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RÉSUMÉ
Des méthodes efficientes ont été développées pour aider le personnel des départements d’urgence (DU) à s’ajuster au
nombre croissant de patients âgés, leur procurant des outils de dépistage et d’évaluation permettant d’identifier
les patients plus à risque ainsi que les besoins spécifiques à ceux-ci. Ce sondage des informateurs-clé de tous les
départements d’urgence (n¼ 111) de la province de Québec porte sur l’implantation de ces outils ainsi que sur
les barrières à leur implantation. Les questionnaires (complétés soit par téléphone ou auto-administrés) incluaient : les
caractéristiques du département d’urgence (DU), les caractéristiques des répondants, l’utilisation d’outils ainsi que le
mode d’implantation. Les barrières à l’implantation de ces outils sont : le manque de ressources pour dépister et faire
le suivi, la méconnaissance de la différence entre outils de dépistage et d’évaluation et enfin, la nécessité d’adapter les
outils aux contextes locaux. La formation des intervenants et des essais préalables sont nécessaires à l’implantation
fructueuse.

ABSTRACT
Cost-effective methods have been developed to help busy emergency department (ED) staff cope with the growing
number of older patients, including quick screening and assessment tools to identify those at high risk and note their
specific needs. This survey, from a sample of key informants from all EDs (n¼ 111) in the province of Quebec
(participation rate of 88.2%), investigated the implementation of these tools and barriers to implementation.
Questionnaires (administered either by telephone or by self-completion) included characteristics of the ED,
characteristics of the respondent, use of tools, and method of implementation. Barriers to the implementation
of these tools included lack of resources for screening and follow-up, misunderstandings of the difference between
screening and assessment tools, and need for adaptation of the tools to the local context. Education of staff and
pre-implementation adaptation and testing are needed for successful implementation.
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Introduction
Older adults use hospital emergency departments
(EDs) at higher rates than do younger adults,1 are
more likely to make a return visit,2 stay longer in the
ED and use more resources,3 and subsequently
experience high rates of functional decline4 and
of health services utilization.5,6 The aging of the
population has therefore contributed substantially to
increased use and crowding of EDs in many coun-
tries.7 Deficiencies in the quality of services provided
to older ED patients include failures to recognize
problems that could benefit from more careful
assessment (either in the ED or in another setting),
to refer patients to appropriate community services,
and to communicate information from the ED visit to
the primary physician.5,8–11 Thus, interventions direc-
ted at older ED patients that help to identify those at
high risk and to optimize post-hospital care are of
great importance.

High-risk geriatric screening has been conducted in
various settings (including general practice and
community settings12–15 and at hospital admission16),
but not, until recently, in the ED. Two screening tools
were recently developed and validated for screening
older adults in the ED. The Identification of Seniors at
Risk (ISAR) questionnaire (Table 1), developed in
Quebec, is a six-item self-report screening test,
validated by its ability to predict functional decline
and health services utilization.6,17–19 The Triage Risk
Screening Test (TRST), similar to the ISAR tool,
developed shortly afterwards in the United States,
was validated by its ability to predict health services
utilization.20

Screening has been used as the first step in an
ED-based case-finding approach. High-risk patients
identified by screening receive a clinical assessment
and referral intervention, usually from a nurse.

In 2001, the results were reported of a randomized
trial, conducted in four Montreal hospitals, of a two-
step intervention for patients aged 65 and over who
were to be discharged from the ED.21 High-risk
patients (score of 2 or more out of 6) were referred
to a nurse, who performed a brief, standardized
evaluation of unmet needs (step 2) and prepared a
discharge plan to optimize the use of community
services. The two-step intervention (ISAR-2) signifi-
cantly reduced the rate of functional decline apparent
4 months after the ED visit and was cost-effective.21,22

A trial in the United States tested a similar interven-
tion in both high-risk and low-risk patients, based
on the TRST tool.23 The intervention, which reduced
nursing home admissions and increased satisfaction
with care, appeared to be more effective among high-
risk patients. Clinical trials in Australia and the
United Kingdom of one-step interventions (without
screening as the first step and limited to age 75 and
over) also had beneficial effects on subsequent
physical and cognitive function.24

As a whole, this body of research provides evidence
for the effectiveness of targeted case-finding interven-
tions with older ED patients, using standardized
screening and assessment tools. We were interested
in the extent to which these tools were being used
in Quebec EDs, in particular those tools used in
the ISAR-2 intervention, which had been locally
developed in French and English, evaluated,
and disseminated. In addition to publication in
the scientific literature,21,22,25 methods of dissemina-
tion included presentations at local, national, and
international conferences; distribution of a printed
summary of the main results to Quebec hospitals and
local community health and social service centres
(CLSCs); and posting of electronic versions of the
ISAR tool and the results of the trial on the project
Web page.

Table 1: Identification of Seniors at Risk (ISAR) questionnaire

Before the illness or injury that brought you to the emergency department, did you need someone to help you on a regular
basis? (yes¼1, no¼0)

Since the illness or injury that brought you to the emergency department, have you needed more help than usual to take care of yourself?
(yes¼1, no¼0)

Have you been hospitalized for one or more nights during the past 6 months (excluding a stay in the emergency department)?
(yes¼1, no¼0)

In general, do you see well? (yes¼0, no¼1)

In general, do you have serious problems with your memory? (yes¼1, no¼0)

Do you take more than three different medications every day? (yes¼1, no¼0)

The score is the sum of the individual question scores (range¼0–6).
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Although there has been some prior research on
implementation of screening tools (e.g., cancer screen-
ing tests, depression screening),26 no one, to our
knowledge, has investigated geriatric screening in
the ED. We therefore undertook this study of the
implementation of standardized screening and assess-
ment tools for older ED patients. Specific objectives
were (a) to identify contextual factors associated with
use of ISAR and other tools, including type and size of
ED, university affiliation, and availability of staff to
assess older patients; (b) among users, to describe
methods of use (when, by who, what follow-up); and
(c) to identify potential barriers to and facilitators of
implementation. We planned to use the results to
recommend changes in the intervention tools and/or
instructions and to provide guidelines for implemen-
tation for potential users.

Methods
The primary study sample comprised the 111 general
adult EDs in Quebec (29 in acute-care hospitals and 32
in non-hospital settings (excluding EDs in two
children’s hospitals and two psychiatric institutions).
All facilities are public, not-for-profit; a list was
provided by the Quebec Ministry of Health and
Social Services (MSSS). Six of the Montreal hospitals
had participated in the original research to develop
the ISAR tool and/or the ISAR-2 trial.17,21 A research
assistant attempted to contact the head of geriatric
medicine or, if the hospital had no geriatric service,
the ED head nurse. Initial contacts were by telephone
and/or mail and respondents were invited to com-
plete the questionnaire over the telephone or by mail.
Non-responders were followed up several times in an
effort to increase the response rate. The study protocol
was approved by the St. Mary’s Hospital Research
Ethics Committee.

Survey Questionnaire

The survey questionnaire was developed by the
authors, three of whom are health professionals with
substantial experience in the multidisciplinary assess-
ment of older adults in the ED (JV, NV, KB). The
questionnaire contained open- and close-ended ques-
tions, grouped into sections on implementation of
tools and characteristics of the ED and of the
respondent (see below). The questionnaire was not
formally evaluated for validity and reliability.
However, the study coordinator first pilot-tested the
questionnaire with five physicians and nurses who
had been involved with our group in previous studies
of ED care of older patients. Following the pilot-
testing, small revisions were made to clarify the
questions. The first author and the study coordinator

(TE) subsequently reviewed all completed question-
naires to clarify incomplete, inconsistent, or unclear
responses; if necessary, the respondent was
re-contacted.

1. Implementation: EDs were classified, using a close-ended
question, into one of three categories with respect to
implementation of the ISAR tool: (a) had not considered
using, (b) had considered using but not used (including
those who had decided not to use and those currently
considering use) and (c) users (currently and previous).
Respondents were also asked whether they were using
other screening or assessment tools. Current and
previous users of ISAR and current users of other
tools were asked questions about the characteristics of
patients targeted (age, stretcher or ambulatory, patients
admitted or discharged), and method of administration
(when, by whom, during which days and shifts).
Additional, open-ended questions, asked if applicable,
included: reasons for various implementation decisions,
modifications made to ISAR, and the method of clinical
follow-up after administration of the screening or
assessment tool.

2. Emergency department characteristics: Characteristics of
the ED included daily number of visits of patients
aged 65 and over (<10, 10–49, 50þ) and availability of
ED staff specialized in the care of older people (liaison
nurse, social worker, geriatric consultation, psychogeriatric
consultation, other).

3. Characteristics of respondent: Respondents were asked for
their professional background (profession, level of involve-
ment in care of the elderly, and level of involvement in
the ED).

Other data

One hundred of the 111 Quebec EDs were classified–
based on an unofficial working document that
considered the resources available (e.g., diagnostic,
specialist care)–into four categories: tertiary, second-
ary, and primary acute-care hospital EDs, and
stabilization centres located in health centres outside
hospitals. The 11 unclassified EDs were categorized in
a fifth category: other health centres (not in acute care
hospitals). The number of ED stretchers was obtained
from the MSSS. Presence of an acute geriatric unit was
obtained from a recent survey.27 Rural versus
urban location of the ED was determined from the
postal code.

Results
Among the 111 Quebec EDs in the sample, ques-
tionnaires were completed by key informants for
98 (88.2%). Considering those variables defined
from other data (see ‘‘Methods’’), significantly
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lower participation was found in tertiary-level EDs
(Table 2). Respondents included nurses (88.7%,
usually the ED head nurse) and physicians (7.2%),
and the remainder were other health professionals
(data not shown).

Use of ISAR Tool

The ISAR screening tool had been implemented in
13 (13.3%) EDs; seven were currently using it, and six
had discontinued. A further 12 EDs (12.2%) had
considered using ISAR but were not doing so at the
time of the survey. There was no apparent link among
the 13 current or prior users (e.g., location, network).
Notably, although two of the six Montreal hospitals
that were involved in either the validation of the ISAR

tool or the ISAR-2 intervention had used ISAR in the
past, none were currently using either ISAR or any
other standardized tool.

ISAR implementation was significantly related to four
inter-related ED characteristics: level of ED, university
affiliation, number of stretchers, and number of visits
by patients age 65 and over. We created a composite
variable with four categories based on level of ED
and university affiliation: tertiary level (all were
university-affiliated); primary or secondary EDs with
university affiliation; primary or secondary EDs without
university affiliation; and other EDs (only 3 of 30 were
university-affiliated). This composite variable was
significantly associated with ISAR implementation
(Table 3). We did not consider these factors further
because number of visits by patients age 65 and over
were highly correlated with this composite variable.

There was also a significant relationship between the
availability of any geriatric staff and the decision
to use ISAR. However, the sample size precluded
further analysis to determine whether this effect was
independent of the effect of type of ED.

We conducted sensitivity analyses under the assump-
tion that none of the non-responding EDs were using
ISAR because the participation rate was lower among
the tertiary EDs. These calculations yield the follow-
ing estimates of use (current or prior)–tertiary: 5/
18¼ 28 per cent; secondary: 3/37¼ 8 per cent;
primary: 3/24¼ 13 per cent; stabilization: 2/17¼
12 per cent; other health centre: 0/15¼ 0 per cent
(p¼ 0.17, Fisher’s Exact test).

ISAR users (current and prior) reported some advan-
tages (speed, simplicity, validation in ED setting,
clinical relevance) and some disadvantages
(false negatives, false positives) of this tool.
Recommendations made on improving the tool
included simplify wording, combine first two
questions, increase number and detail of questions
(e.g., add question on falls), include the follow-up
evaluation and referrals to community services, look
at test performance without items 4 and 6, allow room
for judgement. Some users had made modifications
corresponding to some of these recommendations.

Among Quebec EDs that had not considered using
the ISAR tool or that had considered but decided
against use, the main reasons were lack of resources
(staff, funding, what to do with those who screened
positive), characteristics of the screening tool (too
broad, vague, subjective), and resistance to change
(another form to fill out, attitudes towards elderly).
Some of the reasons given reflected a lack of under-
standing of the purpose of the ISAR screening tool
(e.g., the tool is not comprehensive enough).

Table 2: Participation rate of Quebec emergency
departments (EDs) by characteristics of ED (N¼111)

Characteristica Total Participants p-valueb

N n (%)

Level of ED 0.03

Tertiary 18 12 (67)

Secondary 37 33 (89)

Primary 24 23 (96)

Stabilization centre 17 15 (88)

Other health centre 15 15 (100)

Location 0.21

Urban 63 54 (86)

Rural 45 42 (93)

(missing) (3) (2)

Number of Stretchers 0.24

0–7 22 20 (91)

8–18 38 31 (82)

19þ 20 17 (85)

Data not available 31 30 (97)

Geriatric Service 0.30

Yes 62 52 (84)

No 24 23 (96)

Data not available 25 23 (92)

University Affiliation 0.21

Yes 39 32 (82)

No 72 66 (92)

Total 111 98 (88)

a Source: Quebec Ministry of Health.
b �2 or Fisher’s Exact test.
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Among six Quebec EDs that had stopped using the
ISAR screening tool, three did so because follow-up
resources were no longer available, two because they
were required to begin using another tool (PRISMA-7,
see below), and one because of problems with the
method of administration (patients were unable to
complete it on their own).

Use of Other Tools

The use of other tools was reported in 22 (22.4%) of
Quebec EDs; none of these was currently using the
ISAR screening tool but three had previously used it.
Use of other tools was not associated with the type of
ED, but was significantly more frequent in EDs with
specialized geriatric staff. Specific tools included the
PRISMA-7 (developed for the PRISMA integrated
service-delivery system in one region of the pro-
vince),28 tools required for referral to CLSC-based
case-management services, and tools developed by

ED staff for their own use. Seven of these locally
developed tools were provided. Six of these were
labelled ‘‘screening’’ tools, although the length of the
tools varied between 7 and 24 items. In general, the
domains covered by these tools were similar to those
in the ISAR-2 step-2 assessment; in some case items
had been adapted from other assessment tools.

Method of Implementation

Table 4 shows the method of implementation reported
by users of ISAR (current and previous) and of other
tools (current only). The majority of users limited use
of the tool to assessing older patients (at least age 70)
soon after their arrival in the ED. The ISAR tool was
usually administered by the triage nurse, whereas
other tools were often administered by a liaison nurse
or social worker. Follow-up of positive ISAR results
was usually in hospital in-patient units or in the

Table 3: Characteristics of Quebec emergency departments related to use of ISAR and other tools (n¼98)

Characteristic Total ISAR Other Tools

N Considered (%) Usea (%) p-value* Useb (%) p-valuec

Total 98 12.2 13.3 22.4

Type of ED 0.01 0.37

38/ University-affiliated 12 25.0 41.7 25.0

18 or 28/ University-affiliated 17 17.6 17.6 17.6

18 or 28/ Not university affiliated 39 7.7 7.7 30.8

Non-hospital EDd 30 10.0 6.7 13.3

Location 0.10 0.08

Urban 54 16.7 16.7 29.6

Rural 42 7.1 7.1 14.3

(missing) (2)

Staff Specialized in ED

Nurse 38 18.4 15.8 0.18 23.7 0.92

Social worker 21 9.5 19.1 0.71 52.4 <0.01

Geriatric consultant 26 19.2 23.1 0.06 38.5 0.03

Psychogeriatric consultant 6 0.0 16.7 1.00 50.0 0.13

Other 5 0.0 0.0 1.00 40.0 0.33

Any of the above 56 16.1 19.6 0.02 32.1 0.01

None of the above 39 5.1 5.1 10.3

(missing) (3)

a Current or prior use.
b Current use only.
c �2 or Fisher’s Exact test.
d Three were university-affiliated.
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community. None of the users had adopted the step-2
standardized nursing assessment.

Discussion
In this study, we investigated the use of screening and
assessment tools for older ED patients, including the
recently developed and validated ISAR tool,29 in a
sample of Quebec EDs. The results show, first, that the
decision to use a standardized tool is related to the
availability of geriatric staff in the ED. The decision to
deploy these staff to the ED reflects the older ED
population’s perceived importance in the eyes of the
institution; these staff play an important role in
determining the services to be provided to older
patients. Second, the use of ISAR (but not other tools)
is related to the complexity of ED care and university
affiliation. This effect may be due to the validation
studies of the ISAR that were published and dis-
seminated in other ways. In larger, more academically
oriented EDs, the staff may attend more professional
conferences and be more familiar with the medical
literature. Thus, the intervention may be more

compatible with the beliefs and practices of these
staff.30

Although there has been little prior relevant research,
the rate of implementation of the standardized
screening and assessments tools in this study was
consistent with the range of rates of implementation
of other types of screening tests in primary care
settings.26 Three main barriers to implementation
were identified in this survey: availability of
resources, confusion about the goals of screening
versus assessment tools, and lack of an adaptation
process.

1. Availability of resources: Most respondents focused
on the resources needed to conduct screening; a few
also mentioned the resources required to follow-up
on positives. Greater use in tertiary-level EDs may
reflect the greater availability of resources to conduct
follow-up. However, even many EDs with specialized
staff were not using ISAR. The real issue may not be
what resources are available but how those resources
are deployed. The advantage of a systematic approach
using a screening tool is that it enables the direction of

Table 4: Type of implementation of ISAR and other tools

Characteristic ISARa (n¼13)a Other Tools (n¼22)

n % n %

Administered by

Triage nurse 9 69 10 46

ED nurse 2 15 3 14

Liaison nurse 1 8 5 23

Social worker 1 8 4 18

Age Group

85þ 0 0 1 5

75þ 7 54 8 36

70þ 3 23 2 9

65þ 3 23 10 45

Not specified 0 0 1 5

When Administered

Soon after arrival 10 77 19 86

Other 3 23 3 14

Follow-up (more than one)

Assessment in ED 5 38 14 64

Assessment on ward 6 46 3 14

External assessmentb 12 92 20 91

a Includes seven current and six prior users.
b CLSC, home care, day centre, other community agency.
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these resources to those at greatest risk, who might
otherwise slip through the cracks. This is particularly
important in the busy environment in many EDs. While
administration of the ISAR screening tool requires a few
additional questions, these can easily be incorporated
into the triage process. EDs that wish to reduce further
the resources required may choose to limit which
patients are screened (e.g., to age 75 and over) and/or
to set the cut-point for a positive screen at three or
more instead of two or more positive responses.
The implications of these decisions are illustrated in
the original study of the ISAR screening tool.17

2. Screening versus assessment tools: Screening in a clinical
context such as the ED is the first step of a case-finding
program (‘‘secondary prevention through early detection
of cases among persons using health services for other
reasons, e.g., checking blood pressures of patients who
attend a physician’s office’’31). The purpose of screening
is the ‘‘presumptive identification of unrecognized
disease or defect by the application of tests, examina-
tions, or other procedures which can be applied
rapidly’’.31 Screening tests are not intended to be
definitive, diagnostic, or comprehensive. A useful
ED-based high risk screening tool for older ED patients
is characterized by its brevity, simplicity, and ability to
categorize individuals into two groups: those that may
be at increased risk of adverse outcomes (who require a
clinical assessment) versus those that are not. Because
definitive and/or comprehensive clinical assessment
may not be feasible during an ED visit, the goal of the
clinical assessment should be to determine the type and
location of follow-up required by the patient (e.g., pain
control in the ED, hospital admission to investigate
delirium, referral to the primary physician to evaluate
causes of unsteadiness, referral for new or different
home care services). The distinction between screening
and assessment tools did not appear to be understood
well by most survey respondents. Some respondents
rejected the ISAR screening tool because it was not
comprehensive (did not contain questions on all areas
thought to be important in the assessment of older
patients). These individuals apparently wanted a one-
step assessment tool. Interestingly, none of the users of
the ISAR screening tool appeared to be using step-2
(standardized clinical assessment) or a comparable
standardized assessment tool.

3. Adaptation process: Some EDs decided not to use ISAR
because of the wording of some of the questions or
because patients could not complete the tool alone.
However, clinical tools often need to be adapted to the
local context. Changes in the format or wording of
questions may be required to make them understand-
able to patients and/or acceptable to ED staff. The ISAR
items were designed to be suitable for self-
administration, but, even in the original study, many
patients preferred to be asked in an interview format.
Although the ISAR questions were carefully pre-tested
both in English and French in the population of older
patients in Montreal EDs where the original studies
were conducted, this does not guarantee that they

will be understood similarly in other contexts. While
researchers are often cautioned against making changes
in previously validated instruments, appropriate adap-
tation may be preferable to deciding not to adopt an
otherwise useful tool. Warburton et al., for example,
used a series of audits to evaluate the process of
implementation of ISAR in several EDs in British
Columbia.32 In an incremental process, they identified
questions either that were not well understood by
nurses and patients, that resulted in a miscoding of
items, or that required updating to reflect current
practice (e.g., to reflect the increase in number of
medications prescribed to this population in the last
few years, the question ‘‘Do you take more than three
different medications every day?’’ was replaced by
‘‘Do you take six or more medications every day?’’).

Strengths of this survey include the high participation
rate among Quebec EDs. There are two main limita-
tions. First, although we used a standardized
approach to identify an appropriate respondent, the
type of respondent (e.g., geriatrician vs. ED head
nurse) may have influenced responses to the survey.
Second, we used an unvalidated questionnaire to
obtain information on implementation of screening
and assessment tools. Some respondents may have
been unaware of details of implementation or may
have wished to present their ED in a positive light.

Conclusions/Recommendations
Better methods are needed to assist EDs in imple-
menting methods to improve the care of their older
patients. Before planning implementation strategies,
it is important to do a systematic assessment of
the practice environment and of potential users.33

Strategies for successful implementation may require
staff training and in-service updates, partnerships
with EDs that have implemented these tools, adapta-
tion of the tools, and pre-implementation testing.32

Resources need to be made available to conduct and
follow-up on assessments and to monitor implemen-
tation. Linkages with other members of the health care
network need to be created (geriatric services,
in-patient care teams, primary care, home care, and
other community services).

Efforts to increase the implementation of evidence-
based tools in various health care settings should
include multifaceted strategies to influence providers
and policy makers. Approaches that have been
successful in changing provider behaviour include
educational outreach visits (e.g., academic detailing)34

and use of local opinion leaders.35 Strategies that may
increase research use among policy makers include
the use of brief documents, with relevant information
highlighted (e.g., contextual factors that may affect
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local application and information on benefits, risks,
and costs).36

Attention should also be paid to the information to be
collected in the second step, the brief clinical assess-
ment. The main goals of this assessment are to
identify unmet needs that require follow-up and to
transmit the results and follow-up recommendations
to concerned individuals, whether in the hospital (for
patients admitted) or in the community (for those
discharged). The specific follow-up will vary by the
local context and must take into account the avail-
ability of services. In Quebec, for example, good
linkages are required with the CLSC, both for patients
known and not previously known to the CLSC, for
reassessment or initial assessment, respectively.
Follow-up by the patient’s primary physician is at
least as important but harder to standardize and
challenging to implement in areas that lack access to
primary medical care.25 It is important to know what
information is needed by the physician and in what
format. In transmission of information, a common
language is an asset. Thus, in situations where home
care services use standardized assessment tools,
adaptations of these tools using similar definitions
may facilitate communication. For patients admitted
to hospital, appropriate follow-up may involve early
discharge planning or referral to geriatric or psycho-
geriatric consultation, again depending on the
services available.

Three areas of research are important to improving
best practice recommendations for older ED patients.
First, validation studies are needed in different
contexts of existing and adapted screening and
assessment tools. Second, referral interventions that
target the primary physician should be developed and
evaluated. Third, comparative studies of the different
ED organizational models and practices for older
patients should be conducted, describing their struc-
ture, process, and outcomes.
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