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OBJECTIVES

• Understand how to apply the 4Ms – What Matters, 

Medication, Mentation, and Mobility - to every clinical 

encounter with older adults

• Recognize that social isolation contributes to 

increased morbidity and mortality among older adults

• Appreciate how the complex needs of unrepresented 

older adults can be anticipated and addressed by 

Age-Friendly Health Systems



DR. MARY TINETTI 

What is an Age-Friendly Health System? - YouTube

https://www.youtube.com/watch?v=lU0IAhWgeu0


ORIGIN OF AGE-FRIENDLY HEALTH SYSTEMS - 1

Fulmer T, Mate S, Berman A.  J Am Geriatr Soc 2018; 66(1): 22 – 24.

Age-Friendly Health Systems - Founding Organizations

• Institute for Healthcare Improvement

• The John A. Hartford Foundation

• American Hospital Association

• Catholic Health Association of the United States



ORIGIN OF AGE FRIENDLY HEALTH SYSTEMS - 2

• Many evidence-based geriatric care models exist

• However, implementation of these geriatric care 

models across US health systems is uneven



ORIGIN OF AGE-FRIENDLY HEALTH SYSTEMS - 3

Mate K et al.  J Aging Health 2021.

Distilled to 4 elements or 

“4Ms” that should be reliably 

provided to all older adults, 

regardless of the care 

setting or specialty



THE 4MS OF AGE FRIENDLY HEALTH SYSTEMS

What Is an Age-Friendly Health System? | IHI - Institute for Healthcare Improvement

https://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/default.aspx


WHAT MATTERS MOST TO YOU?



Age-Friendly Health Systems sites (johnahartford.org)

As of July 2022:

~2800 participating 
hospitals and practices

813, including University 
of Utah Health, achieved 

“Committed to Care 

Excellence” designation

https://www.johnahartford.org/ahimap/


DOES IT MATTER TO ASK “WHAT MATTERS MOST 

TO YOU”?

Tinettii et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



STUDY BACKGROUND:  MULTIPLE CHRONIC 

CONDITIONS (MCCS)

• Older adults with MCCs receive much care with 

unclear benefit

• Clinical trials often exclude older adults with MCCs

• Focus on disease-specific outcomes can lead to 

treatment burden
– People with MCCs spend an average of 2 hours per day on 

health care-related activities

Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



METHODS

• 366 adults aged ≥65 with >3 chronic conditions and either 10 

medications or visits to >2 specialists over the past year

• Exclusion criteria:  Advanced dementia, hospice-eligible, receiving 

dialysis, or residing in a nursing home

• Patient Priorities Care intervention group

– Included a primary care practice and a cardiology practice

– Included discussion of health priorities by a facilitator and by 

clinicians

– Identified “the one thing” that is the most important health 

outcome goal
Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



PATIENT PRIORITIES CARE INTERVENTION

JAMA Intern Med 2019 Dec; 179(12): 1688–1697.

Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



PATIENT-REPORTED OUTCOMES

Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



DOCUMENTATION OF PATIENT PRIORITIES

“Documentation by the PCPs or cardiologists of 

discussion or decision-making concerning patients’ 

heath priorities were noted in 108 of 163 (66.3%) of the 

PPC participants versus none of the UC participants.”

Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



Tinetti et al.  JAMA Intern Med 2019 Dec; 179(12): 1688–1697.



STUDY LIMITATIONS

• Not randomized

– Clinicians were not blinded to group assignment

– Outcome assessors were blinded

• Single practice with relatively homogenous 

population (White, female)

• Involvement of only 2 specialties may underestimate 

effect

• Impact on clinic revenue is unclear



STUDY STRENGTHS

• Feasible for patients 

• Readily incorporated into clinic workflow

• Modest time required for Patient Priorities Care 

– Training:  8 hours over 15 months

– Clinical practice:  30 min distributed across 3 office visits



PRACTICAL IMPLICATIONS: MANAGING 

COMPLEXITY

• What is the most common chronic condition 

experienced by older adults?  Having > 1 chronic 

condition (i.e. multimorbidity)*

• The 4Ms provide a useful framework to focus what can 

be an overwhelming visit for the patient and clinician

• Conversations about What Matters can be relatively brief

• Addressing What Matters may reduce treatment burden 

for older adults and improve communication among 

clinicians about What Matters to patients
*Weiss CO, Boyd CM, Yu Q, Wolff JL, Leff B. Patterns of prevalent major chronic disease among older adults

in the United States. JAMA. 2007;298(10):1160–1162



THE 4MS OF AGE-FRIENDLY CARE:  

FINDING THE SWEET SPOT

What Matters 

Medications, 
Mobility, 

Mentation

Clinical 
Guidelines



UNREPRESENTED OLDER ADULTS AND THE 4MS



UNREPRESENTED OLDER ADULTS AND THE 4MS

What happens when it is difficult – or impossible – to find 

out What Matters most to an older adult?



CASE STUDY: PATIENT R.G.

• 67 year old gentleman with type 2 diabetes, 

hypertension, macular degeneration, frequent falls, 

and cognitive impairment thought related to TBI

• Inconsistent medication adherence leading to 

uncontrolled blood pressure and A1c

• Accompanied to some visits by an aide from 

Volunteers of America



CASE STUDY:  PATIENT R.G. (CONTINUED)

• R.G.’s capacity to make his own medical decisions is 

in question 
– Montreal Cognitive Assessment (MOCA) score is 5/30 (normal ≥ 

26/30)

• The aide is not his guardian and is therefore is unable 

to make health care decisions on his behalf 

• He lacks an advance health care directive

• He has no known family or friends



A TYPICAL OFFICE VISIT WITH R.G.

• He has only a vague idea of what medications he 

takes and why he takes them

• He leaves medication bottles on the transit bus

• Social worker states that “little can be done to 

provide him with more resources until a crisis occurs”



VIEWING R.G. THROUGH THE 4MS LENS

Mobility:  Several ED visits related 

to falls

Mentation: History of traumatic brain injury and MOCA score <10 suggests

that he may lack medical decision-making capacity

Medications:  High risk for an adverse

medication event

What Matters:  Unclear given cognitive deficits and lack of family, 

friends, or a surrogate decision maker



LONELINESS & SOCIAL ISOLATION:  

A PUBLIC HEALTH CRISIS

Holt‐Lunstad J, Robles TF, Sbarra DA.  Am Psychol 2017.



ADVERSE HEALTH IMPACTS OF LONELINESS & 

SOCIAL ISOLATION 

• Loneliness is a more powerful predictor of adverse health 

outcomes than obesity, sedentary lifestyle, and air 

pollution*

• Adverse health impact of social isolation is equivalent to 

smoking 15 cigarettes per day**

• Loneliness and social isolation are independent 

predictors of ASCVD risk***

• ↑morbidity and mortality from social isolation is found 

across all age groups¶
*Holt‐Lunstad J et al. Am Psychol 2017.

**Holt‐Lunstad J et al.  PLoS Med 2010. 

***Valtorta et al. Heart 2016.

¶Donovan and Blazer, Am J Geriat Psych 2020.



TERMINOLOGY THAT MAY DESCRIBE PATIENT 

R.G.

• “Adult without advocate” or “adult orphan”

• “Unrepresented” or “unbefriended” 



DEFINITIONS

Has medical 

decision-making 

capacity?

Has a completed 

advance health 

care directive?

Has family, friends, 

or a legally 

authorized 

surrogate who is 

willing and able to 

assist with medical 

decisions?

Adult without 

advocate or adult 

orphan

Yes No No

Unrepresented or 

unbefriended

No No No



CONTINUUM OF VULNERABILITY

Older adult without advocate Unrepresented “Best interest” standard

Guardianship 
LOSS OF 

MEDICIAL 

DECISION-

MAKING 

CAPACITY

CRISIS OCCURS

WHAT MATTERS 

MOST IS 

UNKNOWN



PREVALENCE OF ADULTS WITHOUT 

ADVOCATES IN HEALTH CARE SETTINGS

*AARP, 2016.

But, we do know that Baby Boomers are at high risk of 

becoming unrepresented since >10 million live alone, and 20% 

are childless.*



PREVALENCE OF UNREPRESENTED PATIENTS IN 

HEALTHCARE SETTINGS

• 16% in the intensive care unit*

• 4% in long term care†

• Unknown in primary care

*White DB.  Crit Care Med 2006.

†American Bar Association 2004.

¶Schweikart, AMA J Ethics 2019.

It is estimated that there are 70,000 to 330,000 unrepresented 

older adults in the US.¶



HOW OFTEN DO GERIATRICS HEALTH CARE 

PROVIDERS ENCOUNTER THE UNBEFRIENDED?

Farrell TW, Catlin C, Chodos AH, Naik AD, Widera E, Moye J.  Clin Gerontol 2019
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CLINICAL CONCERNS REGARDING THE 

UNBEFRIENDED

Farrell TW, Catlin C, Chodos AH, Naik AD, Widera E, Moye J.  Clin Gerontol 2019
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CLINICIAN-SPECIFIC CONCERNS

Farrell TW, Catlin C, Chodos AH, Naik AD, Widera E, Moye J.  Clin Gerontol 2019
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QUALITATIVE COMMENTS:  DELAY

• “We could not find an appropriate place to transfer an adult with 

frontotemporal dementia who had no family or friends. No 

psychiatric facility would take him due to his wandering behavior 

and due to lack of staff for 1:1 supervision. He remained several 

months in the hospital.” 

• “I also think that there is a gray category where somebody is 

essentially unbefriended because it is nearly impossible to get ahold 

of the designated decision maker.” 

Farrell TW et al.  Unpublished data (2019).



HELPFUL APPROACHES TO CARING FOR THE UNBEFRIENDED
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MY PATIENT LACKS MEDICAL DECISION-

MAKING CAPACITY…NOW WHAT?

• Search for any existing advance directives 

• Refer to your state’s priority order of surrogate 

decision makers

• Consider initiating guardianship proceedings in the 

absence of an advance directive, available 

surrogate, or patient objection to finding of 

incapacity



IF THERE ARE NO AVAILABLE SURROGATES:

LEGAL GUARDIANSHIP

• Pros:  
– Court oversight

– Appropriate for permanent incapacity

• Cons:  
– Slow and expensive

– Removal of some or all constitutional rights 

– Difficult to reverse

– “Stranger” guardians



AMERICAN GERIATRICS SOCIETY POSITION 

STATEMENT

Farrell et al.  J Am Geriatr Soc 2017



SELECTED AGS CLINICAL RECOMMENDATION

• Assess medical decision-making capacity in a 

systematic fashion
– RATIONALE:  Evidence suggests that unstructured capacity 

assessments are often performed poorly.  Cognitively impaired 

patients may still retain capacity to make some or all decisions.

Farrell et al.  J Am Geriatr Soc 2017



SELECTED AGS POLICY RECOMMENDATION

• Proactively prevent older adult orphans from 

becoming unbefriended
– RATIONALE:  Adult orphans are one crisis away from becoming 

unbefriended.

Farrell et al.  J Am Geriatr Soc 2017



COULD THE 4MS HELP PREVENT PATIENTS FROM 

BECOMING UNREPRESENTED?



4MS APPROACHES TO PREVENT PATIENTS 

FROM BECOMING UNREPRESENTED
What Matters:  Identify adults without advocates, conduct proactive 

advance care planning, engage in court/stakeholder partnerships

Mobility:  Assess gait speed

(correlates with life 

expectancy)

Medications:  Arrange for medication 

blister packs, electronic medication 

dispensers, or supervised medication 

administration

Mentation: Assess medical decision-making capacity



COULD THE EHR HELP IDENTIFY ADULTS 

WITHOUT ADVOCATES ?



EHR: DEMOGRAPHICS AND FINANCES



EHR: SOCIAL CONNECTIONS

When a patient is socially isolated, 

think not only of depression, but 

also consider whether she could 

be unrepresented or at risk of 

becoming unrepresented.



PROACTIVE ADVANCE CARE PLANNING 



PROACTIVE ADVANCE CARE PLANNING (ACP)

• Do not wait for a crisis to conduct ACP

• ACP is a reimbursable service under Medicare*
– ICD-10 code 99497 (first 30 minutes)

– ICD-10 code 99498 (each additional 30 minutes)

• ACP can be implemented flexibly
– Not limited by location or specialty 

*https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf


PREPARETM FOR YOUR CARE

https://www.prepareforyourcare.org

https://www.prepareforyourcare.org/


EVIDENCE SUPPORTING PREPARETM

http://www.geripal.org/2017/05/rebecca-sudore-on-advance-care-planning.html



WINGS PROGRAMS

• About half of states have WINGS or similar programs 

• Stakeholders include courts, AAAs, APS, bar 

associations, social services programs, and guardians

• Functions include educating the public, supporting 

guardians, and advocating for strong court oversight

final-wings-brochure.pdf (americanbar.org)

https://www.americanbar.org/content/dam/aba/administrative/law_aging/final-wings-brochure.pdf


PATIENT R.G.:  THE REST OF THE STORY

• ED visit after an unexplained fall

• Discharge from ED at 4 AM without a plan for 

transportation home

• He wandered and was nearly hit by a car

• This was the crisis that led to action - placement in a 

long term care facility and initiation of guardianship 

proceedings



FUTURE DIRECTIONS:  ADULTS WITHOUT 

ADVOCATES AND THE UNREPRESENTED 

• Determine the prevalence of older adults without 

advocates in outpatient primary care settings

• Assess the effectiveness of proactive interventions to 

prevent older adults without advocates from 

becoming unrepresented

• Quantify health outcomes and costs when 

unrepresented older adults have prolonged 

hospitalizations



FULFILLING THE PROMISE OF AGE-FRIENDLY 

HEALTH SYSTEMS

• Health systems are only as good as the care they provide for the 

most vulnerable patients, such as R.G.

• Everyone – patients, caregivers, staff, and clinicians from virtually all 

specialties – can and should adopt a 4Ms approach to caring for 

older adults.



Q&A

timothy.farrell@hsc.Utah.edu

@TimFarrell_MD

mailto:timothy.farrell@hsc.Utah.edu

