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Abstract

Study Objective: We sought to describe diagnosis rates and compare common process 

outcomes between geriatric EDs (GEDs) and non-GEDs participating in the American College 

of Emergency Physicians (ACEP) Clinical Emergency Data Registry (CEDR).

Methods: We conducted an observational study of ED visits in calendar year 2021 within 

the CEDR by older adults. The analytic sample included 6,444,110 visits at 38 GEDs and 152 

matched non-GEDs, with GED status determined by linkage to ACEP’s GED Accreditation 

Program. Stratified by age, we assessed diagnosis rates (X/1000) for four common geriatric 

syndrome conditions and a set of common process outcomes including ED length of stay, 

discharge rates, and 72-hour revisit rates.
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Results: Across all age categories, GEDs had higher diagnosis rates than non-GEDs for three 

of the four geriatric syndrome conditions of interest: UTI, dementia, and delirium / altered mental 

status. Median ED site-level length of stay for older adults was lower at GEDs compared to 

non-GEDs, while 72-hour revisit rates were similar across all age categories. GEDs exhibited a 

median discharge rate of 67.5% for adults 65–74 years of age, 60.8% for adults 75–84 years of 

age, and 55.6% for adults greater than 85 years of age. Comparatively, the median discharge rate at 

non-GED sites was 69.0% for adults 65–74 years of age, 64.2% for adults 75–84 years of age, and 

61.3% for adults greater than 85 years of age.

Conclusion: GEDs had higher geriatric syndrome diagnosis rates, lower ED lengths of stay, 

and similar discharge and 72-hour revisit rates when compared to non-GEDs in the CEDR. These 

findings provide the first benchmarks for emergency care process outcomes in GEDs compared to 

non-GEDs.

Introduction

Background

Emergency department (ED) visits by older adults are increasing given the aging population 

and the expanded role the emergency care setting is playing in the evaluation of acute 

illnesses in undifferentiated older patients.1 In response, Geriatric Emergency Department 

Guidelines were published in 2014,2 and the American College of Emergency Physicians 

(ACEP) launched the Geriatric ED Accreditation (GEDA) Program in 2018 to recognize 

EDs committed to emergency care delivery to the older adult population.3 The GEDA 

Program has three levels of accreditation, including Level 1 (gold), Level 2 (silver), and 

Level 3 (bronze) according to implemented best practices and protocols. Now, less than a 

decade after the Geriatric ED Guidelines were proposed, there are over 400+ accredited 

Geriatric EDs (GEDs) in the United States. Prior work has described the implementation 

of the GEDA program within individual healthcare systems and the broader reach of the 

GEDA program,4,5 with included EDs almost exclusively in urban areas. Currently, little is 

known about whether EDs participating in geriatric efforts systematically differ in geriatric 

patient populations, structure, or common process outcomes for older adults compared to 

non-GEDs.

Importance

The GEDA Program has exhibited considerable growth in participation since inception. The 

recent launch and growth of the ACEP Clinical Emergency Data Registry (CEDR)6 offers 

a unique opportunity to capture ED visit-level electronic health record data to examine 

patterns of emergency care for older adults. Of those EDs captured in the CEDR, many 

have also been identified as GEDs through the GEDA Program.3 This analysis will advance 

the field of emergency medicine in two primary ways. First, understanding variation in 

care and utilization practices between GEDs and non-GEDs allows for identification of 

modifiable sources of variation for quality improvement. Second, this data will provide 

current benchmarks for emergency care in GEDs and non-GEDs for older adults.
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Goals of this Investigation

We sought to describe diagnosis rates and compare common process outcomes, including 

ED length of stay, discharge rates, and 72-hour revisit rates, between GEDs and non-GEDs 

participating in the CEDR.

Methods

Study Design

We conducted an observational study of ED visits included in a national emergency 

medicine clinical quality registry with data from January 1, 2021 through December 31, 

2021. Our study followed the Strengthening the Reporting of Observational Studies in 

Epidemiology (STROBE) guidelines.7

Study Setting and Datasets

Data were drawn from the CEDR, a Centers for Medicare & Medicaid Services Qualified 

Clinical Data Registry for emergency clinicians and health systems nationwide to voluntarily 

collect and report quality data that is maintained by ACEP.6 CEDR data have been used 

to conduct research regarding opioid use disorder,8 mental health conditions,9 and broader 

emergency conditions during the COVID-19 pandemic,10,11 and has several advantages 

including: 1) unique operational and clinical EHR data elements (e.g. time stamps, 

diagnoses), 2) representative sample of community EDs often absent from larger registry 

data collaboratives, and 3) data linkage capabilities.

The ACEP’s CEDR is the largest data registry of emergency care visits in the US, including 

over 944 EDs and 18 million ED visits in 2021. Reporting EDs use a variety of electronic 

health record (EHR) platforms and are located across 48 states, thereby providing a diverse 

sample of ED EHR data to provide insights into the current state of geriatric emergency 

care. Data at the ED visit-level included International Classification of Disease-Tenth 

Edition-Clinical Modification (ICD-10-CM) diagnosis codes, patient age, gender, insurance 

payor(s), ED disposition, ED billing codes, among others. We grouped visits by age into 

three categories for older adults: aged 65–74, 75–84, and 85 and older. We included ED 

visits of those aged 45–64 years as a comparison group.

ED sites within CEDR were linked to the publicly available list of ACEP’s GEDA Program 

to determine GED or non-GED accreditation status.3 ED sites were also linked to the 

most recent 2020 American Hospital Association Annual Survey data to characterize 

hospital-based EDs in the sample according to their rural-urban status, teaching status (an 

Accreditation Council for Graduate Medical Education accredited program), and critical 

access hospital status.12

Outcomes

We assessed a set of outcomes among GEDs and non-GEDs. This included ED visit-level 

diagnosis rates (X/1000) across age categories and between GEDs and non-GEDs for 

four common geriatric syndrome conditions of interest: falls, urinary tract infection (UTI), 

dementia, delirium / altered mental status. ICD-10-CM ED diagnosis codes were used to 
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identify ED visits related to the four geriatric syndrome conditions (Supplemental Table 

1).13,14 Diagnosis rates were presented at the ED visit-level to obtain a more granular 

estimate of geriatric syndrome conditions. We also assessed ED site-level process outcomes 

of ED length of stay, discharge rates, and 72-hour revisit rates across age categories and 

between GEDs and non-GEDs. Consistent with prior literature,15–17 ED length of stay was 

determined using ED arrival and ED departure time stamps within CEDR. ED site-level 

analyses were conducted for these outcomes to reduce the impact of high volume EDs with 

a potential greater likelihood for outlier values which may have biased results. ED visit-level 

analyses are presented for the three process outcomes: ED length of stay, discharge rates, 

and 72-hour revisit rates in Supplemental Table 2.

Dataset Development

Raw EHR extracts were reviewed for completeness, and those sites with inconsistent coding 

of key ED data fields (time stamps, age, diagnoses, dispositions) were removed from the 

analytic sample. Summary statistics across ages, diagnoses, and dispositions were reviewed 

for red flag patterns for each individual site as quality measure reporting might require an 

ED site in CEDR to only report on a subset of their ED visits with certain diagnoses. Those 

ED sites with <95% data fidelity across variables of interest for the analyses were removed. 

After this step, there were a total of 512 CEDR EDs with complete and available data for 

2021. Of these, 38 ED sites were identified as accredited GEDs, which were subsequently 

matched in a 4:1 fashion to like non-GEDs within CEDR using a previously derived and 

validated nearest neighbor matching algorithm and probabilistic linkage.18,19 Sites were 

matched on six variables including teaching status, freestanding ED status, region (Midwest, 

Northeast, South, West), ED visit volume, urbanicity (metropolitan, micropolitan, rural), and 

proportion of ED visits for those >65 years of age.

Analysis

We tabulated ED site and ED visit characteristics for the GEDs and the matched non-GEDs 

within the CEDR. We describe outcomes by median and interquartile range (IQR) for 

continuous variables and percentages for categorical variables. Analyses were performed in 

R (4.0.2). Access to the CEDR data is restricted by agreement with ACEP, given potentially 

identifying features, and the study was classified as exempt by the Institutional Review 

Board at Yale University.

Results

Characteristics of the Analytic Sample

The analytic sample of 38 GEDs (Level 1 – 1 ED; Level 2 – 3 EDs; Level 3 – 34 EDs) 

and 152 matched non-GEDs within CEDR were similar with regards to U.S. census region, 

urbanicity, critical access hospital status, AHA teaching status, free standing status, and 

ED visit volume. There was a total of 6,444,110 visits at the included ED sites, including 

1,320,057 (20.5%) at GEDs and 5,124,053 (79.5%) at non-GEDs. Across GEDs, the median 

proportion of visits by older adults 65–74 years of age was 11.3%, 75–84 years of age was 

8.1%, and greater than 85 years of age was 4.6%. These proportions at the ED site-level 

were similar for non-GEDs (Table 1), and the remainder of GED characteristics were 
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comparable to 118 GEDs not included in CEDR upon review of available data within the 

AHA survey (Supplemental Table 3).

Geriatric Syndrome Diagnosis Rates

Across all age categories, GEDs had higher diagnosis rates than non-GEDs for three of the 

four geriatric syndrome conditions of interest: UTI, dementia, and delirium / altered mental 

status (Table 2). As an example, UTI diagnosis rates (per 1,000 ED visits) in GEDs were 

49.9 for adults 65–74 years of age, 76.6 for adults 75–84 years of age, and 93.7 for adults 

greater than 85 years of age. In non-GEDs, UTI diagnosis rates (per 1,000 ED visits) were 

36.7 for adults 65–74 years of age, 52.9 for adults 75–84 years of age, and 73.6 for adults 

greater than 85 years of age. Fall diagnosis rates (per 1,000 ED visits) in GED were 5.6 

for adults 65–74 years of age, 9.7 for adults 75–84 years of age, and 16.3 for adults greater 

than 85 years of age. Diagnosis rates of falls were similar across age categories at non-GEDs 

(Table 2).

ED Length of Stay

Across all age categories, median ED site-level length of stay was lower at GEDs compared 

to non-GEDs (Table 3). The median of the median length of stay at GEDs was 3.5 hours for 

adults 65–74 years of age, 3.8 hours for adults 75–84 years of age, and 4.0 hours for adults 

greater than 85 years of age, respectively compared to 4.0 hours, 4.2 hours, and 4.4 hours for 

older adults provided emergency care in non-GEDs.

Discharge Rates

Overall ED site-level discharge rates were similar between GEDs and non-GEDs for the 

population 65–74 years of age, but slightly higher for non-GEDs when assessing populations 

greater than 75 years of age. GEDs exhibited a median discharge rate of 67.5% for adults 

65–74 years of age, 60.8% for adults 75–84 years of age, and 55.6% for adults greater than 

85 years of age. Comparatively, the median discharge rate at non-GED sites was 69.0% for 

adults 65–74 years of age, 64.2% for adults 75–84 years of age, and 61.3% for adults greater 

than 85 years of age (Table 3 & Figure 1).

For the geriatric syndrome conditions of interest, discharge rates were lower for GEDs 

across age categories (Table 4). Of note, GEDs exhibited a median discharge rate for 

delirium / AMS of 32.7% for adults 65–74 years of age, 29.6% for adults 75–84 years of 

age, and 30.0% for adults greater than 85 years of age. Comparatively, the median discharge 

rate for delirium / AMS at non-GED sites was 47.4% for adults 65–74 years of age, 44.3% 

for adults 75–84 years of age, and 48.3% for adults greater than 85 years of age. Despite a 

smaller sample size, discharge rates were markedly more consistent at GEDs, as evidenced 

by comparatively more narrow interquartile ranges.

72-Hour Revisit Rates

Between GEDs and non-GEDs, 72-hour ED revisit rates were similar (Table 3). The median 

72-hours revisit rate at GEDs was 2.8% for adults 65–74 years of age, 2.7% for adults 75–84 

years of age, and 2.5% for adults greater than 85 years of age, respectively compared to 

3.0%, 2.9%, and 2.5% for older adults provided emergency care in non-GEDs.
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Limitations

Our results should be interpreted within the confines of our study design and dataset. 

First, inherent limitations exist with the use of diagnosis codes and may have resulted in 

slightly elevated diagnosis rates for UTI, as one example, if instead we required urine 

culture positivity for diagnosis. Within CEDR, all diagnoses from the encounter are included 

and do not differentiate between ‘primary’ and ‘secondary’ diagnoses. Our diagnosis rates 

therefore reflect if the geriatric syndrome diagnoses of interest were coded in any position 

for the encounter. However, we do not believe that GEDs or non-GEDs would systematically 

have been impacted by either of these two limitations, thereby reducing the potential for 

biased results. Third, all levels of GEDs were aggregated for analysis given the sample 

size, and therefore we were unable to differentiate differences between Level 1, 2, and 3 

accredited GEDs. Overall, we were limited by the number of GEDs reporting within CEDR 

and recognize that subsequent evaluations using alternative data sources or methodologic 

approaches will be critical within future analyses. It is possible that EDs participating 

in geriatric accreditation and reporting within CEDR may have unique characteristics, 

processes in place, or motivations that are not reflective of GEDs nationwide. Fourth, while 

EDs were matched across several variables, we did not individually risk adjust our ED-level 

analyses for ED available resources such as ancillary staff, access to outpatient follow-up, 

or GED-specific protocols and policies in place that likely differed between EDs. These 

opportunities were instead thought of under the umbrella of resources potentially available 

and implemented within the category of GEDs, broadly reflecting the key differentiating 

factor of interest between EDs. We also were unable to adjust for encounter-level factors 

that may be associated with the assessed outcomes including older adult socioeconomic 

status, frailty, and triage acuity. Finally, we opted to present discharge rates rather than 

admission rates given limitations in data standards and ability to differentiate non-discharge 

dispositions such as ED observation, inpatient observation, and transfers.

Discussion

In this cross-sectional analysis of over 6 million visits at 38 GEDs and 152 matched non-

GEDs, we performed the first direct comparison of its kind assessing diagnosis rates and 

other common process outcomes, including ED site-level length of stay, discharge rates, and 

72-hour revisit rates. Our study has three major findings. First, GEDs had higher diagnosis 

rates than non-GEDs across age categories for encounters related to UTI, dementia, and 

delirium / altered mental status. Second, ED site-level length of stay was slightly lower at 

GEDs compared to non-GEDs, while 72-hour revisit rates were similar between GEDs and 

non-GEDs. Third, overall ED site-level discharge rates were comparable between GEDs and 

non-GEDs. Discharge rates were higher at non-GEDs, yet less consistent, when specifically 

analyzing the four geriatric syndrome conditions of interest across age categories.

Our work builds upon the existing literature in a number of ways. Early observational 

studies evaluating geriatric emergency care have almost exclusively been conducted at single 

center ED sites not yet formally accredited as GEDs.20,21 Subsequent GED intervention-

based studies have also shown the potential benefit of novel models of service delivery (e.g. 

telephone follow-up, nurse-led comprehensive geriatric assessment) on care coordination, 
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costs, admission rates, hospital length of stay within academic centers,22–28 yet similarly 

often have been analyses of local initiatives. A unique strength of our analysis is our ability 

to compare ED visit outcomes among a national sample of GEDs and similar non-GEDs, 

with this work serving as the first of its kind.

There are several factors which may have contributed to the findings related to diagnosis 

rates. To be accredited within the GEDA Program, GEDs must meet criteria regarding 

staffing, education, policies and procedures, quality improvement initiatives, and the 

physical environment. Higher diagnosis rates at GEDs for UTI, dementia, and delirium / 

altered mental status may be a result of increased awareness from local education or 

standardized screening processes regarding these geriatric syndrome conditions of interest. 

Falls were a unique geriatric syndrome condition of interest in that diagnosis rates were 

similar between GEDs and non-GEDs. One hypothesis for this similarity in fall diagnosis 

rates is the national quality focus on falls screening, identification, and treatment that has 

permeated emergency care culture and resulted in quality measure efforts centered on this 

diagnosis. Within the Quality Payment Program of the Centers for Medicare & Medicaid 

Services (CMS), two quality measures (#155 and #318) within the 2022 performance 

year specifically address falls. Despite not being included within the Emergency Medicine 

Specialty Set of quality measures, quality measure #318 (Falls: Screening for Future Fall 

Risk) was reported by 18,066 emergency clinicians in the 2018 Merit-based Incentive 

Payment System,29 making it the overall third-most common quality measure reported by 

emergency clinicians and providing supporting evidence for its similarity between GEDs 

and non-GEDs.

Separate factors also may have played a role in the care process outcome results we 

identified. First, the majority of GEDs in the analytic sample (and nationally) are Level 

3, which may indicate interest and entry-level structures but not the organizational 

infrastructure and resources required to implement complex interventions potentially more 

likely to influence the studied process outcomes. With the majority of included GEDs 

being Level 3, it is possible that our findings were biased towards the null hypothesis 

of finding no difference in outcomes between GEDs and non-GEDs as opposed to an 

analysis that included a more even GED Level distribution across the three categories. 

However, this would require a considerable transition of current Level 3 GEDs to Level 

2 and 1. Second, ED length of stay was lower in GEDs compared to non-GEDs. It is 

possible that streamlined approaches to nursing assessments, diagnostic testing, and support 

services are present in GEDs that facilitate this finding. However, it is also possible that 

decreased ED length of stays in GEDs are a result of clinicians quickly recognizing that 

an individual older adult is not fit to be discharged (hence the lower discharge rates), with 

the further evaluation and treatment care plan continuing once hospitalized. Third, when 

looking at the four geriatric syndrome conditions of interest, discharge rates were higher 

among non-GEDs across all age categories. One difference worth highlighting was the 

rather high discharge rate for older adults at non-GEDs with a diagnosis of delirium / AMS. 

Often the only sign of a serious underlying medical condition, ED detection of delirium 

has been suggested to require further hospitalization to adequately evaluate and treat,30,31 

as seen within our population of GEDs. The broader finding of slightly higher discharge 

rates among non-GEDs may also be due to the fact that analyses were matched, but were 
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unable to be risk-adjusted, which may more closely remove potential ED visit-level or 

ED site-level confounders. A second possibility is that the modestly lower discharge rates 

among GEDs may reflect high value geriatric observation care, in which additional testing 

is being completed, but would not be identified as an ED discharge disposition. A final 

contributor in the identified discharge rates may be that 55% of non-GEDs in this sample 

were freestanding EDs, reflecting a slight increase from the matched GED sample in which 

42% were freestanding. In prior literature involving patients of all ages,32 freestanding EDs 

have been shown to discharge more patients in comparison to hospital-based EDs.

Our work has substantial implications and also can serve as a foundation for future research 

and administrative efforts to improve geriatric emergency care. Most notably, the return on 

investment of GEDs must be continued to be studied, including health outcomes, quality of 

care, and experiences of older adults as well as the potential cost savings to the healthcare 

system. GEDs have previously shown reduced hospital readmissions,25 reduced hospital 

lengths of stay,33 and reduced costs to Medicare,23 whereas conflicting studies note that 

is unclear if the increased staffing and resources required to operate a GED program 

outweigh any cost savings.34 Ultimately, the decision to invest resources into a GED 

program may depend on a variety of factors aside from the published literature, including 

the needs of the local population, potential cost savings, and increasing value-based payment 

arrangements. Numerous efforts within the past decade have primarily focused on the older 

adult population through new payment models developed by CMS as well as private payers 

in the Medicare Advantage program to reduce low-value hospitalizations through alternative 

payment models.35,36 In the future, it stands to reason that GEDs may be integrated within 

multispecialty networks and as part of accountable care organizations aiming to provide 

the resources and supports that older adults require to improve outcomes in a cost-effective 

manner.

In summary, GEDs had higher diagnosis rates than matched non-GEDs across age categories 

for encounters related to UTI, dementia, and delirium / altered mental status. In comparison 

to non-GEDs, GEDs exhibited lower ED site-level lengths of stay and similar discharge 

and 72-hour revisit rates. These findings provide the first benchmarks for emergency 

care process outcomes in GEDs compared to non-GEDs and also highlight the need to 

understand operational impacts of new GED care models.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Emergency department discharge rates within geriatric and non-geriatric EDs

Note – Discharge rates were assessed at the ED site-level.

Note - The box plots depict median (thick horizontal line) discharge rates with 25th and 

75th percentiles for each box, while vertical lines provide the range (from minimum to 

maximum).

Gettel et al. Page 11

Ann Emerg Med. Author manuscript; available in PMC 2024 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gettel et al. Page 12

Table 1.

Emergency department analytic sample characteristics

Matched non-GEDs (n=152) GEDs (n=38)

U.S. Census Region

 Northeast 40 (26.3%) 12 (31.6%)

 Midwest 34 (22.4%) 8 (21.1%)

 South 31 (20.4%) 7 (18.4%)

 West 47 (30.9%) 11 (28.9%)

CBSA

 Metro 146 (96.1%) 37 (97.4%)

 Micro 6 (3.9%) 1 (2.6%)

 Rural 0 (0%) 0 (0%)

Critical Access 7 (4.6%) 2 (5.3%)

AHA Teaching Status 145 (95.4%) 36 (94.7%)

Free Standing Status 84 (55.3%) 16 (42.1%)

ED Visit volume, 2021

 <20k 34 (22.4%) 12 (31.6%)

 20–40k 71 (46.7%) 12 (31.6%)

 40–60k 38 (25.0%) 9 (23.7%)

 60–80k 6 (3.9%) 4 (10.5%)

 80k+ 3 (2.0%) 1 (2.6%)

Female (%, median [IQR]) 54.2% [51.6%–55.5%] 54.8% [51.6%–56.6%]

Visits Age 65+ (%, median [IQR])

 65–74 11.5% [10.1%–13.0%] 11.3% [10.4%–12.7%]

 75–84 8.5% [6.6%–10.0%] 8.1% [6.9%–9.9%]

 85+ 4.8% [3.3%–6.6%] 4.6% [3.8%–5.9%]

Abbreviations: AHA – American Hospital Association; CBSA – Core-based statistical area; GED – geriatric emergency department
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Table 2.

Emergency department diagnosis rates per 1,000 ED visits

Matched non-GEDs (n=152) GEDs (n=38)

Delirium / AMS

 45–64 2.77 3.83

 65–74 4.57 6.31

 75–84 6.89 9.87

 85+ 9.40 13.42

Fall

 45–64 2.47 1.83

 65–74 6.68 5.62

 75–84 10.25 9.68

 85+ 17.63 16.28

UTI

 45–64 23.06 32.48

 65–74 36.69 49.87

 75–84 52.92 76.59

 85+ 73.59 93.68

Dementia

 45–64 2.23 2.37

 65–74 13.01 17.41

 75–84 39.40 50.88

 85+ 81.66 90.72

Note – Diagnosis rates were pooled at the ED visit-level across all EDs within a group (GEDs or non-GEDs).

Abbreviations: AMS – altered mental status; GED – geriatric emergency department; UTI – urinary tract infection
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Table 3.

Emergency department process outcome measures

Matched non-GEDs (n=152) GEDs (n=38)

LOS Median (hours, median [IQR])

 45–64 3.6 [3.0–4.3] 3.2 [2.8–3.7]

 65–74 4.0 [3.4–4.7] 3.5 [3.3–4.4]

 75–84 4.2 [3.6–4.9] 3.8 [3.5–4.6]

 85+ 4.4 [3.7–5.2] 4.0 [3.7–4.9]

72-hour ED Revisit (%, median [IQR])

 45–64 3.3% [2.6%–4.3%] 3.2% [2.6%–4.2%]

 65–74 3.0% [2.3%–3.9%] 2.8% [2.3%–3.5%]

 75–84 2.9% [2.2%–3.6%] 2.7% [2.4%–3.2%]

 85+ 2.5% [1.8%–3.5%] 2.5% [2.0%–2.9%]

Discharge Disposition (%, median [IQR])

 45–64 81.2% [72.1%–90.8%] 79.0% [74.4%–87.3%]

 65–74 69.0% [60.7%–83.8%] 67.5% [61.1%–79.4%]

 75–84 64.2% [51.7%–83.0%] 60.8% [52.5%–75.9%]

 85+ 61.3% [44.8%–79.1%] 55.6% [45.2%–72.3%]

Note – Process outcome measures were assessed at the ED site-level. For example, each non-GED had a distribution for LOS (in hours) of their ED 
visits, with the medians across all non-GEDs then summarized using median and IQRs. To avoid the impact of outlier EDs, the proportion with a 
72-hour revisit rate and a discharge disposition are summarized in a similar manner.

Abbreviations: GED – geriatric emergency department; LOS – length of stay
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Table 4.

Emergency department discharge rates for geriatric syndrome conditions of interest Note – Discharge rates 

were assessed at the ED site-level.

Matched non-GEDs (n=152) GEDs (n=38)

Median [IQR] Median [IQR]

Delirium / AMS

 45–64 50.0% [28.6%–68.9%] 29.6% [22.3%–37.5%]

 65–74 47.4% [26.7%–83.3%] 32.7% [22.8%–43.2%]

 75–84 44.3% [25.3%–77.1%] 29.6% [21.4%–38.6%]

 85+ 48.3% [25.0%–68.3%] 30.0% [20.0%–47.4%]

Falls

 45–64 50.0% [32.6%–87.1%] 35.4% [22.6%–47.8%]

 65–74 44.4% [24.8%–75.7%] 27.9% [13.8%–46.6%]

 75–84 40.6% [26.9%–79.1%] 22.2% [11.4%–47.2%]

 85+ 38.9% [24.0%–75.0%] 26.9% [16.4%–40.2%]

UTI

 45–64 74.0% [58.1%–91.5%] 67.1% [59.6%–75.9%]

 65–74 63.0% [43.8%–88.0%] 53.9% [39.0%–64.8%]

 75–84 57.2% [36.6%–87.7%] 45.1% [32.6%–55.3%]

 85+ 48.9% [31.1 %–73.1%] 38.4% [27.8%–53.3%]

Dementia

 45–64 62.7% [33.7%–94.8%] 41.2% [24.3%–52.8%]

 65–74 56.5% [36.7%–94.1%] 38.6% [30.0%–56.0%]

 75–84 56.2% [35.7%–89.8%] 37.3% [28.8%–51.9%]

 85+ 52.1% [31.3%–84.4%] 41.5% [27.6%–49.9%]

Abbreviations: AMS – altered mental status; GED – geriatric emergency department; UTI – urinary tract infection
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