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Our Time Together Today

• Welcome & Introductions

• Julie Trocchio, Catholic Health Association

• Why Age-Friendly Health Systems 

• Overview of Action Community

• Sharing of Data & Learning

• Implementation at Providence St. Joseph Health

• How to Join the Action Community

• Q&A
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Our Team
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Speakers
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Senior Director

Community Benefit and Continuing 

Care, CHA

Angela Fox, Director of Business 

Development and 

Implementation, Providence 

Health & Services



We Invite Your Questions

To submit a question, please type your question 

on the right-hand side of your presentation screen.
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Our Partners
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© The Catholic Health Association of the United States

Catholic Health Care and Age-Friendly 
Health Systems

Julie Trocchio
Catholic Health Association

AHA Webinar  
August 1, 2019



© The Catholic Health Association of the United States

The Catholic Health Association

More than 600 hospitals

 1,600 long-term care and other health facilities in all 50 
states

 Largest group of nonprofit health care providers in the 
nation

 Everyday more than one in seven patients in the U.S. is 
cared for in a Catholic hospital



© The Catholic Health Association of the United States

Statement of Shared Identity 

“Special attention to our neighbors who are poor; 

underserved, and most vulnerable”



© The Catholic Health Association of the United States

Seniors Are Vulnerable

At risk of:

 Too many or wrong medications

 Falling (or bedrest)

 Delirium

 Dementia not being addressed in plan



© The Catholic Health Association of the United States

Catholic Health Association Activity 

 Annual meeting presence

 Catholic Health World

 Health Progress

 Website https://www.chausa.org/eldercare/creating-age-friendly-health-
systems

Age-Friendly Health Systems

https://www.chausa.org/eldercare/creating-age-friendly-health-systems


© The Catholic Health Association of the United States

Health Progress Article



© The Catholic Health Association of the United States

CHA Website: Catholic Health World Article



© The Catholic Health Association of the United States

CHA Website 



Dedicated to Improving the Care of Older Adults

The John A. Hartford Foundation

A private philanthropy based in New York, established by family 

owners of the A&P grocery chain in 1929.

Priority Areas: 

Family

Caregiving

Age-Friendly 

Health Systems

Serious

Illness

&

End of Life
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The Leader in Improving Care of Older Adults

$565,000,000

amount invested in 

Aging and Health 

since 1982

Photo by Julie Turkewitz

• Building the field of aging experts

• Testing & replicating innovation
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AHA’s Center for Health Innovation
Advancing Health in America

The Path Forward





Why Age-Friendly Health Systems?

• Demography

• Complexity

• Disproportionate harm
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What is Our Goal?
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Build a social movement so all care with older 

adults is age-friendly care:

• Guided by an essential set of evidence-based practices 

(4Ms);

• Causes no harms; and 

• Is consistent with What Matters to the older adult and their 

family.

Our first aim is to reach 20%: 1000 hospitals & 1000 

primary care practices by December 31, 2020



Evidence-base
• What Matters:

– Asking what matters and developing an integrated systems to address it lowers inpatient 
utilization (54% dec), ICU stays (80% dec), while increasing hospice use (47.2%) and pt
satisfaction (AHRQ 2013)

• Medications:
– Older adults suffering an adverse drug event have higher rates of morbidity, hospital 

admission and costs (Field 2005)

– 1500 hospitals in HEN 2.0 reduced 15,611 adverse drug events saving $78m across 34 states 
(HRET 2017)

• Mentation: 
– Depression in ambulatory care doubles cost of care across the board (Unutzer 2009)

– 16:1 ROI on delirium detection and treatment programs (Rubin 2013)

• Mobility: 
– Older adults who sustain a serious fall-related injury required an additional $13,316 in hospital 

operating cost and had an increased LOS of 6.3 days compared to controls (Wong 2011)

– 30+% reduction in direct, indirect, and total hospital costs among patients who receive care 
to improve mobility (Klein 2015)

References at end of slides
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4Ms Core of an Age-Friendly Health System
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Celebration of Pioneers
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aha.org/AgeFriendly

https://www.huddleforcare.org/story/rolling-out-the-4ms-for-age-friendly-care-across-the-care-continuum/
https://www.huddleforcare.org/story/deploying-the-4ms-to-improve-outcomes-and-health-experiences-for-older-adults/
https://www.huddleforcare.org/story/saint-alphonsus-is-becoming-age-friendly/


Age-Friendly across the U.S
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IHI Age-Friendly Health Systems Action 
Community Wave 1 In September 2018, 

• September – March 2019
• 131 sites of care from 73 

organizations

IHI Age-Friendly Health Systems Action 
Community Wave 2 

• April – October 2019
• 153 sites of care from 94 

organizations



Celebration of Age-Friendly Health Systems
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Build a community for hospitals to share with one another.

“I really enjoyed all of the brain-storming 

and knowledge sharing. I also enjoyed 

seeing how a lot of our ideas aligned”



Join the AHA Action Community

26

• Visit www.aha.org/AgeFriendly to download 
invitation with more information

• Enroll through this link (see chat for hyperlink)

• Participate in AHA’s Action Community 
(Sept. 2019 - March 2020)

– Monthly all-team webinars
– Scale-up leaders webinars
– Listserv, sharing learnings
– Monthly reports on testing and learnings
– Celebration of joining the movement!

• Email ahaactioncommunity@aha.org with 
any questions. 

http://www.aha.org/AgeFriendly
https://www.aha.org/center/new-payment-and-delivery-models/age-friendly-health-systems/form/commitment-form
mailto:ahaactioncommunity@aha.org


Engage in the AHA Action Community
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Leadership Track to Support Scale-Up

Participate in monthly interactive webinars

•Monthly content calls focused on 4Ms

•Opportunity to share progress and learnings with other teams

In-person meeting

•One in-person meeting (TBD)

Test Age-Friendly interventions

•Test specific changes in your practice

Share Description of 4Ms Care at your site

•Submit monthly qualitative feedback on your progress and 
description of 4Ms Care

Join one drop-in coaching session

•Join other teams for measurement and testing support in monthly 
drop-in coaching sessions

Leadership track to support system-level scale up

•Leaders join monthly C-suite/Board level calls to set-up local 
conditions for scale up

Age-Friendly 

Health System

Action 

Community7
 M

o
n

th
s



AHA Action Community Schedule

Kick off 

September 2019

Learning & 
Action 

Period 1

 Monthly Webinars and Drop-In Coaching on Measurement and Changes 

Webinar 1

October 2019

Webinar 3

December 2019

In-Person
2019/2020

Webinar 4

January 2020

Webinar 5

February 2020

Webinar 6

March 2020

Learning & 
Action 

Period 2

Learning & 
Action 

Period 3

Learning & 
Action 

Period 4

Learning & 
Action 

Period 5

Learning & 
Action 

Period 6

Some of the 

4Ms 

sometimes 

with some 

older adults

Reliable 4Ms 

implementation 

at the scale of 

the system

Webinar 2

November 2019



What’s the Work of Each Participating Team

• Know where and how the 4Ms are already 
in practice and secure leadership support 
and commitment

• Define what it means to provide care 
consistent with the 4Ms

• Design/adapt your workflow to deliver care 
consistent with the 4Ms, including how you 
will assess, document and act on the 4Ms

• Provide care consistent with the 4Ms

• Study your performance. Measure and 
share – how reliable is your care? What 
impact does your care have?

• Improve and sustain care consistent with 
the 4Ms and share learnings with others

29
The Model for Improvement was developed by Associates in Process Improvement. [Source: Langley GL, 

Moen R, Nolan KM, Nolan TW, Norman CL, Provost LP. The Improvement Guide: A Practical Approach to 

Enhancing Organizational Performance (2nd edition). San Francisco: Jossey-Bass Publishers; 2009.]
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What Matters to Me? 

Time with my family

10.23 years
The amount of time AAMC has given back to patients (65+) since FY17
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Definition of an Age-Friendly Health System

An Age-Friendly Health System…

1. Defines the 4Ms for its hospital and/or 
practice 

1. (e.g. Hospital:  How it will screen for delirium 
every 12 hours;  Practice:  What tool will it use 
to screen for depression and how does the 
screen fit into the AWV flow)

2. Counts the number of older adults 
whose care includes the 4Ms 

3. Shares the information with the Action 
Community and AHA to be celebrated
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Guide to Using the 4Ms in the Care of Older Adults
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Action Community webinars will 

teach you how to test the 4Ms in 

your setting

Access resources to support your 

journey to become an Age-Friendly 
Health System on 

www.ihi.org/AgeFriendly

http://www.ihi.org/AgeFriendly


Join the AHA Action Community
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• Visit www.aha.org/AgeFriendly to download 
invitation with more information

• Enroll through this link (see chat for hyperlink)

• Participate in AHA’s Action Community 
(Sept. 2019 - March 2020)

– Monthly all-team webinars
– Scale-up leaders webinars
– Listserv, sharing learnings
– Monthly reports on testing and learnings
– Celebration of joining the movement!

• Email ahaactioncommunity@aha.org with 
any questions. 

http://www.aha.org/AgeFriendly
https://www.aha.org/center/new-payment-and-delivery-models/age-friendly-health-systems/form/commitment-form
mailto:ahaactioncommunity@aha.org


AHA Action 

Community

Creating Age-Friendly 

Health Systems

August 1, 2019

Age-Friendly Health System:

From Framework to Practice

Angela Fox
Director, Business Development and Implementation

Senior Health Program, Oregon



Overview

• Who is Providence St. Joseph Health

• How Providence Oregon is advancing the 4Ms

• Geriatric Mini Fellowship

• What Matters Conversations

• Fall Risk Management Program

• Applying AFHS concepts 

• 4Ms as organizing constructs for interventions

• Lessons Learned 
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Age-Friendly Health System Initiative in Oregon 

• Providence Senior Health in 

Oregon selected to be one of five 

pioneering systems

• Started our work in January 2016

• Focused on outpatient 

interventions in primary care 

clinics and in the home
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APPROACHES TO AN AGE-FRIENDLY HEALTH SYSTEM:

PROVIDENCE HEALTH & SERVICES OREGON
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80,000 in Primary Care

150,000 in Hospitals*

The average 85-year-old with a PMG clinic visit in 2018: 

Came to the clinic 6 times, is taking 9+ medications, 
had a 40% chance of an ED visit or hospital admission

The Older Adult Population in Providence Oregon
2018 at a glance for patients age 65+

*150,000 seniors had an ED visit and/or Inpatient Stay 
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Tactic #1: Create Geriatric Champions in Primary Care

“My practice is being transformed”

• 11 MD and 1 NP champions in 12 clinics 
serving 28,000 seniors

• 4-week, all-day classes; taught by 
Geriatrician, Geriatric NP, PharmD and 
guest faculty 

• Nursing/PharmD/Care Management 
join provider for one full day each week

• Conversations underway on how to 
grow
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Tactic #1: Key Performance Indicators 
Pre/Post completion of Mini-Fellowship

For all Mini Fellowship Clinics combined: 

25% Increase in documented dementia
(now more in line with national prevalence rates)

25% Decrease in patients on Skeletal Muscle Relaxants
(high risk medication that increases risk of falling for patients over 65)

35% Increase in PT referrals for patients with high fall risk 

Continuing to Monitor: 
ED/Hospital utilization overall and due to fall/fracture
Readmission Rates
Orthostatic Measurement
Documented Goals of Care
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Tactic #2: Strengthen What Matters Conversations

What Matters Conversation Guide 
7 Steps with how-to, resources and guiding questions

Clinician Steps Content/Intent/Hints
Steps/Actions/ 

Suggestions

1. Determine Need
2. Set up the Conversation to be a success
3. Invite the patient to the conversation
4. Ask more specific questions
5. Summarize & Action Planning
6. Next Steps
7. Document
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Becoming An Adult

All adults 18+ 
should have 
Advance Care 
Planning 
discussion that 
ideally leads to 
completion of 
Advance 
Directive 
document.

Diagnosis of Serious Illness

Goals of Care 
conversations about 
meaningful life in the 
context of illness.  
Explicit discussion of 
future goals/hopes, 
worries/fears, and 
potential tradeoffs.

Worsening of Illness

Current goals in 
context of 
worsening illness, 
including 
consideration of 
completing POLST
form to codify 
wishes.

Tactic #2: What Matters: Crucial Conversations

March 2018 December 

2015

October 2016
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Tactic #2: ACP Summary Report  - Current State
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Tactic #3: Build Integrated Fall Risk Management 

Program
Implementing the 4Ms through the lens of Mobility

Community-Based 
Education

Hospitals, Community 
locations (centers, 

churches), Spanish Falls 
Classes, Focus on National 
Fall Prevention Awareness 

Day

High Risk Fallers

ED Frequent Fallers, Home 
Safety Evaluation, 

Osteoporosis Bundle, 
Paramedicine curriculum

Clinic-Based Fall Risk 
Management Models

PMG/Rehab STEADI 
screening, Fall Risk f/u Visit: 
RN only, Shared, Provider; 
Fall Risk Shared Medical 

Appointment
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Tactic #3 Highlight: Frequent Fallers Program
Implementing the 4Ms through the lens of Mobility
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Tactic #3: Frequent Fallers Program Key Performance 

Indicators

Operational Metrics - Is this do-able?

• Number of patients through the program

• % patients with a Geri consult

Leading Indicators – Are we doing the things that will improve 

outcomes?

• PT referrals

• Medication modifications

• Home safety assessments 

Outcome Measures – Have we made an impact?

• ED/Hospital utilization due to fall/fracture

• Mortality
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IMPLEMENTATION OF THE AGE-FRIENDLY HEALTH SYSTEM 

FRAMEWORK ACROSS SETTINGS AND POPULATIONS





Toolbox for Everyone
Pay Attention to Detail (STAR, peer check)

Communicate Clearly (SBAR, repeat back, clarifying questions)

Have a Questioning Attitude (know why and comply, validate and verify)  

Operate as a Team (brief, execute and debrief)

Speak Up for Safety (CUS, event reporting systems)

Tones for Respect
Smile and greet others; say hello

Introduce using preferred names and explain roles  

Listen with empathy and intent to understand  

Communicate positive intent of our actions 

Provide an opportunity for others to ask questions

Diabetes
Effectively manage blood glucose levels

Ensure that blood pressures are below recommended goals

Preforming renal function monitoring for risk assessment

Atherosclerotic Cardiovascular Disease
Prescribe appropriate intensity statin for risk patients

Manage blood pressure to treatment goals

Treat underlying conditions for Heart Failure to slow disease progression

Other Conditions
Screen adults and adolescents for depression

Guide and triage reported suicidal ideations safely and appropriately

Treat Chronic Obstructive Pulmonary disease with appropriate 

inhaler therapies

Cancer Screening
Screen women of appropriate age and risk factors for breast and cervical 

cancers

Screen men and women who are at the appropriate age for colorectal 

cancer 

Screen older adults with a smoking history for lung cancer

Health and Wellness
Identify and close adolescent health and wellness care gaps

Encourage physical activity and complete an annual health assessment

Provide the necessary tools and resources to achieve weight 

management goals

Immunizations
Identify and close vaccination administration gaps for 0-2 years 

old

Vaccinate adolescents who fall behind or start late with their 

immunization schedules

Ensure that adults have received their influenza and 

pneumonia vaccines 

Toolbox for Leaders
Message on the Mission (reflection/safety message, safety first in every decision,  stand 

up for those who speak up for safety)

Lead Reliable Operations (daily huddles including experience, top 10 lists)

Build Engagement, Accountability (5:1 feedback, fair and just accountability, round to influence)  Foster 

Teamwork (display unit-based results, learning boards, action plans)

CARING RELIABLY: IMPROVING OUTCOMES 
AND MAKING IT STICK IN AMBULATORY QUALITY

STRENGTHEN THE CORE

Care Compassionately
Keep awareness of the suffering of another coupled with the wish to relieve it

Demonstrate characteristics such as empathy, sensitivity, kindness and warmth

Listen and always keep the patient is at the center of care decisions

Take action on patient feedback to address their needs and ways to improve

Patient Safety
Ensure patients on anticoagulation therapies are safety

Identify patients who should be treated with anticoagulation 

therapies

Prescribe and manage opioid therapies to safer levels

Age Friendly Health System
Assign a proxy decision maker in the event of not being able to make 

care decisions during crisis or grief

Ensure older adults have completed an advance directive 

BE OUR COMMUNITIES HEALTH PARTNER

Teamwork
Ensure that caregivers understand the “why”

Empathize with other caregivers

Understand the perspective of the other

Remember that encounters are sacred

TRANSFORM OUR FUTURE

CHRONIC DISEASE MANAGEMENT

PREVENTIVE CARE

Data
Use value based data to identify care gaps and target approaches 

to bridge needs 

Utilize patient reported outcomes and information to close care 

gaps

Use claim data to identify and address care gaps

Innovation
Identify and evaluate new approaches to deliver care

Explore digital technologies to improve the delivery of care

Primary Care Redesign
Maximize the health and well-being of our communities through 

partnership to deliver the best outcomes, patient experience and 

caregiver experience at the highest value, one person at a time.

Integration
Partner with specialty care to bridge care gaps across the care 

continuum

Collaborate and align priorities, tools, and initiatives to drive clinical 

care 

Assign a proxy decision 
maker in the event of not 
being able to make care 
decisions during crisis or 
grief

Ensure older adults have 
completed an advance 
directive 

Encourage 
physical activity 
and complete an 
annual health 
assessment

Screen adults and 
adolescents for 
depression



Age-Friendly Health System 4M Bundle

What Matters:
Know and act on each older adult’s specific health 
outcome goals and care preferences across all 
settings 

Know the health outcome goals and care preferences for current and future use, including 
but not limited to end of life

Align all care goals and preferences with the older adult’s specific goals and care 
preferences

Medications:
If medications are necessary, use Age-Friendly 
medications that do not interfere with What 
Matters, Mentation, or Mobility

Engage the older adult and the health care team in determining whether medications are 
impacting the older adult’s Mobility, Mentation, and/or What Matters; if so, create a 
shared responsibility to de-prescribe or adjust the dosage

Make medication decisions in partnership with the older adult, family, and health care 
team, and identify options that support What Matters, Mentation, and Mobility

Mentation:

Identify and manage depression, dementia, and 
delirium across care settings

Know if an older adult has dementia and/or delirium

Manage the factors that contribute to delirium

Treat and manage dementia by understanding the underlying needs of older adults with 
dementia to keep them safe

Know if an older adult is depressed, and treat and manage depression

Mobility:
Ensure that older adults at home and in every 
setting of care move safely every day in order to 
maintain function and do what matters

Create an environment and culture that enables, supports, and encourages mobility

Identify and treat underlying contributors to immobility and fall injuries
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Organization Key Stakeholders
Departments

Primary Care Leadership

Primary Care Providers

Clinic Caregivers (MAs, Nurses, Team Coordinators, Front Desk)

Specialists Providers and teams 

Pharmacy

Fall Risk Prevention Team

ED

Hospitalists

Rehab – OT and PT

Home Services (home health, DME, hospice)

Palliative Care

System Office Leadership

Nursing

Community Partners 

Health Plan / Payors



Lessons Learned

• Initiative needs to be on an organizational strategic plan

• Executive leadership is crucial to spread within your 
organization

• Providers as champions

• Nail your value proposition

• Use the 4M framework

• Measures are HARD but absolutely necessary

• SIMPLIFY



Summary and Next Steps

• Implementation of the Age-Friendly Health System provides rich 
opportunities to improve care to older adults across the continuum

• IHI supports implementation of the Age-Friendly Health System 
through ongoing Improvement Collaboratives and a growing library of 
resources – Get the Start up & Measurement guides

• Population and setting-targeted interventions are exemplars of 4M-
focused improvement

• The Age-Friendly 4M Framework is complementary with top-of-license 
practice across the continuum of care and will benefit all patients

• There are multiple internal and external resources to assist in 
identifying tactics and defining metrics – Join Now!
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THANK YOU!

QUESTIONS?

PLEASE EMAIL:

ORSENIORHEALTHPROGRAM@PROVIDENCE.ORG



Q & A

To submit a question, please type your question 

on the right-hand side of your presentation screen.
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Join the AHA Action Community
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• Visit www.aha.org/AgeFriendly to download 
invitation with more information

• Enroll through this link (see chat for hyperlink)

• Participate in AHA’s Action Community 
(Sept. 2019 - March 2020)

– Monthly all-team webinars
– Scale-up leaders webinars
– Listserv, sharing learnings
– Monthly reports on testing and learnings
– Celebration of joining the movement!

• Email ahaactioncommunity@aha.org with 
any questions. 

http://www.aha.org/AgeFriendly
https://www.aha.org/center/new-payment-and-delivery-models/age-friendly-health-systems/form/commitment-form
mailto:ahaactioncommunity@aha.org

