[ For Patients >= 65: ]

gv

'Transition of

Interdiscplinary

Patient

Bedside Nurse Triage Nurse

EM Provider

Care Nurses

Personnel

(Case Mgmt)

Arrives in ED

Geriatric ED Process Map:

Disposition:
ED OBS,
DC (with

appropriate PCP
follow up), or
Admit

Waiting
Room

¥ Fall Risk? | | . '
Triages Patient (i.e. fall, drugs, Positive| Places on pt: : t
(Chief Complaint, dementia/delirium) Yellow gown & Screens for - -
RASS, vital signs) (Full Fall Risk Screen Fall bracelet Depression, | |—» ! N Yes ooms
+A - ESI occurs later by | SI. HI. Abuse Immeditely? Patient
ssigns bedside nurse ) \ f T
L e .
Performs |
Delirium & . Negative
Negat it Performs
Vulnerable T egative Positive Fall Risk L»[ Standard Care ] [ Standard ]
gatlent v | Screen Positive Care
. —
Evaluates & | creen Standard Care J Négative | (KinderiMorse) —
Assesses Patient J Positive e Dyipcr’ugsia
—
y ; -
Performs Negative v [ Standard Care ] Screen Negative
CAM-ED —< — —
mScreen Initiates r Initiates P|osi tve:
" | i EMR notification EMR notification Y . }
~ ositive Consider: sitter, sensory Consider: walker, PT c/s, ) _Consult ]
Evaluates & Collaborates with aids, sleep promotion, SWICM cfs, sitter, Geriatric Psychiatry, Place
Assesses Patient + Nurses on commodes, SW cs, etc,. commodes, etc,. andlor SW (as NPO Order,
Orders labs, Screening i ] appropriate) ISpeech/Swallow
imaging, consults, Outcomes ? -~ i = A c/s order
other services + / !
Glves Geriatric- - Place Orders for
Specific care (i.e. | If appropriate: Fail PT, SW consult ED consults Confers with Team f ™
Geriatric pain —> Mobility Assessment — (psych, PT, SW, on dispo
protocol) [ (Encouraged to use TUG) etc,.)
| — ’ A
1) J
f J
iy
Evaluates patient Delivers l (
based on consult Assessment & 4
order RecommendationsJ

v
Based on
Disposition &
Patient Needs

Coordinates:
Transportation, home health
referral, SNF placement, 02,

supportive measures, med assist,
hospital obs, etc,.






