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Senior-friendly emergency department care: an
environmental assessment

Mary Lou Kelley, Belinda Parke!, Nancy Jokinen, Michael Stones, Donna Renaud
Centre lor Education and Research on Aging and Health, Lakehead University, Ontario, Canada; 'Faculty of Nursing, University ol Alberta,
Alberta, Canada

Objectives: To assess the environment of an emergency department (ED) and its impact on care of adults aged
75 and over, using a ‘senior-friendly’ conceptual framework that included the physical enyironment, social
climate, hospital policies and procedures, and wider health care system.

Methods: In this focused ethnography, we collected and analysed data from the ED of a regional acute care
hospital located in Ontario, Canada from October 2007 to January 2008. Data collection in¢luded interviews
with seniors or their proxy decision-makers, staff and key community informants; on-site observations; a staff
survey; and hospital administrative data. Data sets were individually analysed and a synthesis of findings
developed to formulate recommendations for policy, practice and education.

Results: Staff expressed their vision of providing senior-friendly care. However, the ED was fast-paced,
overcrowded, chaotic and lacked orientation and wayfinding cues, as well as appropriate equipment and
furniture, all of which created barriers to providing appropriate care. Seniors’ expectations often went unmet
and staff expressed moral angst at recognizing unmet needs. Some hospital policies and procedures
compounded these difficulties, including hallway practice, lack of off-hour access to multidisciplinary health
care professionals, and the inability of patients to access food and drink. Better commumication and
coordination between the ED and other components of the health care system are needed.

Conciusions: The ED is an important part of seniors’ health care. Changes to policy and practices, and
enhanced education must occur to better meet the complex health care needs of seniors. This assessment
provides a method that can be replicated elsewhere to gencrate site-specific recommendations and initiate
capacity development processes to enhance senior-friendly care,
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about the negative impact that ED environments have
on seniors’ physical and mental health,””" the fre-
quency of preventable adverse events that occur in hos-
pitals,” extended bed wait times in EDs for seniors,” and
need for policy changes.” Furthermore, data on alterna-
tive level of care (ALC) patients, i.e. those occupying un
acute care hospital bed without requiring that intensity
of resources/services, indicate they are an older-aged
group with more co-morbid conditons, likely o enter

introduction

In many countries, seniors represent a growing pro-
portion of the population and their use of acute care
services is expected to rise. An emergency department
(ED) is a gateway to acute care services, yet little research
exists on ED care provided 1o seniors.! Seniors are
triaged in EDs at levels requiring significant acute care
intervention.~* The literature also points to concerns
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hospital through ED services. In Canada, 2007-2008
data indicate that 27% of ALC patients in the province
of Ontario discharged home revisited the ED within
30 days,'”

A ‘senior-friendly’ hospital is a relatively new coneept
and features of such a hospital are variously
described > !'"1? Essentially, there arve four interactive
dimensions: the physical environment social dimate;
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hospital policies and procedures; and health care system
ssues (see Table 1),

Together these core elements atfect the vulnerabilities
ol seniors.' Provision of ‘senior-friendly’ acute care has
implications for patient safety and. potentally, affects
staff’s ability to reduce adverse outcomes associated
with hospitalization of older people.”

The purpose of this study was to assess the environ-
ment and care provided to adults aged 75 and over in
the ED of a regional acute care hospital. The aim was
to identify gaps between current practices and known
senior-friendly’ practices to formulate  recommen-
dations for policy, clinical practice and educaton
hased on evidence. The research question was: how do
the physical environment, social climate, hospital poli-
cies and procedures, and health care system promote
or impede the capacity of the hospital to provide “senior-
friendly” care in the ED? The study was conducted in
partnership with the hospital administration that recog-
nized its importance for achieving their goals of patient-
centered care and patient safety while maximizing the
effectiveness and efficiency of resource use in the ED.

Method
Study design

Focused ethnography was used to explore and under-
stand the physical environment. social climate, policies
and procecdures, and health care system influences on

Table 1 Core dimensions of senior-friendly hospitals'®

Dimension

Physical environment

Brief description

Features of physical design that affect older
adult safety, comfort, orientation and way
finding, attention and ability to understand,
and maintenance of functional abilities.
Includes universal design, access {o site
and amenities, visual and sensory
features, and equipment.

The behavioral and emotional atmosphere
created through social interactions that
convey courtesy and respect. Includes
information sharing, attending te needs
{e.g. personal care), emotional support
{e.g. for anxiety, self-determination), and
encouragement of familial or significant
other support.

Administrative structures, policies and
procedures, and guidelines that direct
service and resource management.
includes recruitment and education of staff;
staff competence and confidence in
providing care to older adults; and
reinforcement of best practices.

Interaction between components of the
health care system that are interrelated and
impact continuity of care. Includes
development of positive community and
institutional parinerships, common or
complementary policy and procedure, and
effective communication.

Social climate

Hospital pelicies and
procedures

Health care system

ED operations in the provision of care to adulis aged
75 and over. This method involves intensive data collec-
tion in a compressed time frame using muitiple methods
to capture complex dynamics.'*'® Ethical approvals
were received from the university Research Ethics
Board and the Research Ethics Board of the hospital.

Location

The study site was the ED of a regional acute care hospi-
tal in Ontario, Canada. The census metropolitan area
served had a population of 122,907; median age 41.8
years and population density 48.2 per square kilo-
meter.'® The hospital had 375 beds and established
partnerships with regional health care providers. In
2007, 95,000 visits were made by people of all ages to
this ED and it is ranked one of the busiest EDs in the
country.'”

Data collection

Seven data sets were generated for analysis (see Table 2).
Hospital administrative data were routinely collected by
the hospital. On-site data collection (interviews and
observations) took place for four hours daily over a
three week period; week one, 0900-1300; week two,
1300-1700; and week three, 1700-2100. These hours
were chosen in consultation with ED swall to maximize
data collection opportunities and simulate a full week.
Although night hours were not mcluded, overnight
experiences of seniors and stafl’ were captured during
interviews. Interviews followed a semi-structured
guide and were audio-taped with partcpant per-
mission. Seniors aged 75 and over or their proxy
decision-makers presenting at the ED were invited
to participate in on-site interviews. Proxies were
approached as an alternative when ED staff judged a
senior’s health status or cognitive capacity impeded par-
ticipation. All participation was voluntary and consent
forms signed by participants. Those who consented to
follow up also had post-discharge telephone interviews.
Code Plus'® was used to examine the physical features of
the ED. Researchers observations in the ED were gener-
ated using a guide based on the dimensions of senior-
friendly hospitals developed from previous research
(see Table 1).'” The staff survey provided supplemen-
tary data to staff interviews and an alternative method
to maximize staff participation. It gathered stafl’ per-
spectives on strengths, barriers and vision for change
in the provision of care to seniors.

Data analysis

Hospital administrative data underwent descriptive and

inferential statistical analysis. The standards of coding
- 4 - P . . ]

and a systematic process of analytic induction™ were
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Table 2 Seven sources of data in the Emergency Department (ED)

Data Details

1. Utilization data

Hospital administrative data
specific to seniors aged 75+
use of the ED in 2007.

56 seniors and nine proxy
decision-makers. Seniors
{N = 85) represented ranged
from 75 to 94 years; average
age 82.3.

11 seniors and four proxy
decision-makers within one
month of discharge,
interviewed via telephone,

81 staff working in or providing a
service lo ED including
physicians {10}, nurses {10},
support workers (3), diagnostic
imaging (12), palliative care (3),
rehabilitation (2), support care
(2), laboratory (2), community
service staff (2), clerical (1),
housekeeping (3}, dietary (2),
pharmacy (2), security {(4), and
paramedics (3). Seven wers
management staff responsibie
for staff providing services io
the ED.

Eight informants frem six
community agencies selecled
by the research team and
interviewed via telephone. Five
informants provided home care
services, two provided
institutional long term care and
one provided hospice volunteer
visiling services.

Data on the built environment,
events, movement of oider
patients, and activities
observed in common areas of
ED (a.g. hallways, wait rooms}

28 gquestionnaires completed and
returmad.

2. ED interviews with seniors
and proxy decision-makers

3. Post discharge interviews
with seniors and proxy
decision-makers

4. Staff interviews

5. Key informant interviews

&, Qbservations

7. Staff survey

applied to qualitative data sets (i.e. mterviews, obser-
vations, survey). Each data set was analysed indepen-
dently by a member of the research tean. Preliminary
results of the analyses were presented by that researcher
to the team and the research assistants who collected the
data. Interpretations and conclusions were discussed,
defended with raw data, and consensus achieved on all
conclusions. Two sub-reports were developed related
to the physical features and administrative data. Alt find-
ings were then integrated and a synthesis developed to
identify gaps between current practices and known best
practices in ‘senior-friendly’ care, with corresponding
recommendations for quality improvement.

Results
Seniors’ utilization of the ED

In 2007, 11% of the total visits to this ED were made by
seniors aged 75 and over; 5,019 seniors made 10,412

visits to the ED. The seniors’ median age was 82 years.
Almaost 60% were female, 95% local residents, and 90%
had a family physician. The seniors™ living arrange-
ments were predominately with family (45%) or
unpaid non-family (44%;). The analysis also indicated
that:

e 70% of seniors visited the ED four times or less and
25% made one visit.

® 300 {1,500 people) of seniors visited more than four
tmes,

e 39% of seniors arrived by ambulance,

Eighty-five per cent of visits by seniors were assigned
emergency or urgent triuge levels, with 12% ol visits
less urgent as  determined by the  Canadian
Emergency Department Triage and Acuity Scale
(C-TAS).*!

Staff Survey—vision for seniors’ care

Staff perceived that they provided compassionate care
within limits imposed by the environment: low staffing
levels; the high complexity of care rcquired; and lack
of skill and knowledge in geriatric care. Their vision
for the ED encompassed an ability to provide for
seniors’ privacy, comfort, and quality patient-centred
care. Family presence would be encouraged and accom-
modated. Policies and procedures would facilitate casc
of access and timely attention to the physical, emotional
and social needs of seniors.

Physical environment

The physical space of the ED was problematic and par-
ficipants noted overcrowding, noise and limited space,
Problems consistently revolved around promoting safe
and independent function, and having appropriate
equipment and furniture for comfort and ease ot
work. Orientation and wayfinding cues, and access 1o
the ED (e.g. parking, bus stop) and amenities (e.g. bath-
rooms, walk-ways and distance to other areas) presented
challenges. Stalf, seniors, senlors’ proxies and commu-
nity informants all described troublesome aspects of
the physical environment. For example, ", a senio
with a walking impairment or mobility
they're having problems in there trying to get around’
(Community Informant). Seniors specifically spoke
about being cold, hungry, thirsty and experiencing
noise, lack of privacy and interrupted sleep; “{staff]
took me out of the cubicle and stuck me out in the
hall and had me and everybody else using the same
washroom’ (Senior). These problems for seniors were
atfirmed in comments made by ED staft and the
seniors' proxies. For example, ' she didn’t get fed. 1f
I wasn't there 1 think she would have been pretiy
hungry’ (Senior’s proxy).

problem,
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Social climate

Participants described the ED as ‘busy’ and ‘chaotic’.
Seniors reported coming to the ED because they believed
their needs would be met quickly. Some were fearful and
sought reassurance. Seniors’ expectations, however,
were inconsistently met. A bad visit was described as
‘being moved around a lot’ and as a lack of one or
more of: physical comfort emotional attention; infor-
mation; or family reassurance. In contrast, a good
experience was exemplified as being pain free. having
questions answered, being reassured, being able to
sleep, having food and drink, and family satisfaction.
Staflf and community informants recognized that
work with seniors takes more time: seniors present
with complex medical conditions. They also indicated
that seniors’ needs may be unmet. dependent on how
busy the ED was at any given time. These uniet
needs included physical needs such as nuirition,
hydration, toileting, mobility, sensory and medication
as well as social-emorional needs incduding privacy,
mental health, and explanations of ireatment or other
hospital processes. An unaccompanied senior presented
particular challenges such as: ditliculties confirming
needs; history; medications; and or providing assistance,
especially if cognitively impaired or extremely frail.
‘When 1 go into the ED with the senior, usually I find
that they receive faster care, and faster results, everything
is done a lot quicker... when they're with somebody’
(Community Informant). Staff’ also perceived farmly
involvement can be critical to a successful visit to the ED.
Many stafl also acknowledged the fundamental role
by support workers in meeting seniors’
toileting, dressing, feeding) although these
staff were responsible for many other duties (e.g.
restocking  supplies, assisting  with  critical  care).
Furthermore, moral angst was expressed by stafl.
Many spoke about the need to improve care and some
telt distressed when they were unable to respond to
recognized care needs. ‘You hear an elderly person,
you tend to walk by a lot... hear some elderly patients
call out “help, help, help” [they're] scared. End up con-
ditioning vourself, get so used to hearing it (Staff).
Staff expressed views such as, 'Every step along the
way, you see where elders lose and lose and lose’.
However, seniors expressed acceptance and understand-
ing of the busy chaotic atmosphere and appreciated the
assistunce they received. One senior explained it this
way, 'Sometimes you have to wait because they are busy,
but it's not like they don't care, they are trying but they
are so busy” (Senior). All agreed that if help was needed
quickly it was received; ‘they take you right away, no
sitting around when you say you have heart problems’
(Senior) or ‘when you can't breathe’ (Senior).
The need for enhanced communication was both
expressed by participants and  observed by the

performed
needs (v.g.

researchers. Staff name tags were often not legible and
clothing did not distinguish between roles and responsi-
bilities, making it difficult to know who to ask for help. A
need to use plain language and to take more ume to
ensure understanding of process and the care plan by
seniors and families was also acknowledged. 'T'm not
sure we explain properly to patients. “You have to wait
for the next set of enzymes.” If you're 87, what does
that mean? (Staff). Communication issues sometimes
affected discharge. Plans were not always understood
by seniors and/or communicated with family and
others (e.g. community services).

Hospital policies and procedures

All participants viewed the ED as ‘under-staffed’ and
stall as ‘overworked’. Stall’ expressed concerns about
the care of seniors; ‘We're scrambling right now. We
don't see them [seniors] as a special population... with
special needs’ (Staff). Seniors expressed reluctance to
use ED services even when they were encouraged by
others to visit.

In the ED, patients were often placed m hallways to
await tests, treatment or admission and this was referred
to by all participants negatively. ‘1 had to wait five hours
in the hallway, that doesn’t help. Then finally... they
gave me extra Tylenol for the pain’ (Senior). Patients
in hallways also compounded congestion and 1mpeded
traffic fow in the ED. Difficulties accessing and ensuning
adequate nutrition and hydration during wait times
included time delays between meal requests and deliv-
ery to the ED (staff are busy and forget); food trays
sitting in ED before delivery to the patient (food safety
issue): food unsuitable for complex needs (e.g. swallow-
ing problems): difficulty managing plastic cutlery and
paper cups; and lack of assistance to help with eatng.
Staff also noted access to other health professionals
such as discharge planners and social workers was
limited to day shifts, Monday to Friday, with a need
for access beyond these hours.

The need for education and training on a wide range of
topics was noted by staff. Topics included common health
problems associated with ageing, communication with
seniors and families, community services, elder abuse,
and cultural and ethnic-sensitive care practices. Many
stafl also identified difficulty in providing ED care o
seniors with dementia and responding to symptoms
such as confusion, agitation and aggression. Both staff
and community informants identified a need to educate
seniors and their families on topics such as hospital and
community services, and advance care directives.

Health care system

A number of system problems outside the realm of the
ED negatively affected services and their ability to

J Health Serv Res Policy Vol 16 No 1 January 2011 9



Original research

Older aduits and the emergency department

meet the needs of seniors. Some stafl’ perceived that
seniors visit the ED as a way to access community or
home care services because of problems accessing such
services. Staff and community informants also identified
commuuication  problems between health care pro-
tessionals when a senior moved between services. "What
happened, did they have an Neray, were they put on
new medications. .. It's also on our end too, are we
sending adequate information that they're able to care
for the resident, are we sending o much that they
don't have time to review it?’ {Community Informant).

Some stall wondered about the appropriateness of

nursing home referrals and whether or not the present-
ing problem could be dealt without transfer to the ED.
On the other hand, a few stafl indicated that nursing
homes occasionally wait too long before sending a
senior (e.g. ‘on death’s door’) and an earlier arrival at
the ED would be preferable. It was also evident that,
overall, staff were unfamiliar with community and
other specialized geriatric services. This uufamibiarity
with various services, their mandate, availability, and
contact information had an impact on saff tme
required to make plans and appropriate referrals.

Discussion
Recommendations and the way forward

A series of site-specific recommendations for quality
improvement were made based on the findings of the
study, organized in terms of physical environment.

Tabie 3 Examples of site-specific recormmendations

Age-friendly dimension Recommendation

social climate, hospital policies and procedure, and
health care system. These were presented to the hospital
management committee, ED staff and leadership
team, and community health services that interact
with the ED. Table 3 illustrates a sample of the
recommendations.

Some recommendations could be expected to have an
immediate impact on service delivery such as incorpor-
ating way-finding cues and other changes to the physical
environment.  Other  recommendations  addressed
longer term organizational strategies to begin a systema-
tic approach to the realignment of resources. introduc-
don of new care protocols, stall education, and
creation of strategic linkages within the health care com-
munity. Longer term strategies included examining the
possibility of developing a specialized program and
dedicated space for seniors with non-emergency care
needs.

In moving forward, a
capacity development approach was also recommended
to guide and evaluate a mult-year strategy to provide
the highest quality patient-centered care to seniots.
Central to this approach is building on exisiing know-
ledge, skills and relationships among stafl in a way that
fully engages them to work towards a vision to which
they are committed, without imposing change from
outside the ED.**

The recommendations are made in the spirit of build-
ing on hospital strengths to further develop capacity for
senior-friendly care in the ED. Staff had expressed a
desire to offer senior-friendly care and many possessed

(‘til‘ilpl'{.‘:hﬁllﬁi\'{" ("(JI"I"IIIlllI\.IiT_\_-'

Enhance seniors' independence, mobility, and safety through reduction of hallway ciutter, colour contrasts to
distinguish surfaces, fumiture arrangement, and senior-friendly design elements (e.g. levered door handles,
handrails, and rest arsas at regular intervals).

& Enhance wayfinding, orientation and signage by appropriate use of languages, graphics, symbols, clocks,
and calendars.

Physical environment @

Develop fact sheets for commen conditions and treatments to improve information sharing and
communication between staff and seniors and their family members. These should be created in ‘plain
language' and an easy to read format. Topics could include advance care directives, available community
services, and the impartance of a handy updated list of medications.

® Develop a specialized volunteer program lo assist seniors and family members in the ED, Volunteers could
provide assistance with nutrition and rmobility, wayfinding, emotional support, and information seeking.

Social climate &

Hospital policies and @ |ntegrate a commitment to providing senior-friendly care in hospital vision, mission and strategic pian.

procedures & Establish a systematic ongoing interdisciplinary educational program for staff that addresses aspects of
gerontological best practices. Include medical procedures and care requirements important for older people
(e.g. advance directives, communication skilis, community services, dementia care, medication and elder
abuse).

Healih care sysiem @ Creaie a strategy to enhance appropriate and timely two-way communication between ED staff and

community services (e.g. home care, long-term care).
@ Create an interagency senior-friendly ‘think tank’ to improve senior-friendly practices and continuity of care

zcross the city.
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knowledge, values and skills consistent with such
approaches. As potential leaders and role models, they
are a tremendous resource to draw upon to build
stronger  collaborative  relationships — amongst statt,
provide sufficient and appropriate human resources
and equipment, and nurture a sense of empowerment
through strong management support and organiz-
ational commitment. Linking the initiative to the hospi-
tal's strategic plan with accountability for progress the
responsibility of the senior management team and the
Board would strengthen the change process.

Study limitations

Gathering data from very busy stafland very sick patients
in an ED is extremely challenging. On-site interviews
generally lacked privacy, which may have influenced

terviewees. comments. However, the diversity of

participants and variety of methods of data collection
allowed for triangulation of findings and provide confi-
dence that the story was fully told. While the study
melusion criterion was all seniors aged 75 and over, a
limitation was that not everyone identified as a potential
participant was interviewed. Some individuals declined
participation and, as required by the Research Ethics
Board, some seniors were not approached if nursing
staff juciged them incapable (i.e. gravely ill or cognitively
impaired) and, therelore. their divect experience was not
captured. Seniors’ proxies were approached foraninter-
view if the senior was deemed incapable: however, 1t
cannot be assumed that proxies accurately represent
patient experience. People with cognitive impairment
also represent a special population because of consent
issues and approaches to data collection. Future studies
are needed to explore the ED experience of this group.
While there is a possibility of systematic bias in the
sample towards those who may have had a positive
ED experience or fewer concerns as a result of sereening
participants by nursing stafl. the negative opinions
expressed by many patients and proxies suggests other-
wise. Finally, the study was of a single ED, so care should
be taken in generalizing the quality of the environment
for seniors to all EDs in Ontario or beyond. However,
the views and experiences reported resonate with
much that is known about ED care elsewhere.

Conclusion

We examined an ED environment as it relates to care
provided to seniors aged 75 and over, and found it to
be fast-paced and chaotic, making eftective communi-
cation, timely attention to seniors physical, sodial and
emotional needs, meaningful family involvement, and
teamwork an overwhelming challenge. The findings
concur with much of the literature that points to the
chalienges facing ED services in provision of care (o

seniors.>* =2 As a group, seniors appear to access
ED services appropriately, present with more complex
physical and social needs, and take more stall ume
and ED resources to manage. While adverse conse-
quences for seniors (e.g. increased visk of harm, delays
in care, compromised privacy and conhdentiality)
oceur with frequent overcrowding and delays in EDs,™
the current study also identifies the moral angst of
staff specifically related to the quality of care they
provide to seniors."

The study makes a distinctive contribution to research
on ED care of seniors since it examined perspectives
held by seniors and their proxy decisiou-makers as
they experienced an ED, including thew post-discharge
reflections, and included the views of multidisciplinary
stall and community informants from related services,
The four core dimensions associated with senior-
friendly hospitals were found to be useful to idenuh
targets for change that could improve care a nd to gener-
ate site-specific recommendations. This study provides a
comprehensive, senior-friendly, conceptual framework
and method to assess the environment of other EDs
and, indeed, other hospital departments (e.g.
diagnostics).

Senior-friendly ED care has potential to improve
clinical care. patient and family satisfaction, increase

job satisfaction for stafl, reduce costs and inappropriate

use of resources, and enhance acereditation processes.”
The impact of providing senior-friendly ED care on out-
comes for seniors, staff and hospitals, however, needs
to be evaluated. Economic analyses are also needed
to examine the implications for health care costs.
Knowledge generated through this and future rescarch
associated with senior-friendly acute care will contribute
to evidence needed by health care systems and organiza-
tions to meet the call for a global mandate to become
‘elder essential’.*
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