2B).

Barriers and facilitators to adopt the AFHS
approach and ensure successful 4Ms care

More NPs than PAs reported their team's unfamiliarity
with the 4Ms as a barrier to care. More physicians
reported lack of time as a barrier for them and their team
to address the 4Ms compared to NPs (Figure 3A). Clini-
cians identified training on effective implementation of
the 4Ms in their health care setting, resources to educate
nonclinical staff about the 4Ms as it relates to their role,
and an outlined care approach model tailored to their
specific health care setting as the leading tools or
resources they need to adopt an age-friendly health sys-
tem approach (Figure 3B).

DISCUSSION

Familiarity with and appreciation for an
age-friendly approach to care is increasing

Clinicians in this study care for a high volume of older
patients with at least half of their patients aged 65 years

or older. Physician office visit and services have become
increasingly concentrated among older adults, who com-
prise 45% of physician visits in primary care and 55% in
medical or surgical specialties.37 Given this volume, it is
heartening to see that a majority (>90%) of clinicians in
the study recognize that older patients require a different
approach to care than younger patients. Most clinicians
(60% of physicians and PAs; approximately 70% of NPs)
were familiar with the general concept of AFHS, espe-
cially clinicians with greater operational management
responsibility. Most clinicians acknowledged the benefits
of providing care via the 4Ms framework, such as
improved health outcomes, better planning between
patients/caregivers and clinicians, and better communi-
cation between patients/caregivers and clinicians. These
findings are important because negative attitudes toward
older adults in health care have long been persistent
across professional disciplines and care settings.38 Indeed,
a recent longitudinal analysis of data from the Health
and Retirement Study reported that one in five adults
over the age of 50 experience age-related discrimination
in health care.39

Gaps remain in familiarity with and
implementation of the 4Ms framework

Recognition of the importance of an age-friendly
approach to care and familiarity with AFHS as a broad
concept are tempered by lack of clinician awareness
about whether their health care setting is using an age-
friendly approach to care, limited knowledge of the speci-
ficities of the 4Ms framework, and gaps in practice. To
our knowledge, no other study has examined differences
in clinicians' behavior related to 4Ms, although nurses
have been at the forefront of developing geriatric care
models.22 Clinicians are not taking the age of their
patients into consideration when determining the best
form of care. NPs fared somewhat better in this respect.
Approximately half of physicians and PAs consider age
as part of their routine practice versus 69% of NPs.
Although most clinicians were unfamiliar with the 4Ms
framework, clinicians are initiating conversations about
age-friendly care, engaging caregivers in these discus-
sions, and providing specific types of age-friendly care
that align with a focus on Mentation, Medication, and
Mobility, such as screening for depression and reviewing
for high-risk medication use. NPs were statistically more
likely than physicians to emphasize the importance of
understanding what matters to patients as a foundation
for providing better care and increasing patient satisfac-
tion with the care they receive (odds ratio = 1.42,
p-value = 0.0465). This significant difference in awareness
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of the 4Ms framework might reflect ongoing efforts to
empower nurses to deliver geriatric care using the 4Ms
framework. For instance, programs such as the Nurses
Improving Care for Healthsystem Elders (NICHE) initiative
have been designed to educate the nursing workforce about
how to assess older patients and implement personalized
plans of care using the 4Ms framework.27 Nonetheless,
only a minority say their health care setting is asking the
older adult What Matters and aligning the care plan
accordingly.

Barriers to implementing the 4Ms
framework

Although the majority of clinicians (75%–80%) did not
rate What Matters as the most challenging 4M to imple-
ment, 30%–40% of clinicians are not asking older patients
What Matters nor are they aligning care plans with What
Matters in their current practice. Other barriers to
implementing the 4Ms as a framework for providing reli-
able, evidence-based, age-friendly care include lack of
familiarity with this approach, lack of a support system
for patients to manage the 4Ms at home, and lack of
patient follow-through with treatment. Initiatives within
specific health systems have shown that integrating the
4M framework is both feasible and improves clinical out-
comes. For instance, a quality improvement initiative in
MedStar's Center for Successful Aging ambulatory clini-
cal pathway resulted in an upward trend in patients
receiving 4Ms care during their new patient visits.40 Pro-
viders were enthusiastic about the incorporation of the
4Ms framework in the high-risk rounds discussion and
clinical outcomes improved for high-risk medications
and deprescribing.40 The Geriatrics Workforce Enhance-
ment Program funded by the Health Resources and Ser-
vices Administration now requires a 4Ms approach at all
of its training sites, which will help increase implementa-
tion. A special theme issue of the journal HSR is
soliciting health services research articles on the impact
of age-friendly care.41,42

Limitations

The Medscape sample might not be demographically rep-
resentative of actual clinician populations. To balance the
survey population for each subgroup (MD, NP, PA), we
developed weights to match each subgroup on sex,
U.S. Census region, and race proportions to data from the
U.S. Department of Health and Human Services.36 We
oversampled and weighted underrepresented groups to
minimize potential variability of results due to sampling

errors. The survey had a low response rate and may have
other limitations typical to the online studies, such as
honesty in responses and lack of depth. The quality con-
trol measures were taken as described in the Methods to
ensure reliability of the results.

CONCLUSION

The American population is experiencing an age-related
demographic shift. By 2034, adults over the age of
65 years will outnumber children for the first time in
U.S. history.43 The number of people aged over 65 years
in the United States is expected to double by 2060 to
95 million, comprising 25% of the population.6,43 At the
same time, the United States is becoming more racially
and ethnically heterogeneous. By 2030, the non-Hispanic
white population will be the numerical minority popula-
tion whereas racial and ethnic minority populations are
projected to increase from 23% to 34%.6,43 Health care
delivery will have to change to meet the needs of this
demographic shift. For instance, digital health technolo-
gies such as voice- and sensor-based applications that
detect changes in neurological status or falls, as well as
socially assistive robots that help with physical tasks, will
likely augment health care delivery for aging adults with
multimorbidity and complex health needs.44 These demo-
graphic and technology changes underscore the need for
health care providers to be skilled in assessing older
adults about their needs, values, and preferences as a
foundation for an age-friendly approach to managing
chronic conditions, care coordination, and medication
adherence. However, at present, the education of health
care providers across the continuum from undergraduate
to continuing professional development lacks a uniform
focus on reliable content related to What Matters, Medi-
cation, Mentation, and Mobility.27 Our approach is to
provide the 4Ms framework as an elegant model that will
support health care providers in developing a consistent
approach to assessment in these areas utilizing the com-
prehensive list of available resources and the opportunity
to join action communities led by the IHI and the
AHA.29,45

Our study highlights persistent knowledge and skill
gaps among primary care providers and reinforces the
case for training clinicians on how to adopt this core set
of evidence-based care practices effectively and consis-
tently in their health care settings. Clinician awareness
and implementation of 4Ms is vital to the expansion of
equitable, person-centered, high-quality health care for
older adults. When personalized, age-friendly care based
on the 4Ms framework is integrated into older adult care,
clinical outcomes improve. The time is ripe to move the
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needle from incorporating some of the 4Ms, some of the
time, to all the 4Ms all of the time.
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