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EXECUTIVE SUMMARY

A cadre of prominent medical groups, including the ACEP, ENA, AGS, and SAEM, 
has unveiled a comprehensive set of Geriatric Emergency Department Guidelines 
to aid hospitals that are either in the process of opening senior-focused EDs or 
revamping their policies and procedures to better meet the needs of an aging 
population. The guidelines offer recommendations related to staffing, infrastruc-
ture, education, and transition-of-care strategies. In addition, they outline a host 
of screenings that studies have shown are beneficial for older adults. 
• Experts note that hospital systems around the country have already opened 50 
geriatric EDs, with many more facilities in development.
• Guideline authors state that the guidelines take an evidence-based approach to 
managing senior patients.
• While more cost and outcomes data are needed, experts say that senior-focused 
improvements to emergency care can reduce admissions and return visits to the 
ED while also boosting patient satisfaction. 
• Future efforts will focus on prioritizing the guideline recommendations so that 
ED administrators concerned with improving senior care will tackle the most 
important changes first. 
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As documented in the CDC’s National Hospital Ambulatory Medical 
Care Survey (NHAMCS), the population of patients being seen in 
American EDs continues to get older, except in EDs with a mis-

sion to serve children. This continues to be a quiet success story for the 
emergency system, as emergency care and public health efforts to reduce 
premature death from trauma, burns, and cardiac arrest have allowed the 
American population to enjoy much longer and healthier lives. Hospitals 
are increasingly focused on policies and practices that can more effectively 
meet the care needs of seniors. A number of hospital systems have opened 
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specialized units or sections within their traditional 
EDS that are devoted to caring for older patients. 
However, until recently, hospital and ED admin-
istrators have had little in the way of guidance on 
how to proceed in developing a senior-focused ED, 
and most experts would acknowledge that data 
regarding outcomes and costs are still very much 
lacking in this area. 

All hospitals except pediatric facilities are 
serving older populations, and there are already 
more than 50 EDs set up to cater to the needs 
of older populations, with more to follow. A 
cadre of groups, including the American College 
of Emergency Physicians (ACEP), the American 
Geriatrics Society (AGS), the Emergency Nurses 
Association (ENA), and the Society for Academic 
Emergency Medicine (SAEM), has jointly issued 
a comprehensive set of Geriatric Emergency 
Department Guidelines. (The full guidelines can be 
accessed here: www.acep.org/geriEDguidelines/).

While the guidelines provide a template of sorts, 
delineating what is required in terms of staffing 
and infrastructure to set up a geriatric ED, the 
authors stress that the new guidance is not just 
designed for administrators who are planning to 
open senior-focused facilities or units.

“The development of the guidelines was 
intended to really look at an evidence-based 
approach to not only managing care for seniors, 
but in developing a system of care for seniors 
when it comes to their emergency care, emergency 
management, and emergency partners,” explains 
Mark Rosenberg, DO, MBA, FACEP, FACOEP-D, 
chairman of ACEP’s Geriatric Emergency 
Department Guidelines Task Force, and chairman 
of Emergency Medicine, Geriatric and Palliative 
Medicine, St. Joseph’s Healthcare System, 
Paterson, NJ. “So the guidelines involve not only 
the environment of care, but also transition of care 
strategies, and the assessment of delirium, demen-
tia, depression, and a host of other screenings that 
are necessary when you are dealing with an older 
geriatric patient.”

Consider unique needs of seniors

Rosenberg likens the emerging trend toward the 
creation of geriatric EDs to what happened with 
respect to pediatrics a generation ago when hospi-
tal systems were building children’s hospitals and 
pediatric EDs. “Now we are starting to see these 
[specialized] needs for seniors,” Rosenberg states. 

“The [intent] of the guidelines was to develop 
a standardization or at least a goal for EDs who 
want to specialize in better care for seniors.” 

Health care experts broadly agree that older 
patients have unique health care needs, but rapidly 
changing demographics and regulatory pressures 
have clearly pushed hospitals to consider these 
needs in a more comprehensive way. The new 
guidelines point out that according to the latest 
Census figures, there were more than 40 million 
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Americans older than the age of 65 in 2010, and 
that the population aged 85 and older is growing 
at a rate that is nearly three times faster than the 
rate of the general population. 

The NHAMCS data also clearly show that older 
adults have a high demand for emergency care, 
notes Timothy Platts-Mills, MD, a co-author of 
the new guidelines and an assistant professor of 
emergency medicine at the University of North 
Carolina at Chapel Hill, NC. “Older adults have 
a very high rate of acute, severe illness and injury 
… and additionally they have a lot of requirements 
for after-hours care,” explains Platts-Mills, not-
ing that he is speaking as a researcher and clini-
cian rather than on behalf of the other guideline 
authors or of the sponsoring organizations. “Are 
there ways we can do this better? I think even 
though the evidence is not overwhelming for this, 
the answer is definitely yes. There are better and 
less better ways to do this.”

To be sure, there are some documented benefits 
to senior-focused care. For instance, Rosenberg 
points out that patients who receive services in 
senior-focused EDs are more satisfied with their 
care. “We also know statistically that patient 
admissions go down, and this is measurable and 
quantifiable,” says Rosenberg. “At my institution 
we went from 54% to 46% of our seniors who 
would be admitted [from the ED]. And we know 
that we have seen a decrease in returns to the ED 
for the same complaint. Practically, that is because 
of improved patient transition-of-care strategies.”

Even though more cost and outcomes data are 
needed, an increasing number of older adults are 
seeking emergency care, and more geriatric EDs 
are being developed. “This is all moving forward 
so we thought that at least having some expert 
consensus around what it is to have a geriatric ED, 
and what that should look like, was important 
even if the evidence isn’t there yet to support every 
suggestion we made,” says Platts-Mills. (Also see: 
“Senior-focused EDs: Plenty of buzz, but out-
comes/costs TBD,” p. 53.)

‘It takes a village’

Through structure and organization, the guide-
lines emphasize three main areas: staffing, follow-
up and transitions of care, and education, observes 
Platts-Mills. “These areas are where there is a lot 
of [potential] for administrators to improve the 
quality of care for older adults,” he says.

Of particular importance is the way organiza-
tions use these three areas to identify and address 

the priorities of care for the older patient, says 
Platts-Mills. “Older patients vary a lot in terms of 
what their priorities are. Some are very high func-
tioning and are sick and want maximal care, and 
some are not high functioning and they are sick 
and they may not actually want maximal care,” 
he says. “Then some older patients aren’t too sick, 
and they are able to go back to the community, 
but they may have a lot of disabilities, and so the 
potential for a well-run ED to help older adults 
return home or return to a nursing home safely 
is large. I think there is a lot of potential added 
value.”

For instance, if an older patient presents to the 
ED because he fell in a nursing home, the care 
decisions made by a provider can vary greatly, 
observes Platts-Mills. “You can spend a lot of 
money very quickly by doing tests in the ED, and 
I think emergency physicians realize this,” he says. 
“But it requires extra time and support to have 
conversations with the people in the nursing home 
who saw what happened, with the family members 
to get a better understanding of what the prefer-
ences are, and then coordinating things at home 
to make sure that yes, there is a neighbor who 
can check on the patient and yes, there are home 
health people who can come by the following day, 
and yes, the primary care physician can see the 
patient within 48 hours.”

All of this extra work takes time and energy, 
and EDs can only accomplish these tasks with 
the proper staffing and organization, but such 
resources can add tremendous value both to the 
patient and to the health care system, says Platts-
Mills. “If you have a geriatric ED or the compo-
nents of a geriatric ED — meaning a social worker, 
connections to a primary care system that can take 
care of the patient, and resources in the commu-
nity  — then you can really make a big difference,” 
he says. “Yes, it is complicated. It sort of takes a 
village to take care of older adults, so part of the 
role of the ED is being at the center of the village 
or one of the hubs of the village, and being con-
nected to the other parts of the village.”

Further, clinician education is central to provid-
ing effective care to the older patient, says Platts-
Mills. “Medications are a common contributing 
factor to all sorts of adverse events, including 
falls,” he says. “Also, [education about] looking 
for more subtle symptoms or presentations in the 
setting of trauma or acute coronary syndrome; 
signs and symptoms in older patients sometimes 
will not be as obvious.”

Effectively caring for a geriatric patient requires 
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added training in many different areas, adds Platts-
Mills. “Some of this involves developing a comfort 
level in communicating with older adults and their 
families, treating their pain, and addressing their 
symptoms without having a fear of legal concerns 
or something else,” he says. 

Aim for a protocol-driven care system 

Rosenberg reiterates that it is not reasonable 
or financially feasible for all hospitals to establish 
separate geriatric EDs or units. However, they can 
still rely on the guidelines to improve the care they 
provide to older adults. In fact, he notes that many 
of the changes that the guidelines recommend are 
not just good for seniors; they’re better for all 
patients. For instance, with respect to environmen-
tal factors, non-slip, non-glare floors, dimmable 
lighting, thicker mattresses, and soothing paint 
colors make sense for all patients, he says. (Also 
see: “Care transitions: Geriatric medicine offers a 
roadmap to follow for managing patients of any 
age with complex care needs,” p. 53.)

All types of hospitals and EDs are planning to 
improve the delivery of services to older patient 
populations. Rosenberg recalls the administra-
tors of a 6,000 visits a year ED wanted to create 
a senior-friendly ED — even though they only 
had about a half-dozen beds to work with. “I said 
let’s make the whole ED more senior friendly,” he 
says. “Let’s look at the lighting and those types of 
things, but also for the 65-and-older population, 
lets come up with policies, protocols, and care 
strategies that will be uniquely beneficial for that 
age group, and that’s what we did.”

In his own setting, Rosenberg says there have 
been many improvements in care for senior 
patients, but one particularly obvious stride is that 
clinicians are doing a much better job of diagnos-
ing cases of delirium — one of the conditions com-
monly misdiagnosed in the senior population. “It 
is hard to imagine how many cases we would have 
missed under the old model of care, but we are 
now doing delirium screening on everybody and 
we are picking up more cases,” he says. 

Similarly, by performing nutritional assessments 
on patients, clinicians are picking up more cases 
of malnutrition, a condition that puts seniors at 
risk for revisits to the ED, says Rosenberg. “It is 
not just painted walls, sound-proofing, and thicker 
mattresses. It is a whole protocol-driven care 
system that is unique for the needs of seniors,” he 
says. 

However, Rosenberg acknowledges that the 

guidelines offer so many recommendations that it 
may be difficult for administrators to discern where 
to begin their senior-focused improvement efforts. 
Consequently, he is working with ACEP’s geriatrics 
section to put together a workgroup to prioritize the 
recommended steps and practices. This way, if an 
administrator is planning to open up a geriatric ED, 
he or she will be able to focus on the most impor-
tant things first, explains Rosenberg. 

“Some things are very, very easy. The cost of 
creating a geriatric ED should not be unobtainable 
within the budgetary constraints that hospitals 
are going through,” observes Rosenberg. “You 
don’t have to add big expense to get better care, 
better patient satisfaction … better management 
of patients whether they need admission or don’t 
need admission, and better transitions of care. 
Much of this can be done by just coordinating 
[existing] resources.”

If the Affordable Care Act helps to link more 
seniors with primary care providers, that should 
help EDs better focus their efforts on behalf of 
senior patients as well, notes Platts-Mills. “Then, 
hopefully, there will be somebody who has a clear 
sense of what the patient’s priorities are and what 
sorts of problems they face,” he says.

 However, Platts-Mills hastens to add that 
emergency providers should not worry that they 
will somehow be displaced by PCPs. “There is 
a common misconception that primary care, 
once it is set up properly, will make the need for 
emergency care go away, and that is not sup-
ported by any of the data that we have,” he says. 
“Emergency care and primary care are not substi-
tutes. Primary care increases the recognition that 
patients have medical problems and one of the 
ways that we treat medical problems is through 
emergency care.”  n
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Senior-focused EDs: 
Plenty of buzz, but  
outcomes/costs TBD

One indication that senior-focused emergency 
care settings are catching on: For the first 

time, geriatric EDs have appeared on the Plym-
outh Meeting, PA-based Emergency Care Research 
Institute’s (ECRI) Top 10 Hospital C-Suite Watch 
List, an annual list of new technologies and health 
system developments that providers and policy 
makers should “think carefully about,” according 
to ECRI. (To download a copy of the report, visit 
www.ECRI.org, and click on the C-Suite Watch 
List under “Hot Topic Resources” on the right. )

In its comments on geriatric EDs, ECRI notes 
that in addition to the existence of at least 50 
senior-focused EDs, more than 100 of these facili-
ties are in development at hospital systems across 
the country. But the report also emphasizes that 
there is not much data to show that geriatric EDs 
are cost-effective. 

“There are some studies showing reduced 
admissions to an intensive care unit … but there 
really isn’t an awful lot of material out there say-
ing that these are a bona fide plus on the financial 
charts,” explains Robert Maliff, MBA, the director 
of ECRI’s applied solutions group. “I think what 
we are seeing is that as health care transitions from 
a fee-for-service environment to a value-based 
purchasing environment and the ACO [account-
able care organization] model … there is a lot of 
interest in these.”

Whether geriatric EDs will prove to be success-
ful under the newer financial models is an open 
question, but Maliff notes that many health care 
organizations clearly believe that the approach 
will work. “They are thinking that from a patient 
perspective they will be successful, from a financial 
perspective that they will beneficial, and that from 
a marketing perspective they will be successful as 
well,” he observes. 

But that doesn’t mean that all hospitals, large 
and small, should immediately start figuring out 
how to open senior-focused EDs of their own. For 
one thing, Maliff stresses that hospitals need to 
conduct market analyses to see how many senior-

aged patients a new facility would likely serve, and 
they also need to consider the costs. 

“The hard-core infrastructure of a senior ED, 
whether it is a totally separate ED or a wing in the 
ED dedicated to seniors, is capital intensive,” says 
Maliff. Indeed, ECRI’s C-Suite Watch List report 
notes that the financial outlay required to build 
a new facility can run into the millions, although 
costs can vary greatly depending on an institution’s 
needs and resources. 

For many organizations, a better place to begin 
the process of developing a senior-friendly ED is by 
assessing whether you have staff in place who are 
trained in geriatric issues. “Do you have a geriatric 
nurse or a geriatric social worker who is able to sup-
port these patients when they present to the ED?” 
notes Maliff. “That is an important factor.”  n

Care transitions:  
Geriatric medicine offers 
a roadmap to follow

While an increasing number of hospital sys-
tems are creating senior-friendly EDs, one 

new study suggests that many of the tenets of 
geriatric medicine are also applicable to the care of 
patients with complex health problems, especially 
with respect to care transitions.1

“The main lesson that comes out of geriatrics 
is the whole idea of taking a holistic approach,” 
explains Alicia Arbaje, MD, MPH, the director 
of transitional care research at Johns Hopkins 
Bayview Medical Center, and an assistant pro-
fessor of medicine at Johns Hopkins School of 
Medicine in Baltimore, MD. “[With these complex 
patients] it is not just about a particular disease. It 
is about how all those diseases interact with each 
other that makes a patient end up back in the ED.”

Arbaje notes that while it is easier to focus on a 
particular disease, complex patients require pro-
viders to consider a bigger picture. “Focusing on 
disease-specific interventions such as a heart failure 
clinic or some sort of bridge clinic that is focused 
on a particular disease is not going to be as helpful 
to someone who has multiple chronic conditions,” 
she says.

A second lesson from geriatrics is the notion 
that providers should not just consider the patient, 
but also their immediate home community and 
the health system in the region that cares for the 
patient. “Especially for frail, older people and
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others with complex needs, there is often a whole 
team of people who are trying to help,” observes 
Arbaje. “So spouses, children, the primary care 
practitioner (PCP), specialty physicians, social 
workers, and case managers also need to be 
included in interventions to help reduce readmis-
sions.”

It is not enough to just notify a PCP that a com-
plex patient has been to the hospital or the ED, 
notes Arbaje. “As doctors, we often say that as 
long we keep our patients safe, we have done our 
job. Our jurisdiction, so to speak, is the patient 
and maybe their family, but it is really much 
broader than that,” she explains. Consequently, 
she stresses that it is important to facilitate an 
exchange of information to all the different receiv-
ers of the patient.

Too frequently, home health agencies are left out 
of the loop, observes Arbaje. “They are often the 
ones who help manage these complex patients out 
in their homes and their communities … but often 
times they don’t really get involved until after the 
fact,” she says. “They may not know what changes 
have been made, and they are often relying on the 
patients themselves for this kind of information, 
and we can’t let the patient be the only person 
providing this information.”

As is the case with many geriatric patients, 
complex patients often have cognitive and/or func-
tional impairments from whatever diseases they 
have. “Maybe it is diabetes and they can’t walk 
very well, maybe it is arthritis, or maybe they are a 
dialysis patient and they have some cognitive issues 
around dialysis or functional impairments,” notes 
Arbaje. “They can’t move, they can’t think, and 
they can’t manage their health care. And that is a 
big driver of what is making people end up back 
in the ED, or making families frustrated that they 
can’t handle the patient anymore and therefore the 
ED is the next place to send them.”

Arbaje laments the fact that many of the inter-
ventions that have been developed to reduce 
readmissions and improve transitions of care stem 
from research on patients who don’t have a very 
high level of cognitive or functional impairment. 
“[Interventions] really need to incorporate the 
fact that many of these patients may not be able 
to implement a discharge plan that an ED has so 
carefully put together,” she says. 

Consequently, Arbaje states that it is important 
to involve people who can assess the level of cogni-
tive or functional impairment and identify commu-
nity resources to address these deficits. This could 
involve referrals to physical or occupational thera-

pists, for example. “In some cases, the solution 
may be as simple as giving the discharge instruc-
tions to someone who isn’t cognitively impaired 
or functionally impaired, or making sure that the 
instructions are clear enough to be understood by 
the patient,” she says. “There needs to be follow-
up because we know that cognitive and functional 
impairment can get better over time.”

Providers should keep in mind that there is only 
so much a patient or family can take on at one 
particular moment. Therefore, spreading the infor-
mation out to others who can take it and then also 
having a time frame to follow up when people may 
be better able to receive the information may make 
sense in some cases, says Arbaje.

Having ED-based care coordinators who can 
take on some of these responsibilities is one poten-
tial solution. “This can be a case manager or a 
social worker, but the key is there needs to be 
those resources for them to coordinate to,” says 
Arbaje. “And there needs to be a sense of account-
ability around that.”

To achieve this accountability, hospitals and EDs 
may need to work with outside resources to devise 
new solutions. For example, Arbaje notes that in 
recent years there has been a big push to make sure 
that PCPs are notified whenever they have patients 
who are being discharged from the hospital or the 
ED so that they can follow up. “That is very good, 
but the reality is that most PCP offices are not able 
to handle this information as it is coming in,” says 
Arbaje. “There is usually not a workflow to pick 
that up. It is just not part of the culture. So you 
can push the information out, but there is usually 
not someone who can receive it.”

One way to rectify the problem would be to 
have PCP offices establish a mechanism to receive 
that information and have someone call those 
patients, says Arbaje. “Maybe there could be a 
partnership between the PCP offices and the ED to 
have certain slots available for people who have 
just been seen in the ED,” she explains. “There 
isn’t one clear answer because people are still try-
ing to figure this [problem] out.”

With the emergence of accountable care organi-
zations, more health care systems are experiment-
ing with ways to get different parts of the health 
system to work more closely together to improve 
patient outcomes. With financial incentives behind 
such changes, more solutions should emerge, notes 
Arbaje. “The health systems that are going to be 
the most successful are going to be the ones that 
figure this out, embrace it, coordinate care, and 
establish a model that works for them.”  n
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Emergency providers 
see big potential for 
Google Glass
Device facilitates hands-free communications, 
telemedicine consults with specialists 

There is no question that information technol-
ogy (IT) offers many advantages to health 

care, but it has also introduced complications. 
One notable example is the disruption that occurs 
when providers must look away from their pa-
tients to enter or view information on a computer 
screen. Studies suggest this can be off-putting to 
patients, and providers can actually miss signs or 
symptoms because they are preoccupied with the 
computer. 

However, with the unveiling of Google Glass, 
a wearable computer that enables users to pull up 
and view information without looking away from 
the patient, there is hope that not only will some 
of these IT-related problems be vanquished, but 
also that providers will find exciting new ways to 
leverage the technology.

 In fact, among the first to experiment with 
Google Glass are emergency providers at a small 
but quickly growing number of hospitals. These 
early users are enthused about having hands-free 
data-retrieval capabilities, but they’re also finding 
that the appliance — which is worn like a tradi-
tional pair of glasses — has intriguing potential 
to make telemedicine consults simpler, easier, and, 
perhaps, commonplace in the emergency setting. 
Although some obstacles to this type of large-
scale use remain, it’s clear that there is no short-
age of ideas on how to use the technology in the 
emergency setting.

Device facilitates
hands-free communications

Beginning in December of 2013, the ED at 
Beth Israel Deaconess Medical Center (BIDMC) 
began experimenting with a version of Google 
Glass that is compliant with the Health Insurance 

Portability and Accountability Act (HIPAA). 
“A stealth startup company called Wearable 
Intelligence has been working very closely with 
us to design a custom application in which 
the Glass only talks to our internal services,” 
explains Steven Horng, MD, MMSc, one of four 
emergency providers at BIDMC who have been 
piloting the approach. “We see Glass as another 
platform to deliver our EDIS [ED information 
system].”

One of the things that makes this approach 
different from tablet-based applications is that 
the Google Glass platform is always on, deliv-
ering both wearable computing and ubiqui-
tous computing, explains Horng. “It allows 
for information-retrieval tasks such as seeing 
what the patient’s name is, what their allergies 
are, what their medical problems are, and what 
their vital signs and current complaints are,” he 
says. “The Glass knows where you are and who 
you are talking to because before you go in to 
see a patient, you can either scan a QR [quick 
response] code in front of the room to identify 
the patient or there are a couple of other ways 
that we can select patients.”

EXECUTIVE SUMMARY

Emergency providers are among the first in health care to 
experiment with Google Glass, a computer that is worn 
like a traditional set of glasses, enabling clinicians to pull 
up critical information from a patient’s electronic medical 
record (EMR) or call for assistance without looking away 
from the patient. Special applications of the device can 
also be used to facilitate telemedicine consults with spe-
cialists while patients are still in the ED. According to early 
users, protecting patient privacy has not been a problem 
in early applications of the device. However, state-level 
laws remain a barrier to large-scale implementation of the 
technology in some regions. 
• Emergency providers at Beth Israel Deaconess Medical 
Center in Boston, MA, see Google Glass as another plat-
form for their ED information system. The approach is 
being used to facilitate hands-free communications and to 
expedite workflow. 
• At Rhode Island Hospital in Providence, RI, emergency 
providers are testing a telemedicine application for Glass 
that enables providers to connect patients with off-site 
dermatologists while they are still in the ED, eliminating 
the need for additional specialty appointments. 
• Early users believe that Glass and similar innovations will 
eventually play a strong role in preventing readmissions 
by providing remote care to patients — especially in the 
first few days following discharge from the hospital or ED.
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Providers can verbally instruct the appli-
ance to pull up specific information, or they can 
scroll through the various computer screens of 
a patient’s electronic medical record (EMR), for 
example, by tilting their heads up or down. “We 
have also enabled multi-gestures so if you cannot 
talk or if it is really noisy — or perhaps you don’t 
want to verbalize what you are looking for — 
you can use your fingers to swipe back and forth 
to get through the screens,” explains Horng. 
“There is a touchpad on the side of the Glass, so 
we try to find multiple ways of doing the same 
thing to investigate which way is most useful, but 
also to give the user a lot of flexibility.”

One of the other things that Google Glass 
enables is hands-free communications. “[The 
device] is already on so you don’t have to go get 
it. And you can not only receive messages, but 
you can also page providers,” says Horng. “So 
if you are doing a central line and the patient is 
waking up and you need more sedatives, you can 
scream at the top of your lungs to get someone to 
help you, or you can just tell your Glass to page 
someone and do it that way.”

Privacy needs to be safe-guarded

Horng recalls one recent case in which the 
device became particularly valuable. It involved a 
patient who came into the ED with a severe brain 
bleed. “The management priority for patients 
who have these massive brain bleeds is to quickly 
lower their blood pressure as well as to get them 
to the operating room,” explains Horng. “This 
patient was still alert and awake and he was able 
to tell us that he was allergic to a blood pressure 
(BP) medication, but he really couldn’t tell us 
which one.”

Normally, in this situation the provider would 
need to cut away from the patient, log in to the 
computer, and search the EMR for the relevant 
information — a task that is time consuming, 
particularly when there is just one computer in 
the room, and potentially several people who 
need to be using it, notes Horng. “However, 
what Glass enabled me to do was not only find 
the allergy information, but I also found out 
that the patient was on a blood thinner, which is 
extremely dangerous in these patients,” he says. 
“So quickly, while looking for other information, 
I found this other critical piece of information, 
and we were able to quickly start the patient on 
Kcentra, a medication used to quickly reverse 
anti-coagulation.”

During the pilot testing period, beta users have 
worked with developers on a number of refine-
ments to improve the stability and usability of the 
Google Glass application. “Some of these modifi-
cations include the addition of an external battery 
pack, increasing the wireless transmission power, 
pairing the headset with our clinical iPhone, 
and using head tilt to control vertical scrolling,” 
explains Horng. “As the device was being used 
in clinical care, we needed to rigorously test 
our setup to ensure that the application was not 
only reliable and intuitive, but also improved the 
workflow for clinicians rather than impeded it.” 

While further refinements and enhancements 
are likely, at press time, BIDMC was getting 
ready to expand use of the Glass application to 
the rest of the ED. “Our biggest [priority] has 
been to ensure that the same safety and privacy 
safeguards that we have in all of our other web-
based applications are also true on the Glass 
application, so in order to log in, providers have 
to have appropriate credentials,” explains Horng, 
noting that if a provider loses a device or turns 
it off, all the information on it is wiped clean, so 
nothing is persistent on the device. “I would say 
privacy has to be the most important thing. If you 
can’t meet those standards, then you obviously 
can’t use the application for patient care.”

Use telemedicine to streamline care

Oftentimes, patients who present to the ED 
need to be referred to specialists, requiring 
another appointment and more running around. 
But what if emergency providers could use 
Google Glass to connect patients with specialty 
care right on the spot? The idea doesn’t seem 
particularly far-fetched to Paul Porter, MD, an 
emergency physician at Lifespan, a Providence, 
RI-based health care system that includes several 
medical centers including Rhode Island Hospital, 
the state’s largest health care facility. In fact, 
Porter utilized a similar approach when he was in 
charge of the ED in Iraq as an army reservist.

“It was difficult and dangerous to transport 
patients within Iraq and back home to the United 
States, so I began using cell phone photos to con-
tact specialists at Walter Reed National Military 
Medical Center [in Bethesda, MD] when neces-
sary, and it worked very well,” recalls Porter. 
“Since then, I have been looking for a way to get 
into telemedicine here at Lifespan in an effort to 
reduce costs while continuing to practice high 
quality emergency medicine.”
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Consequently, working with two residents, 
Peter Chai, MD, and Roger Wu, MD, Porter 
developed a study that involves using a special 
version of Google Glass to connect patients who 
present to the ED with visible skin conditions 
with specialists, utilizing the device’s camera and 
audio capabilities so that an off-site outside spe-
cialist can see and communicate with the patient 
while he or she is still in the ED. 

“Although we trialed other platforms, Glass’ 
low unit cost was appealing,” notes Porter. Each 
device costs roughly $2,400, according to reports. 
“We think it will also provide higher quality care 
at the bedside and decrease the need for follow-
up appointments. Also, with Glass specifically, we 
like the ability to maintain eye contact with the 
patients,” adds Porter.

Under the study, which has been approved by 
Rhode Island Hospital’s internal review board 
(IRB), Porter and his colleagues have set up a 
system to conduct tele-dermatology consults on 
select patients who meet the IRB criteria, explains 
Porter. “We chose dermatology as a starting point 
because it is one of the specialties that relies 
heavily on visual diagnosis while also being … 
relatively scarce in terms of access,” he observes. 
Further, the hospital estimates that the ED sees 
about 100 patients a month with the types of skin 
conditions that would lend themselves to this type 
of consult. 

With this approach, Porter notes that patients 
should receive better real-time care without hav-
ing to wait to see a specialist, although the formal 
results of the study will not be available for a few 
months. “As this is a feasibility study, we are not 
billing for the consults. However, we plan trial 
billing for consults after the end of our research,” 
he explains. 

Porter actually has far grander plans in mind. 
“We have the vision to build Rhode Island’s 
virtual medical home for acute care, of which 
Google Glass will be one part, particularly in 
bringing a specialist to the bedside in time-sensi-
tive areas such as stroke, orthopedics, and other 
specialties,” he says. “

Further, Porter believes that Glass and similar 
innovations will eventually play a strong role 
in preventing readmissions by providing remote 
care to patients — especially in the first few days 
following discharge from the hospital or ED. 
Such linkages can help to ensure that patients are 
stable, they’re taking their medicines as directed, 
and that they understand their recovery goals, 
adds Porter. “We believe that telemedicine with 

Google Glass and a number of other small devices 
will provide the higher quality, lower-cost virtual 
medical home of the future,” he says. 

Consider state-level laws

For other emergency providers interested in 
going down this road, Porter cautions that there 
are significant obstacles. “In terms of the tech-
nical considerations, great care has to be taken 
because each HIPAA violation can generate very 
large fines,” he says. “We not only had to find 
technology that works, but technology that is 
HIPAA compliant and encrypted from start to 
finish.”

Porter found the kind of technology he was 
looking for at Pristine, an Austin, TX-based 
startup that is producing a stripped-down version 
of Glass that produces only live and encrypted 
video and audio, and is incapable of connecting 
to the Internet. These qualities preserve the kind 
of strict patient privacy that is required under 
HIPAA, explains Kyle Samani, the cofounder and 
CEO of Pristine. “A big part of our challenge is 
just trying to reduce this fear that Big Brother is 
watching, because he is not,” stresses Samani, 
reiterating that the device is not recording.

Pristine offers two Google Glass applications. 
The EyeSight application is what is allowing 
Porter and his colleagues to consult with off-sight 
dermatologists while the patient is in the ED. A 
second application, CheckLists, is a reminder tool 
that enables physicians to consider every impor-
tant task in specific clinical situations. 

While Rhode Island Hospital is the first to use 
Pristine’s device, Samani says he is in discussions 
with five other EDs that will be rolling out Glass 
applications in the next couple of months, and 
they each have different ideas on how to leverage 
his device. “How many different [applications] do 
you have on your iPhone? Probably 30 or 40,” he 
says. “Glass is a computer just like your iPhone 
or your laptop, and we are going to see a lot of 
interest from different departments and they are 
all going to have their own apps.”

In fact, one of the challenges Samani has run 
into when consulting with health care providers is 
just limiting the scope of the conversation. “It is 
very easy to dream. We say O.K., hold on there. 
Glass is new. Let’s start with this,” he says. 

Another challenge is that the laws regarding 
telemedicine vary from state to state, and some of 
these laws prevent devices like Glass from being 
used to their full potential, explains Samani. For 
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instance, he notes that in Texas, where Pristine 
is based, providers can only be reimbursed for 
telemedicine visits if they have already seen the 
patient in person at least once. “Telemedicine 
laws are better than they were a couple of years 
ago when they were abysmal, but they are still 
pretty poor overall in terms of support,” adds 
Samani. “The reality is that when you go state 
to state, the laws are very arbitrary, and that is 
frustrating.”

Porter adds that administrators and provid-
ers interested in this type of innovation will also 
likely face political challenges. “Most organiza-
tions are in transition right now as health care 
has brought about many administrative changes; 
IT departments are generally converting to some 
newer version of the electronic medical record 
and are extremely busy, budgets are tight, and 
most managers are risk-averse,” he explains. 
However, with supportive management, these 
political hurdles can be overcome, adds Porter.  n

• Steven Horng, MD, MMSc, Emergency Provider, Beth 
Israel Deaconess Medical Center, Boston, MA. E-mail: 
shorng@bidmc.harvard.edu. 
• Paul Porter, MD, Emergency Physician, Lifespan, 
Providence, RI. E-mail: pporter@lifespan.org. 
• Kyle Samani, Cofounder and CEO, Pristine, Austin, TX. 
E-mail: kyle@pristine.io. 

Study: One-third of  
patients with BSIs receive 
inappropriate therapy

New research suggests that as many as one 
in every three patients with a bloodstream 

infection is given therapy that is not appropri-
ate. The findings, published in the journal PLOS 
ONE on March 18, 2014, cite ineffective antibi-
otics as well as growing drug resistance, and the 
high prevalence of S. aureus bacteria is among the 
chief challenges facing community hospitals in 
their treatment of bloodstream infections, which 
are a leading cause of death and suffering in the 
United States.1

In an effort to better understand the types of 
bloodstream infections that are found in commu-
nity hospitals, the researchers gathered data on 
patients seen in community hospitals in Virginia 
and North Carolina between 2003 and 2006. 
They then focused in on 1,470 of these patients 
who had bloodstream infections. 

More than half of these infections (56%) were 
health care-associated, although symptoms began 
before patients were admitted to the hospital. 
Another 15% of the infections began while 
patients were in the hospital. The researchers 
found that 29% of the infections were acquired in 
the community and unrelated to medical care. 

The most common pathogen responsible for 
these infections was S. aureus, which was found 
in 28% of the infections, followed by E. coli, 
which was found in 24% of the patients. The 
researchers found that multidrug-resistant patho-
gens were present in 23% of the patients, rep-
resenting an increase over previous studies. Of 
these, methicillin-resistant S. aureus (MRSA) was 
the most common pathogen involved. 

The researchers point out that the findings 
illustrate that the types of bloodstream infections 
found in community hospitals are similar to those 
seen in tertiary care centers, dispelling the mis-
conception that community hospitals don’t com-
monly see the more serious types of infections. 
However, the researchers found that 38% of the 
patients who presented to a community hospi-
tal with a bloodstream infection were initially 
prescribed an antibiotic that was not effective 
against their infection.

The patients most likely to receive an ineffec-
tive antibiotic included patients who were in a 
hospital or nursing home within the past year and 
patients with impaired function and/or multidrug-
resistant pathogens. Consequently, researchers 
advise clinicians to consider these risk factors 

SOURCES
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CNE/CME QUESTIONS

CNE/CME OBJECTIVES
1.  Apply new information about various 

approaches to ED management. 
2.  Discuss how developments in the regulatory 

arena apply to the ED setting.
3.  Implement managerial procedures suggested by 

your peers in the publication.  n

when prescribing antibiotic therapy for blood-
stream infections. Further, they note that one 
way to improve prescribing would be to develop 
an intervention that prompts electronic medical 
records to automatically alert providers to these 
risk factors when they are selecting antibiotic 
medications. 

The researchers note that 250,000 bloodstream 
infections occur each year, costing an estimated 
$37,000 per patient. However, most of the 
research that has been done to date on blood-
stream infections has occurred at tertiary care 
centers rather than community hospitals.  n
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EARN CREDIT FOR THIS ACTIVITY:
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1. Mark Rosenberg, DO, MBA, FACEP, FACOEP-D, likens 
the emerging trend toward the creation of geriatric EDs to 
what happened with respect to _________ a generation 
ago.
A. chest pain units
B. assisted living facilities
C. intensive care units
D. pediatrics
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2. Rosenberg also states that in his own setting, there have 
been many improvements in care for senior patients, but 
one particularly obvious stride is that clinicians are doing 
a much better job of diagnosing which condition that is 
commonly misdiagnosed in the senior population?
A. cases of delirium
B. cases of malnutrition
C. dementia
D. sepsis

3. Through structure and organization, the newly released 
Geriatric Emergency Department Guidelines emphasize 
three main areas: staffing, follow-up, and __________, 
according to Timothy Platts-Mills, MD.
A. pharmacology
B. transitions of care 
C. fall prevention
D. care environment

4. One new study notes that many of the tenets of 
geriatric medicine are also applicable to the care of 
patients with complex needs, especially with respect to 
care transitions. For instance, Alicia Arbaje, MD, MPH, 
notes that the main lesson that comes out of geriatrics is:
A. the importance of communicating in terms the patient 
can understand
B. the notion that care requires a team effort
C. the idea of taking a holistic approach 
D. the importance of including family in the care plan

5. Steven Horng, MD, MMSc, one of four emergency 
providers at Beth Israel Deaconess Medical Center in 
Boston, MA, who has been piloting the use of Google 
Glass, says BIDMC sees Glass as:
A. another platform to deliver the ED information system
B. a way to streamline workflow
C. a mechanism for enabling more face time with the 
patient
D. a step forward in terms of communications within the 
ED

6. Horng also states that BIDMC’s biggest priority in 
implementing the Glass application has been to:
A. ensure that the device improves rather than impedes 
workflow
B. ensure that patients are not distracted by the device
C. ensure safety and privacy
D. ensure that the device is cost effective 
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In an effort to learn more about the professionals who read ED Management, we are conducting this reader
survey. The results will be used to enhance the content and format of EDM.

Instructions: Fill in the appropriate answers. Please write in answers to the open-ended questions in the 
space provided. Either fax the completed questionnaire to 404-492-5933, or return it in the enclosed 
postage-paid envelope. The deadline is July 1, 2014.

23. How would you rate your overall
satisfaction with your job?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

In future issues of EDM, would you like to see more or
less coverage of the following topics?

1. Benchmarking/Best practices

A. more coverage  B. less coverage  C. about the same amount

A B C
A B C
A B C
A B C
A B C
A B C
A B C

2. Clinical topics
3. EMTALA
4. The Joint Commission
5. Morale
6. Patient satisfaction
7. Overcrowding/patient flow/

reducing delays
8. Reimbursement

Please rate your level of satisfaction with the following items.

15. quality of newsletter A B C D
A B C D
A B C D
A B C D
A B C D
A B C D

16. article selections
17. timeliness
18. length of newsletter
19. overall value
20. customer service

A. excellent  B. good  C. fair  D. poor

24. How would you describe your
satisfaction with your subscription to EDM?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

21. On average, how many people
read your copy of EDM?

A. 1-3
B. 4-6
C. 7-9
D. 10-15

E. 16 or more

22. Do you plan to renew your subscription to EDM?
A. yes
B. no If no, why not?

9. Risk management/liability risks

14. Other. Please list:

A B C
A B C

25. What is your title?

A. Chairman
B. Director of emergency services
C. Nurse manager
D. ED physician

E. Other

10. Staffing A B C
11. Technology A B C
12. HIPAA compliance/privacy A B C
13. Staff education/inservice A B C



26. To what other publications or information sources about ED management do you subscribe?

27. Including EDM, which publication or information source do you find most useful, and why?

29. Please list the top three challenges you face in your job today.

30. What do you like most about ED Management?

31. What do you like least about ED Management?

32. What are the top three things you would add to EDM to make it more valuable for your money?

Contact information

28. Which website related to your position do you use most often?




