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Abstract

In 2024, the Centers for Medicare and Medicaid Services (CMS) added a novel Age-Friendly Hospital Inpatient Quality Reporting (IQR) Measure,
composed of 10 attestation statements in 5 domains. The measure is designed to improve care for older adults through promoting care processes
and structural capabilities drawn from evidence-based standards included in the 4Ms Framework (What Matters, Medication, Mentation, and
Mobility) and operationalized in 3 programs: Geriatric Surgery Verification, Geriatric Emergency Department Accreditation, and the Institute for
Healthcare Improvement’s Age-Friendly Health System recognition. We highlight synergies and gaps between these programs and the CMS
Age-Friendly IQR measure to guide hospital efforts as they prepare for their first attestation in 2026. In addition, we make recommendations
to CMS to improve measure validity through better specifications that ensure meaningful impact on care for older adults and to reduce
associated reporting burden. Notably, there is little overlap in the outcome measures incorporated into each program. Attending to these
considerations is critical to maximize the potential of this new national quality measure to address persistent shortcomings in evidence-based
care for older adults.

Key words: elder care; hospitals; Medicare; organization of care; patient-centered care.

Key points ensure that the new measure consistently drives im-

provements in quality of care for older adults.

¢ The CMS Age-Friendly Hospital Inpatient Quality
Reporting (AF IQR) measure represents an import-

ant step toward improving the care of hospitalized
older adults through establishing organizational in-
frastructure and care processes that comprehen-
sively address the unique needs of this population.
While AF IQR attestation statements closely relate
to care processes as specified within existing geriat-
ric care recognition and accreditation programs,
they lack full alignment with those programs and
are underspecified in key ways, raising concerns
about measure validity, potentially leading to sub-
optimal implementation, and creating burden for
attesting hospitals.

There are key steps that CMS can take to improve
measure validity, particularly around care process
frequencies, and improve synergies with geriatric
care programs, particularly around outcomes, to

Introduction

In 2024, the Age-Friendly Health System (AFHS) movement
achieved a significant milestone with the first designated
Age-Friendly hospital measure incorporated into a federal
payment program. Beginning in 2025, hospitals that partici-
pate in the Centers for Medicare & Medicaid Services
(CMS) pay-for-performance Hospital Inpatient Quality
Reporting (IQR) program are required to attest to 10 state-
ments within 5 domains related to care for patients aged 65
and older: (1) Eliciting Patient Healthcare Goals; (2)
Responsible Medication Management; (3) Frailty Screening
and Intervention; (4) Patient Vulnerability; and (5)
Age-Friendly Care Leadership.' For those leading AFHS ef-
forts in the inpatient setting, the Age-Friendly hospital meas-
ure has garnered new organizational engagement and will
motivate all hospitals to expand focus from traditional dis-
ease/condition-centric quality measures to those that address
important and interrelated domains in the health and well-
being of older adults.

Received: July 21, 2025; Revised: September 8, 2025; Accepted: September 11, 2025

© The Author(s) 2025. Published by Oxford University Press on behalf of Project HOPE - The People-To-People Health Foundation, Inc.

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For
commercial re-use, please contact reprints@oup.com for reprints and translation rights for reprints. All other permissions can be obtained through our
RightsLink service via the Permissions link on the article page on our site—for further information please contact journals.permissions@oup.com.


https://orcid.org/0000-0002-0262-6491
https://orcid.org/0009-0002-8452-7207
https://orcid.org/0000-0003-1933-1494
https://orcid.org/0000-0003-4227-8927
https://orcid.org/0000-0003-3609-6481
https://orcid.org/0000-0002-7761-7039
mailto:Julia.Adler-Milstein@ucsf.edu
mailto:Julia.Adler-Milstein@ucsf.edu
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://doi.org/10.1093/haschl/qxaf184

The Age-Friendly (AF) IQR measure is a structural indicator
“designed to assess features of a health care organization rele-
vant to its capacity to provide good health care.”” The meas-
ure was stewarded through a collaboration between the
American College of Surgeons (ACS), the American College
of Emergency Physicians (ACEP), and the Institute for
Healthcare Improvement (IHI).® Each of these organizations
has existing Age-Friendly programs: the Geriatric Surgery
Verification (GSV) with 22 recognized sites,* the Geriatric
Emergency Department Accreditation (GEDA) with 575
sites,” and AFHS recognition® with 626 hospitals, respectively
(representing 994 unique hospitals).” Each program is built on
evidence-based, Age-Friendly care practices, which are repre-
sented by the 4Ms Framework: a set of assessment and act
on care processes that address What Matters, Medication,
Mentation, and Mobility.®

While ~1000 hospitals have experience with 1 or more of
these programs*® and therefore have at least begun to imple-
ment the 4Ms, all adult hospitals will be familiar with the con-
cepts underlying the 4Ms as they address prevalent geriatric
syndromes through the lens of patient-centered care.® Yet,
while the 5§ AF IQR measure domains overlap with the 4Ms,
they do not exactly align. Therefore, as hospitals approach
their first AF IQR measure attestation for calendar year
2025 (an official certification of compliance that will occur
in mid-2026), they must assess the extent to which the 2 re-
late—Tlikely with a focus on whether prior 4Ms implementa-
tion meets the requirements of the AF IQR measure.

To support these efforts, our team—composed of experts in
AFHS implementation and evaluation, particularly measuring
adherence to 4Ms care processes—developed this narrative
policy commentary to achieve 2 objectives. The first objective
is to leverage our expertise in the 4Ms Framework and out-
comes as operationalized by THI AFHS, ACEP GEDA, and
ACS GSV to create a crosswalk to the 5 domains of the AF
IQR measure. The crosswalk can be used by hospitals and oth-
er stakeholders who are familiar with the 4Ms to understand
alignment with the AF IQR measure. The second objective is
to identify key areas in which the AF IQR measure domains
are underspecified. Over the next year, these underspecified
areas will need to be resolved by each attesting hospital, and
we therefore offer guidance to help this occur more consistent-
ly. As CMS refines the AF IQR measure in the second year of
reporting and beyond, we aim to identify opportunities for
CMS to better align with established 4Ms care approaches.
Additionally, we focus on addressing underspecified areas to
improve measure validity, ensuring the measure is optimally
effective in promoting improved outcomes for older adults.

Crosswalk of CMS Age-Friendly IQR measure
domains to the 4Ms

The AF IQR measure applies to patients 65 years or older re-
ceiving services in the hospital, operating room, or emergency
department. The measure consists of 5 domains and 10 “yes”
or “no” attestation statements’ (Table 1). In the first year, the
act of attestation (regardless of whether some, or all, of the re-
sponses are “no”) is all that is required to receive full credit.
Overall, the 4Ms are represented in the AF IQR Measure.
Domain 1, Eliciting Patient Healthcare Goals aligns with
“What Matters”; domain 2, Responsible Medication
Management aligns with “Medication”; and domain 3,
Frailty Screening and Intervention aligns with “Mentation”
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and “Mobility.” Malnutrition, addressed in domain 3, and
Patient Vulnerability and Age Friendly Care Leadership ad-
dressed in domains 4-5 represent additional activities beyond
the 4Ms.

At a detailed level, Tables 2-5 lay out the strong alignment
between 4Ms care processes and 7 attestation statements.
This crosswalk suggests that hospitals that are routinely deliv-
ering 4Ms care have already done much of the necessary work
to positively attest to the AF IQR measure. Notably, the AF
IQR measure draws on components of IHI AFHS recognition
requirements,'”> ACEP GEDA capabilities,"* and ACS GSV
Program standards.'* For example, the ACS GSV specifies
how to stage What Matters care processes around major pro-
cedures (included in domain 1). ACEP GEDA specifies how to
minimize mentation risks (delirium in particular) by reducing
ED boarding time (included in domain 3). IHI AFHS care
processes offer a more consistent structure across the 4Ms,
with “assessment” and “act on” processes for each M, includ-
ing specificity around screening frequencies and use of specific
screening tools for Medication, Mentation, and Mobility (in-
cluded in domains 2 and 3). In general, GSV and GEDA are
more prescribed and targeted as well as focus more on refer-
rals, transitions of care, and documentation processes. The fi-
nal column in Tables 2-5 calls out where hospitals may need to
devote particular effort to positively attest to each AF IQR
statement.

The remaining AF IQR attestation statements do not direct-
ly align with the 4Ms—though many align with other elements
of the 3 programs, other CMS initiatives, and Age-Friendly
geriatric care beyond the 4Ms (Table 6). For example, domain
3 includes malnutrition screening and management, which are
part of both GEDA and GSV. As another example, GEDA in-
cludes screenings for geriatric-specific vulnerabilities that
align with domain 4. Thus, taken together, the AF IQR attest-
ation statements include, as well as go beyond, the 4Ms and
approximate, a superset of activities across IHI AFHS,
ACEP GEDA, and ACS GSV.

Interestingly, the AF IQR measure, IHI AFHS, ACEP
GEDA, and ACS GSV are poorly aligned on the outcomes
that should be tracked for older adults (Table 7). The AF
IQR measure, GSV,'* and GEDA'® all require some tracking
of outcomes, while THI AFHS only recommends it."”
However, there is little overlap between the specific outcome
measures—with no measures in common across all 4 initia-
tives and only readmissions in common across 3 of the 4
(and only 2 of the 4 specify that the measure should be
30-day readmissions). The AF IQR requirement includes 3
outcome measures—30-day readmissions, rate of falls (also
in GSV), and decubitus ulcers—and therefore, does not re-
present a superset or subset of outcomes from the other
programs.

Hospitals without prior experience with IHI AFHS, GSV,
and/or GEDA may face challenges in prioritizing and imple-
menting AF IQR domains. Domains 1-4 require upfront,
multi-disciplinary work to build knowledge and training pro-
grams, design minimally burdensome documentation work-
flows with EHR integration, and align with other clinical
processes and roles. Domain 3 in particular requires signifi-
cant work to define protocols addressing a breadth of assess-
ment and management domains. These challenges are likely
to disproportionately impact rural and safety-net hospitals—
specifically those with less sophisticated EHRs and staff jug-
gling multiple responsibilities for whom specialized trainings
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Table 1. CMS Age-Friendly IQR measure’s attestation domains and statements.'®

Attestation domains®

Attestation statements: attest “yes” or “no” to each element.

(Note: Affirmative attestation of all elements within a domain would be
required for the hospital or health system to receive a point for that domain)

Domain 1: Eliciting Patient Healthcare Goals

This domain focuses on obtaining patient’s health-related goals and
treatment preferences which will inform shared decision-making and
goal concordant care

Domain 2: Responsible Medication Management

This domain aims to optimize medication management through
monitoring of the pharmacological record for drugs that may be
considered inappropriate in older adults due to increased risk of harm

Domain 3: Frailty Screening and Intervention

This domain aims to screen patients for geriatric issues related to frailty
including cognitive impairment/delirium, physical function/mobility,
and malnutrition for the purpose of early detection and intervention
where appropriate

Domain 4: Patient Vulnerability

This domain seeks to ensure that hospitals recognize the importance of
vulnerability screening of older adults and have systems in place to
ensure that issues are identified and addressed as part of the care plan

Domain 5: Age-Friendly Care Leadership

This domain seeks to ensure consistent quality of care for older adults
through the identification of an age-friendly champion and/or
interprofessional committee tasked with ensuring compliance with all
components of this measure

(A) Established protocols are in place to ensure patient goals related to
healthcare (health goals, treatment goals, living wills, identification of
healthcare proxies, advance care planning) are obtained/reviewed and
documented in the medical record. These goals are updated before major
procedures and upon significant changes in clinical status

(A) Medications are reviewed for the purpose of identifying potentially
inappropriate medications (PIMs) for older adults as defined by
standard evidence-based guidelines, criteria, or protocols. Review
should be undertaken upon admission, before major procedures, and/
or upon significant changes in clinical status. Once identified, PIMS
should be considered for discontinuation, and/or dose adjustment as
indicated

(A) Patients are screened for risks regarding mentation, mobility, and
malnutrition using validated instruments ideally upon admission,
before major procedures, and/or upon significant changes in clinical
status

(B) Positive screens result in management plans including but not limited
to minimizing delirium risks, encouraging early mobility, and
implementing nutrition plans where appropriate. These plans should
be included in discharge instructions and communicated to
post-discharge facilities

(C) Data are collected on the rate of falls, decubitus ulcers, and 30-day
readmission for patients > 65. These data are stratified by variables of
interest such as sex, payer source, age, and other factors the provider
determines valuable in identifying improvement strategies for all
populations

(D) Protocols exist to reduce the risk of emergency department delirium
by reducing length of emergency department stay with a goal of
transferring a targeted percentage of older patients out of the
emergency department within 6 hours of the decision to admit

(A) Older adults are screened for geriatric-specific vulnerability including
isolation from community, economic insecurity, limited access to
healthcare, caregiver stress, and elder abuse to identify those who may
benefit from care plan modification. The assessments are performed
on admission and again prior to discharge

(B) Positive screens for vulnerability (including those that identify patients
at risk of social determinant of health issues and mistreatment) are
addressed through intervention strategies. These strategies should
include appropriate referrals and resources for patients upon
discharge

(A) Our hospital designates a point person and/or interprofessional
committee to specifically ensure age-friendly care issues are
prioritized, including those within this measure. This individual or
committee oversees such things as quality related to older patients,
identifies opportunities to provide education to staff, and updates
hospital leadership on needs related to providing age-friendly care

(B) Our hospital compiles quality data related to the Age-Friendly
Hospital measure. These data are stratified by variables of interest
such as sex, payer source, age, and other factors the provider
determines valuable in identifying improvement strategies for all
populations and should be used to drive improvement cycles

In August 2025, CMS released further specifications for the Age-Friendly IQR Measure, which are reflected in this Table.""

in these domains are unrealistic.'®?° Smaller patient popula-
tions in rural settings may also make it harder to demonstrate
impact or justify investing in Age-Friendly protocols.

Underspecified areas and implications for
hospital attestation

Four key considerations emerge from where the 4Ms and the
AF IQR attestation statements differ or are underspecified.

We assess the potential impact on measure validity to improve
outcomes for older adults and offer suggestions for attesting
hospitals as well as policymakers to improve validity.

Consideration 1: specifying the target population

and approach to adherence measurement

The AF IQR measure has 2 features that create uncertainty
about the extent to which it will impact care for all older adults
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Table 2. Alignment between CMS Age-Friendly IQR measure’ and IHI">/ACEP'®/ACS'* 4Ms care processes: What Matters.?

4Ms Recommended care process Minimum frequency CMS AFIQR  CMS AF IQR statement Key efforts to meet IQR
Framework domain statement
What IHI AFHS: Assess: What Once per encounter and Domain 1: Our hospital has protocols 1) Define major
Matters Matters assessment upon significant Eliciting in place to ensure patient procedures and
change of condition Patient goals related to significant changes in
IHI AFHS: Act On: Align Unspecified Healthcare healthcare (ie, health clinical status, and then
What Matters with care Goals goals, treatment goals, align frequency of

plan
ACS GSV: Assess (1) overall
health goals (not limited to
current condition), (2)
treatment goals (specific to
current condition), and (3)
anticipated impact of
treatment on symptoms,
function, and living
situation. These are
documented in the EHR
with a verbatim quote by
the patient, attestation that
both surgical and
non-surgical treatments
have been discussed, and
recommended treatment
plan acknowledging how it
was informed by patient
goals
ACS GSV: Code status,
advance directives, and
medical proxy must all be
reviewed preoperatively by
the surgeon and documented
in the EHR
ACS GSV: Patient must be
offered the opportunity to
reaffirm initial
decision-making about goals
of care before the operation

Twice before surgery—
initial conversation
with opportunity to
reaffirm

Goals of care must be

revisited for any

patients with an
unexpected ICU
admission and

readdressed every 3

days for all ICU patients

living wills,
identification of
healthcare proxies,
advance care planning)
are obtained/reviewed
and documented in the
medical record These
goals are updated before
major procedures and
upon significant changes
in clinical status

assessment

2) Following assessment,
process for EHR
documentation of living
wills, identification of
healthcare proxies, and
advance care planning

#Green columns represent the 4Ms as specified by IHI AFHS, ACEP GEDA, and ACS GSV; blue columns represent aligned AF IQR statements.

Table 3. Alignment between CMS Age-Friendly IQR measure’ and IHI"2/ACEP'3/ACS'* 4Ms care processes: medication.

4Ms Recommended care ~ Minimum frequency CMS AF IQR CMS AF IQR statement Key efforts to meet IQR

Framework process domain statement

Medication  ITHI AFHS: Assess: Once per encounter ~ Domain 2: Our hospital reviews medications 1) Define major
Medication and upon Responsible for the purpose of identifying procedures and
screening for significant change Medication potentially inappropriate significant changes in
high-risk of condition or Management medications (PIMS) for older clinical status and then
medications with a change of adults as defined by standard align frequency of

medication

IHI AFHS: Act On:
Deprescribe, or
pharmacy consult

Once per encounter

evidence-based guidelines,
criteria, or protocols. Review
should be undertaken upon
admission, before major
procedures, and/or upon
significant changes in clinical
status. Once identified, PIMs
should be considered for
discontinuation and/or dose
adjustment as indicated

assessment

2) Define list of
potentially
inappropriate
medications

in the hospital. First, the attestation statements are designed
around the existence of processes or protocols in the hospital.
Hospitals are not required to report whether these apply to all
patients over age 65 or only to certain subsets. Further, it is
possible that hospitals will interpret “receiving services in

the hospital, operating room, or emergency department” as
the flexibility to only focus on a single care setting, which
would dramatically limit the potential impact—particularly
if they focus only on the ED for which only 1 attestation state-
ment directly applies.
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Table 4. Alignment between CMS Age-Friendly IQR measure' and IHI"*/ACEP'®/ACS™* 4Ms care processes: mentation.

4Ms Recommended care process Minimum CMS AF IQR CMS AF IQR statement Key efforts to meet IQR
Framework frequency domain statement
Mentation IHI AFHS: Assess: Delirium screening Every Domain 3: Our hospital screens patients 1. Define a major procedure
using an approved delirium 12 hours Frailty for risks regarding and significant change in
screening tool Screening mentation using validated clinical status and then
and instruments ideally upon align screening
Intervention  admission, before major frequencies between
procedures, and/or upon shift-level and upon
significant changes in admission, major
clinical status. procedure, and change in
clinical status
IHI AFHS: Act On: All 5 of the Varies (some  Domain 3: Our hospital utilizes positive 2. Add delirium
following: (1) Oral hydration; (2) unspecified, Frailty screens to create management plan to
Orientation; (3) Access to personal some per Screening management plans patient discharge
adaptive equipment; (4) Prevent shift) and including but not limited instructions and
sleep interruptions; (5) Avoid high Intervention  to minimizing delirium discharge summary for
risk Medications risks. These plans should post-acute facilities
ACS GSV: Discharge paperwork must be included in discharge
include (1) any deficits discovered on instructions and
delirium risk screens along with the communicated to
plan of action to address any post-discharge facilities
vulnerability and (2) information
regarding common geriatric
syndromes, including risk factors for
delirium and how to respond if it
occurs after discharge
ACEP GEDA: Care processes to (1) ~ Once per Domain 3: Our hospital has protocolsto 3. Generate measure of
minimize ED boarding for geriatric encounter Frailty reduce the risk of geriatric patients
patients at high risk for harm (eg, Screening emergency department transferred out of the ED
with delirium) AND/OR (2) and delirium by reducing within 8 hours of arrival
optimize care of geriatric patients at Intervention  length of emergency and/or within 3 hours of

high risk for harm (eg, with
delirium) who are boarding in ED
for extended period of time after
admission decision

department stay with a

the decision to admit; set

goal of transferring a target goal and monitor
targeted percentage of

older patients out of the

emergency department

within 8 hours of arrival

and/or within 3 hours of

the decision to admit

Second, the AF IQR attestation statements do not specify
thresholds; that is, what percent of hospital encounters for
older adults must demonstrate adherence to each statement
to attest yes vs no? Only the GSV Program has set benchmarks
for the reach of care, requiring that program standards touch
25%-49% or 50+% of the hospital’s eligible surgical patients
aged 75+ to achieve GSV Focused Excellence or
Comprehensive Excellence, respectively. (Since finalization
of the AF IQR measure, GSV has revised to age 65+.)!

Given that the 4Ms Framework is designed as a complemen-
tary set, it is critical that each care process is not pursued inde-
pendently, and instead, the key measure is what percent of
hospital encounters receives all 4 Ms or meets all attestation
statements.?” Aspirationally, this should also be approached
with consideration of whether care processes occurred with
optimal synchrony or alignment. For example, if there are
long gaps between screening and management plans in re-
sponse to screening outcomes, the opportunity for improved
care outcomes is substantially diminished.

In the near term, attesting organizations will define their target
population within the CMS-specified parameters and determine
whether their level of adherence—to individual attestation state-
ments based on self-determined frequency specifications and

collectively across all—is aligned with the intent of the AF IQR
measure. To begin, a feasible approach is to include all individu-
als age 65+ who spent any amount of time admitted to the hos-
pital and, for each attestation statement in domains 1-4,
construct an encounter-level measure. This would include meas-
ures of care process adherence (eg, did the encounter include mal-
nutrition screening?), outcomes (eg, whether the patient had a
fall), and demographics (eg, sex, payer source).

Over time, a more sophisticated approach to measuring care
process adherence should be pursued. Critically important
and perhaps unique to the IHI AFHS 4Ms measure is the
need to assess encounter-level adherence to the care processes
as a set. Reporting that X% of encounters met attestation
statement 1a and Y% of encounters met attestation statement
1b (and so on) fails to capture the proportion of encounters
that received comprehensive 4Ms care. Hospitals beginning
with an encounter-level reporting structure will be best posi-
tioned to construct such a composite measure.

Consideration 2: specifying care process frequencies

The AF IQR attestation statements approach the question of
frequency of care processes without a clear, consistent
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Table 5. Alignment between CMS Age-Friendly IQR measure’ and IHI">/ACEP'3/ACS'* 4Ms care processes: mobility.

4Ms Recommended care process Minimum CMS AF IQR CMS AF IQR statement Key efforts to meet IQR
Framework frequency domain statement
Mobility IHI AFHS: Assess: Mobility Once per Domain 3: Our hospital screens patients for 1. Define major
screening using an approved encounter Frailty risks regarding mobility using procedures and
screening tool, or and upon Screening and validated instruments ideally significant changes in
referral to physical therapy change of Intervention upon admission, before major clinical status, and
condition procedures, and/or upon then align frequency
significant changes in clinical of assessment
status
IHI AFHS: Act On: Ambulate  Varies Domain 3: Our hospital utilizes positive 2. Add mobility plan to
3 times a day PLUS 1 or Frailty screens to create management patient discharge
more of the Screening and plans including but not limited instructions and
following 5 options: (1) Out Intervention to encouraging early mobility. discharge summary

of bed or leave room for
meals; (2) Physical therapy;
(3) Avoid restraints; (4)
Remove catheters and other
tethering devices; (5) Avoid
high-risk medications

ACS GSV: Discharge
paperwork must include (1)
any deficits discovered on
mobility screens along with
the plan of action to address
any vulnerability and (2)
information regarding
common geriatric
syndromes, including risk
factors for falls and how to
respond if it occurs after
discharge

These plans should be
included in discharge
instructions and
communicated to
post-discharge facilities

for post-acute
facilities

standard. The domains use the term “ideally” along with
“and/or” in several attestation statements. For example, at-
testation statement 3a reads, “Patients are screened for risks
regarding mentation, mobility, and malnutrition using vali-
dated instruments ideally upon admission, before major pro-
cedures, and/or upon significant changes in clinical status.”
This suggests that the attesting organization could attest as
long as it meets the minimum frequency (ie, upon admission).
However, other attestation statements are more definitive,
such as in the Eliciting Patient Healthcare Goals where the re-
quired frequency is “before major procedures and upon sig-
nificant change in clinical status.” Conceptually, upon
admission is most straightforward to implement, align, and
track; it is equivalent to an encounter-level frequency (though
it is more specific about when in the encounter the process
must occur) and can be aligned with shift- or day-level fre-
quencies that are specified for some 4Ms care processes by
IHI AFHS implementation guides. GSV includes a definition
for what should be considered a major procedure—“opera-
tions that are expected to need 2 or more midnights of medic-
ally necessary hospital care.”* They require that goals of care
and geriatric vulnerability screenings be conducted prior to the
operation and upon discharge. Additionally, GSV Program
standards state that “goals of care must be revisited when an
older adult experiences an unexpected escalation of care to
the ICU and must be readdressed at least every 3 days for all
ICU patients,”"* helping to inform what could be defined as
a significant change in clinical status.

Collectively, this ambiguity and flexibility place a substan-
tial burden on hospitals, requiring them to develop their
own definitions for care frequency. Additionally, hospitals

face the complexity of measuring and tracking compliance
with care processes at different frequencies, particularly in
cases where a single encounter involves multiple procedures.
Undoubtedly, hospitals will make different decisions and,
since there is no gold-standard evidence on optimal frequen-
cies, frequency specifications will likely be guided by balancing
the burden of repeating an assessment or action with the like-
lihood that it generates new, actionable information.

Given the AF IQR measure flexibility, hospitals will need
to decide in a nuanced way which procedures or clinical sta-
tus changes would likely produce different assessment out-
comes, which would then trigger a change in care plan. For
example, following an orthopedic procedure like a hip frac-
ture repair, conducting a mobility assessment upon admis-
sion would likely yield an inability to walk and a bed rest
goal, with the mobility assessment after surgery likely offer-
ing the returned ability to stand or walk with assistance and
daily mobility goals set from there. While setting a higher fre-
quency bar for mobility assessment, pre-procedure would re-
sult in added clinician burden to administer screenings that
do not generate actionable changes in care, regular screening
post-procedure would generate important information about
mobility progress and associated changes to mobility goals.
As a second example, reviewing What Matters to a patient
once during a hospitalization may generally be sufficient.
However, changes in the patient’s clinical conditions or the
need for additional procedures may warrant reassessment
—particularly if the patient becomes unable to return to their
prior place of residence.

As a starting point, it would be helpful to develop a shared
list of procedure codes and operationalization of changes in
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Table 6. New dimensions of CMS Age-Friendly IQR measure’ that go beyond 4Ms care Processes.

12-14

Potential synergies and key new actions

4Ms CMS AF IQR domain CMS AF IQR statement
Framework
None Domain 3: Frailty Our hospital screens patients for risks regarding
associated Screening and malnutrition using validated instruments ideally
Intervention upon admission, before major procedures, and/or
upon significant changes in clinical status
Domain 3: Frailty Our hospital utilizes positive screens to create
Screening and management plans including but not limited to
Intervention implementing nutrition plans when appropriate.
These plans should be included in discharge
instructions and communicated to post-discharge
facilities
None Domain 4: Patient Older adults are screened for geriatric-specific
associated Vulnerability vulnerability (including isolation from
community, economic insecurity, limited access
to healthcare, caregiver stress, and elder abuse) to
identify those who may benefit from care plan
modification. These assessments are performed
on admission and again prior to discharge
Domain 4: Patient Our hospital utilizes positive screens for
Vulnerability vulnerability (including those that identify
patients at risk of mistreatment) and addresses
them through intervention strategies. These
strategies should include appropriate referrals
and resources for patients upon discharge
None Domain 5: Our hospital designates a point person and/or
associated Age-Friendly Care interprofessional committee to specifically ensure
Leadership age-friendly care issues are prioritized, including
those within this measure. This individual or
committee oversees such things as quality related
to older patients, identifies opportunities to
provide education to staff, and updates hospital
leadership on needs related to providing
age-friendly care
Domain 5: Our hospital compiles quality data related to the
Age-Friendly Care Age-Friendly Hospital Measure. These data are
Leadership stratified by variables of interest such as sex, payer

source, age, and other factors the provider
determines valuable in identifying improvement
strategies for all populations and should be used
to drive improvement cycles

ACS GSV includes screening for malnutrition and

documented management plan (eg, preoperative
referral to nutrition to evaluate for nutritional
supplements prior to surgery) as part of geriatric
vulnerability assessments. This screening must be
done preoperatively and upon discharge.

ACEP GEDA care processes include a protocol for

screening of nutritional status or food insecurity
with appropriate follow-up actions in response to
screening results. Example tools include HFIAS,
MNA

ACEP GEDA care processes include protocols for

screening or assessment for social isolation and
elder abuse using an established tool, with
appropriate follow-up actions in response to
screening results. Example social isolation
screening tools include the Duke Social Support
Index and the UCLA 3-Item Loneliness Scale.
Example elder abuse screening tools include
EM-SART, ED Senior AID, EASI, or H-S/EAST

Many hospitals screen for social vulnerability'® and

there is a separate IQR structural measure
(SDOH-1) that requires screening for patient needs
related to housing, food, transportation, and
personal safety. Therefore, hospitals may need to
newly focus on screening for isolation and access to
appropriate caregiving resources as well as the
subsequent referral workflows

ACEP GEDA (Silver Level 2, Silver and Gold Level 1)

and GSV both require that there be a director who
leads the program and coordinates care delivered
in accordance with program standards

To achieve IHI AFHS Level 2 recognition, hospitals

must submit data on counts of older adults
receiving 4Ms care, and these data must be
stratified by race, ethnicity, and language.”

To achieve ACS GSV Focused or Comprehensive

Excellence (the top 2 of 3 levels of participation),
program standards must reach 25%-49%
(Focused Excellence) or 50+% (Comprehensive
Excellence) of the hospital’s eligible surgical
patients aged 75+'¢

clinical status for which there is consensus on the value of re-
assessment—either across the board or by assessment domain.
Even more practically, hospitals could define changes in clin-
ical status as those that, at a minimum, require a transfer of
care (eg, to an intensive care unit) or a medication review.
Similarly, a list of major procedures could be compiled across
the 22 GSV sites that have had to determine which procedures
are expected to require at least 2 nights in the hospital.

In the longer run, there is a need for evidence to guide the
specification of standard optimal frequencies. It is likely that
optimal frequencies will differ not only by the specific care
process but also by a broad set of patient-level factors. As hos-
pitals interpret and implement these frequencies differently in
response to the AF IQR measure, there is an opportunity for
multi-site studies to generate such evidence. Artificial intelli-
gence tools may also be useful to predict whether an

assessment is likely to generate new, actionable information
and achieve a personalized approach to screenings that avoid
the tradeoffs of under- vs over-screening.

Consideration 3: improved documentation and
communication of 4Ms care to support care transitions

GEDA and GSV Programs include guidance to ensure the con-
tinuity of Age-Friendly care across settings. GEDA specifies a
protocol for post-discharge follow-up with the patient or care-
giver to discuss discharge plans and ensure access to subse-
quent care.'> GSV requires that the discharge summary
include any risk factors identified by the geriatric vulnerability
assessments (including cognitive, delirium, functional, and
mobility screenings) along with a plan of action to address
each vulnerability. It also requires a process for bidirectional
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Table 7. Outcomes metrics specified across IHI AFHS,'> ACS GSV,'* ACEP GEDA,"® and CMS Age-Friendly IQR measure.’

IHI AFHS
(Recommended for inpatient setting)®

ACS GSV

ACEP GEDA (Silver Level 2 must track at
least 3 of the below; Gold Level 1, at least Our hospital collects data on the

CMS AF IQR Measure

5) rate of falls, decubitus ulcers, and
30-day readmissions for patients
>65. These data are stratified by
variables of interest such as sex,

payer source, and age

Unplanned readmissions
Inpatient falls

30-day readmissions

Healthcare-acquired
infections

Restraint use

Mortality

Rates of postoperative
delirium

Rates of postoperative
deconditioning (as defined
by the institution)

Delirium

30-day readmissions
Inpatient falls
Decubitus Ulcers

Hospital admissions

Repeat ED visits

Extended ED stays

Discharge disposition

Outcomes of completed referrals
Percentage of patients receiving applicable

interventions (process measure)

Percentage of patients receiving relevant

Consumer Assessment of Healthcare

Providers and Systems (CAHPS)

survey questions

Length of stay

collaboRATE (or similar tool to
measure goal concordant care)

referrals (process measure)

3Also recommends stratification by OMB-defined race and ethnicity categories.'”

communication between post-acute care facilities and the in-
stitution to track patient outcomes.'*

The AF IQR measure focuses on the need for inclusion in
discharge documentation of a mobility plan and delirium
management plan for all patients in the hospital setting.
However, continuity is not addressed for other important
areas (eg, what matters, malnutrition). Further, given that dis-
charge documents are typically lengthy, the key is not simply a
plan inclusion but ensuring that the content is clearly called
out and framed in an actionable way. This may require, for
example, (1) a standalone 4Ms/AF summary added as a
face sheet to the discharge summary, (2) 4Ms/AF content em-
bedded directly into the physician-written discharge sum-
mary, and/or (3) a patient-facing 4Ms/AF summary that
can be shared by patients and caregivers with post-acute
care providers. Rather than focus on adding new documenta-
tion requirements, these efforts could focus on improving the
visibility of 4Ms/AF care information, especially through le-
veraging emerging technologies such as generative artificial
intelligence summarization. Identifying best practices for
continuity of the full spectrum of Age-Friendly care from
hospitals to post-acute facilities (and ideally extending the
AF IQR requirements to primary care settings) is critical
and represents a key mechanism through which the AF
IQR measure will have maximum impact on care outcomes
for older adults.

Consideration 4. Making What Matters matter

The most challenging M to implement within the 4Ms
Framework has been What Matters.”* Compared with the other
Ms that have well-defined clinical guidelines and procedures,
What Matters does not have an existing framework or tool
that fully supports the processes of eliciting, documenting, and
building care plans around what matters to older adults. Most
approaches to capturing What Matters focus on tools such as ad-
vanced directives and serious illness conversation guides (though
IHI AFHS has been clear that end-of-life focus alone, such as
presence of an advanced directive, is insufficient).>> While these
tools are appropriate and valuable, they can be reductive in that
they often fail to capture patient priorities outside of end-of-life
or in serious illness contexts, instead focusing on treatment or
clinical-related topics. This prevents the inclusion of a wide range
of potential health goals and priorities of older adults across dif-
ferent care settings and illness contexts.

The GSV Program standard represents a higher bar by re-
quiring documentation that reflects how patient goals in-
formed the treatment plan, improving capture of how this
domain may shift decision-making for patient care.'* It would
be helpful to learn best practices from the 22 GSV sites.
However, the AF IQR attestation statement does not go this
far, only requiring documentation and updating of goals,
which could further exacerbate a reductive approach to
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conceptualize and operationalize What Matters. Hospitals
should look to recent work that seeks to guide how frontline
care teams interpret and adjust care based on What
Matters,”>*® including toolkits from Patient Priorities Care
that were developed specifically to support the 4Ms.*” Yet
there remains substantial latitude and therefore a critical op-
portunity for hospitals to share emerging best practices.

AF IQR domains and overlap with measures
beyond those designated as age-friendly

While alignment between the AF IQR measure and prior AF
efforts was expected, perhaps less expected was the similarity
to other CMS IQR measures. Notably, CMS IQR Social
Determinants of Health (SDOH) measures require hospitals
to ask about 5 health-related social needs: (1) housing instabil-
ity, (2) food insecurity, (3) transportation needs, (4) utility dif-
ficulties, and (5) interpersonal safety (presence of physical or
verbal abuse).!! Hospitals already report screening levels for
these items and the proportion of positive screens to CMS.
Food insecurity relates to domain 3 screening for malnutrition
while interpersonal safety screening relates to domain 4
screening for geriatric-specific vulnerability such as isolation
from community, elder abuse, and economic insecurity.

This raises questions about whether processes designed to
meet the SDOH IQR measures should also count as meeting
the AF IQR attestation statements. The AF IQR measure is
more specific to older patients (ie, elder abuse vs “interperson-
al safety”), and perhaps in future versions, these can be
aligned. Although important, malnutrition, isolation from
community, elder abuse, and economic insecurity are not ex-
plicitly part of the 4Ms Framework and therefore likely
come with additional work to package with existing
Age-Friendly implementation efforts (though some build off
GSV and GEDA requirements).

There is a broader question of whether the AF IQR measure
may improve or exacerbate disparities in care delivery. Prior
work on 4Ms adherence has shown mixed results—with a
study in the ambulatory setting finding that gender, verbal
English proficiency, and MyChart activation were positively
associated with adherence to some 4Ms care processes,'’
and an inpatient study finding no difference in 4Ms adherence
by key patient demographics (eg, verbal English proficiency,
race/ethnicity).”® Our assessment is that the AF IQR measure
has the potential to reduce disparities by specifying care proc-
esses that should be delivered to all older adults as well as pro-
moting data collection on adherence stratified by demographic
variables. However, the AF IQR measure may result in dispar-
ities if hospitals with fewer resources or more complex patient
populations are less able to implement these processes and
then financially penalized in the future (as has occurred with
other CMS structural measures).?’

A second area of potential overlap is with the CMS Patient
Safety Structural Measure (PSSM), which focuses on health-
care organizations’ practices and strategies to build and
strengthen safety culture.'’ Attestation statements include
the following:

1. Our hospital senior governing board prioritizes safety as a
core value, holds hospital leadership accountable for patient
safety, and includes patient safety metrics to inform annual
leadership performance reviews and compensation.

2. Our hospital has a patient safety metrics dashboard and
uses external benchmarks (such as CMS Star Ratings or
other national databases) to monitor performance and in-
form improvement activities on safety events (such as
medication errors, surgical/procedural harm, falls, pres-
sure injuries, diagnostic errors, and healthcare-associated
infections).

3. Our hospital safety goals include the use of metrics to
identify and address disparities in safety outcomes based
on the patient characteristics determined by the hospital
to be most important to healthcare outcomes for the spe-
cific populations served.

These statements relate to AF IQR domains 3 and 5, with
the most direct relationships to attestation statements 3¢ (col-
lecting data specifically on falls, decubitus ulcers, and 30-day
readmissions) and 5b related to collecting broader quality
data related to the AFHS Measure that can be stratified by
demographic variables and is used to drive improvement
cycles. While the PSSM does not specify frontline care practi-
ces that can be undertaken to improve safety, there is potential
for the 4Ms care processes to be aligned with the attestation
statements to improve medication errors and falls. One pos-
sible alignment is to update PSSM statements to include
more specific safety considerations for older adults (eg, falls re-
sulting from delirium).

Looking ahead: priority areas for CMS to
maximize impact of the AF IQR measure

CMS decisions about how to refine the AF IQR measure over
time will have profound downstream impact on compliance
requirements, care delivery, and associated outcomes for older
adults. Our considerations point to clear priorities for near-
term actions to improve measure validity.

First, more precisely defining attestation statements would
reduce the burden on hospitals to interpret each statement.
It would have important secondary benefits in terms of bring-
ing greater standardization to AF inpatient care, which cur-
rently reflects substantial heterogeneity given that IHI AFHS,
GEDA, and GSV allow significant flexibility and customiza-
tion. Specifically, CMS should facilitate a collaborative effort
to define major procedures and changes in clinical status based
on commonly available structured data, with input from those
with geriatrics expertise. Additionally, CMS should clarify
areas of overlap between the AF IQR measure and other
IQR measures—in particular the SDOH and PSSM measures
—to reduce any redundancies in care delivery and reporting.
Nonetheless, it is also important to recognize that the AF
IQR measure goes beyond the 4Ms in non-trivial ways and
that, even with more specificity, hospitals will still experience
burden associated with attestation. As the AF IQR measure
evolves from yes/no attestation to reporting levels of adher-
ence, CMS should explore billing codes to more directly reim-
burse Age-Friendly care, further reinforcing the expansion in
focus beyond condition/disease-focused care.

Second, CMS should consider building stronger account-
ability for effective care transitions by incorporating outcomes
beyond 30-day readmissions that focus on older adults’
unique needs. For example, assessing falls or onset of delirium
in the post-acute care setting could generate a more nuanced
understanding of the impact of Age-Friendly care. Relatedly,
domain 1 has the potential to markedly improve how we
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define, capture, and measure What Matters. As a notoriously
challenging M to operationalize given the wide variation in
how it is interpreted and implemented, CMS could support
collaborative work that includes patients, families, clinicians,
and hospital systems to achieve a more standardized approach
to centering AF work on What Matters.

Lastly, prior work points to significant effort required to
evolve from specification of 4Ms care processes to reliable
practice of those processes for every encounter.”> Thus, over
time, CMS should move to encounter-level thresholds for
full adherence. Yet doing so poses a key challenge: setting ap-
propriate thresholds. If thresholds are too low, they may not
drive meaningful improvements in care for older adults. If
they are too high, they become unattainable targets. To inform
threshold setting using real-world data, CMS could work with
the 300 US hospitals that have level 2 IHI AFHS recognition as
this necessitates measurement of 4Ms care adherence,” ideal-
ly capturing individual process adherence as well as
encounter-level composite measures. Another option is to
build on the CMS regulatory authority to validate IQR data
and collect current-state, encounter-level adherence measures
from selected hospitals.”"

Ultimately, CMS along with the broader AFHS community
will need such data to build evidence for how Age-Friendly
care practices—whether it be the 4Ms, the 5 AF IQR domains,
or other frameworks—improve outcomes for older adults.
Gaining consensus on the key outcomes—particularly given
the heterogeneity in current outcomes across AF IQR, THI
AFHS, ACS GSV, and ACEP GEDA—is a foundational step.
It is this evidence that will be most critical in driving toward
a valid AF IQR measure that is minimally burdensome while
maximizing gains for older adults.
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