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OBJECTIVES
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Describe the Age-
Friendly Health 
System model 

1

Share some of our 
journey to Age 
Friendly 
Certification

2

Share best 
practices for 
driving quality 
improvement
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THE AGE-FRIENDLY 
HEALTH SYSTEM
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T H E  “ 4  M ’ S ”  
F R A M E W O R K  
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Source: http://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-

Systems/Pages/default.aspx



AGE-FRIENDLY HEALTH SYSTEM PARTICIPANT

Submit a 

description of how 

your organization 

is working toward 

putting the 4Ms 

into practice
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AGE FRIENDLY HEALTH SYSTEMS COMMITTED TO 
CARE EXCELLENCE

Organizations 

that submit data 

in 4Ms work
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OUR JOURNEY TO AGE-FRIENDLY
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Six-month pilot program with IHI support in bringing AFHS to 
PALTC

Goal: to develop Age-Friendly certification criteria that are 
evidence based and specific for the LTC population



STEPS FOR 
RECOGNITION AS 
AFHS PARTICIPANT 

Learn about the 4M’s

https://forms.ihi.org/hubfs/Nursing%20Hom

e%204Ms%20Form.pdf 8

https://forms.ihi.org/hubfs/Nursing%20Home%204Ms%20Form.pdf




MIRABELLA 
PORTLAND

• Urban Continuing Care Retirement 

Community (IL, AL, LTC)

• 44 beds: LTC, skilled rehab, memory 

care

• Over 75% of residents aged 85 or 

older

• Over 80% of residents have dementia 

diagnosis
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AFHS DEVELOPMENT TEAM

Team Leads

• Medical Director

• OHSU NP

• Resident Care Manager (LTC/Memory)

Additional Participating Team Members

• Mirabella Resident 

• Assistant Director of Nursing

• Restorative Aide CNA

• Social Services Director

• Activities Coordinators

• Healthcare Administrator 
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PIONEER PLACE SNF
VALE, OR

Rural Skilled Nursing/LTC

33 beds – most LTC

Resident care manager, Director of 

nursing, Social Worker
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I N C R E M E N T A L  C H A N G E

P L A N  

D O

S T U D Y

A C T
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What Matters

Goal: Know and align 
care with specific 
health outcome goals 
and care preferences

Process: Care Planning 
Assessment and 
Documentation



WHAT MATTERS ASSESSMENT 
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Assess: Ask What Matters

List the question(s) you ask to know and align care with each older 

adult’s specific outcome goals and care preferences:

-View guiding questions from What Matters Toolkit

Minimum requirement: One or more What Matters question(s) must 

be listed. Question(s) cannot focus only on end-of-life forms.
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WHAT MATTERS

Personal Connection

• What will help staff know and connect with 

our residents as people?
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WHAT MATTERS

Plan 

• Improve team access to “My Story” program

Do 

• Move story from binder to display stand
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WHAT MATTERS

Study

• One resident

• 2 weeks

• Staff interviews 

• Staff feedback
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WHAT MATTERS

Act

• Expand to 2 residents

• Improve accessibility

• Add “I statements” 
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WHAT MATTERS

Cycle 2

• “Resident Spotlight”

• Comment card boxes

Cycle 3

• Incorporation into Staff Meetings
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Mentation - Depression

Goal: Prevent, identify, treat, 
manage depression across care 

settings

Process: Depression 
screen/assessment tools 

and interventions



DEPRESSION ASSESSMENT

26



27



MENTATION

Depression

• How confident are we in our ability to identify 

depression in our residents?
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MENTATION

Plan

• Supplement federally mandated depression assessment 

with tool evidenced for resident’s experiencing 

dementia

Do

• Cornell Scale for Depression in Dementia
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CORNELL SCALE 
FOR DEPRESSION IN 
DEMENTIA 
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MENTATION

Study

• Social Services Director/RCM interview

Act

• Routine process established
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Mobility

Goal: Ensure that each older adult moves 
safely every day to maintain function and do 

What Matters most

Process: Falls screening and 
intervention
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MOBILITY ASSESSMENT
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MOBILITY

Daily Mobility

• Could RA program goals be better integrated into 

routine daily mobility?

• Can we effectively measure resident mobility 

performance to identify incremental changes between 

care plan levels?
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MOBILITY

Plan

• Assessment Tool (JH-HLM)

Do

• RA trained in assessment
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MOBILITY

Study

• RA frustration

• Data not clinically nuanced

Act

• JH-HLM abandoned

• Tinetti Performance Oriented Mobility Assessment 

adopted
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TINETTI 
MOBILITY 
ASSESSMENT



MOBILITY

Cycle 2

• Tinetti data found significant to RA and IDT

• 1 month unit-wide baseline measurement

Cycle 3

• Tinetti scores reviewed at quarterly RA program 

review

• Individualized mobility goals tasked to CNAs
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MOBILITY

Cycle 4

• CNA interviews

• Individualized mobility goals for 3 residents

Cycle 5

• CNA interviews

• Individualized mobility goals for 5 residents
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Medications

Goal: Use Age-friendly medication that 
does not interfere with What Matters to the 

older adult, Mobility, or Mentation 

Process: High risk Medication 
Assessment and Management 



MEDICATION ASSESSMENT
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MEDICATION

Antibiotic Stewardship

• How can we support nurses in using appropriate 

assessment criteria prior to requesting 

urinalysis?
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MEDICATION

Plan/Do

• Implement AHRQ criteria SBAR requirement
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AHRQ CRITERIA 
TEMPLATE

Source: https://drdavidshepherd.blogspot.com/2023/01/slides-on-uti-asymptomatic-bacteriuria.html

https://drdavidshepherd.blogspot.com/2023/01/slides-on-uti-asymptomatic-bacteriuria.html


MEDICATION

Study:

• Clinical staff interviews

• UTI rate/Abx use data reviewed in QAPI

• UTI diagnoses reviewed

Act:

• Maintenance through monthly review

49



LEADING CHANGE

Growth 
Mindset

Start Small and 
Adapt

Expectations &
Accountability

Empower The 
Whole Team

Pursue
Significance



GROWTH MINDSET

51



EXPECTATIONS AND ACCOUNTABILITY
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ENGAGE ALL STAFF
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START SMALL AND ADAPT
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One resident

One M

One Intervention 

Three residents 

Same M

Same Intervention 

All appropriate residents 

Same M

Same Intervention 



PURSUE SIGNIFICANCE
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MEANINGFUL VS. 
MEASURABLE



THANK YOU
Q U E S T I O N S

b f a l l a h @ m a r y s w o o d s . o r g

m o r g a n e m @ o h s u . e d u


