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Abstract  
 
The Institute for Healthcare Improvement (IHI), the Michigan Health & Hospital Association 
(MHA), and Trust for America’s Health (TFAH) are working to improve how public health and 
healthcare organizations work collaboratively across the cross-sector care continuum to deliver 
better outcomes for older adults. They have developed evidence-based guidance on the co-
creation of interventions that bridge gaps in resources, care, and systems across the healthcare 
and public health sectors, which are derived from the qualitative results of semi-structured focus 
groups. The result is an evidence-based framework and accompanying implementation toolkit 
developed for use by public health leaders, health systems leaders, and community-based 
organizations in the development of shared strategies and programs to support the coordination 
of care for older adults in the places they call home. Improving Public Health and Health Care 
for Older Adults: The Three Keys to Cross-Sector Age Friendly Care Implementation Guide and 
Workbook is a toolkit that builds on prior work in Age-Friendly Health Systems, Age-Friendly 
Public Health Systems, and Age-Friendly Ecosystems.  
 
Developed to support the reduction of gaps in services at points of transition or referral in the 
care continuum, the resulting framework and accompanying toolkit contains specific 
recommendations and guidance for practitioners working in the public health and healthcare 
sectors that pairs the literature from the field with results from semi-structured interviews and 
other methods. This paper describes how to engage key stakeholders in the development process 
and how the information gathered informed the development of our framework. Together, these 
resources support the co-creation of programs and strategies that center older adults and health 
equity at all stages. The toolkit includes visual narratives depicting the multidimensional 
relationship between an individual and services and emphasizes the importance of assessing and 
acting on what matters most to older adults and their caregivers.  
 
Introduction  
 
As older people age, care tends to become more complex, a challenge compounded by gaps in 
services at points of transition and limitations on care coordination across care settings. These 
settings include healthcare, public health, and the community (including aging services), which 
have historically been siloed. Embodying age-friendly cross-sector care coordination is vital, not 



 
only to improve outcomes for current older adults but also for future generations of people as 
they age.  
 
The Institute for Healthcare Improvement (IHI), the Michigan Health & Hospital Association 
(MHA), and Trust for America’s Health (TFAH) are working to improve how public health and 
healthcare organizations work collaboratively across the care continuum. They have developed 
evidence-based guidance for the co-creation of interventions that bridge gaps in resources, care, 
and systems across the healthcare and public health sectors. 
 
Health systems and supportive organizations participating in the Age-Friendly Health Systems 
(AFHS) movement reliably provide a set of evidence-based elements of high-quality care, 
known as the 4Ms, presented in Table 1, to older adults. As a set, these interventions have been 
shown to reduce harm and improve health outcomes while avoiding unwanted or duplicative 
carei. 
 
TABLE 1. The Framework for an Age-Friendly Health Systems outlines four elements of high-
quality care for older adultsii 
 
Framework 
Elements: 4Ms  

Description  

What matters  Know and align care with each older adult’s specific health outcome goals 
and care preferences including, but not limited to, end-of-life care and 
across settings of care.  

Medication  If medication is necessary, use age-friendly medication that doesn't 
interfere with What Matters to the older adult.  

Mentation  Prevent, identify, treat, and manage dementia, depression, and delirium 
across settings of care.  

Mobility  Ensure that older adults move safely every day in order to maintain 
function and do What Matters.  

  
As of February 2024, 3,821 health systems have been recognized as AFHS participants, with 
more than 2,000 of these reaching older adults with 4Ms care.  
 
Currently, five states, including Florida, Michigan, and Mississippi, and ten state public health 
institutes are implementing the AFPHS framework.iii Florida developed an innovative, state-
specific prototype that has been adopted in 50 of 67 county health departments, defining public 
health’s role in ensuring older adults achieve and maintain their optimal health and well-being.  
In Washington, an AFPHS Learning and Action Network comprises teams of local health 
jurisdictions and area agencies on aging, including the Northwest Washington Indian Health 
Board. Age-Friendly Public Health Systems (AFPHS) include six core functions (6Cs) that 
describe this kind of collaboration presented in Table 2.iv  
 
 
 



 
TABLE 2. The Framework for Creating Age-Friendly Public Health Systems incorporates six 
core public health activities that support healthy agingv 
 
Framework 
Elements: 6Cs 

Description:  

Creating Creating and leading policy, systems, and environmental changes to 
improve older adult health and well-being. 

Connecting Connecting and convening multi-sector stakeholders to address the 
health and social needs of older adults through collective impact 
approaches focused on the social determinants of health. 

Coordinating Coordinating existing supports and services to help older adults, 
families, and caregivers navigate and access services and supports, avoid 
duplication, and promote an integrated system of care. 

Collecting Collecting, analyzing, and translating relevant and robust data on older 
adults to identify the needs and assets of a community and inform the 
development of interventions through community-wide assessment. 

Communicating Communicating important public health information to promote and 
support older adult health and well-being, including conducting and 
disseminating research findings, and emerging and best practices to 
support healthy aging. 

Complementing Complementing existing health promoting programs to ensure they are 
adequately meeting the needs of older adults. 

 
As the AFHS movement grows, health systems are increasingly looking outside the walls of their 
institutions to support older adults in community settings. In collaboration with public health, 
community, and aging services, health systems, which have been historically siloed, can better 
support healthy aging and address the challenges and opportunities to improve cross-sector care 
coordination. 
 
According to the WHO, by 2030, people ages 60 and older will constitute over 16% of the global 
population, and by 2040, older adults are expected to account for more than 21% of the United 
States population.vi With this growth comes increased demand for healthcare services. Current 
healthcare delivery systems and community supports are not adequately aligned with the 
complex needs of older adults and often fall short when these systems are unprepared, unable to 
communicate across sectors and systems, and have unreliable access to services.vii  
 



 
Care coordination is meant to promote communication and continuity of care across providers, 
specialties, and systems, with the ultimate goal of reducing healthcare costs and improving 
clinical outcomes for older adults.viii Such care is important not only in the management of 
complex acute care needs and post-hospital transitions but also in the day-to-day management of 
chronic illnesses in acute and community settings.ix  
 

Despite the success of the Affordable Care Act at increasing access to care, substantial gaps in 
care coordination remain across care settings, healthcare systems, and in the community.x 
Analyses of data from the 2021 Health and Retirement Study found that about 40% of older 
adults perceived poor care coordination.xi To address challenges to care transitions for older 
adults, several states are implementing age-friendly cross-sector care coordination. One of these 
states, Michigan, was selected to serve as the pilot for the developed framework that bridges 
public health and healthcare systems, along with other community-based partners.  
 
It’s well known across disciplines, files of study, and across sectors that it is critical to involve 
those with lived experience of inequity in the development, design, and delivery of programs and 
initiatives.xii  To ensure that the framework was responsive to the needs of older adults, their 
caregivers, and the organizations that serve them, the project team engaged those with lived 
experience in developing the care coordination framework. Specifically, a series of semi-
structured interviews and feedback sessions (on framework elements) were conducted with two 
stakeholder groups - older adults and/or their caregivers and organizational leaders. This paper 
describes how to engage key stakeholders in the development process and how the information 
gathered helped inform our framework.  
 
Methods 
 
To inform development of the framework, the IHI led a series of stakeholder interviews with two 
groups:  older adults and/or their informal caregivers (n = 13), and organizational leaders (n = 
12). Participants in both groups provided informed consent and were instructed by the project 
team that the information they provided would be reported in aggregate.  
 
Organizational and service sector leaders were recruited by the project team through their 
networks and existing relationships in the older adult and aging services sector. The project team 
worked to ensure that all sectors were represented with at least two interview participants from 
each of the following sectors: academia, advocacy, public health, community health, hospital 
leadership, and government. These participants were interviewed to identify and understand gaps 
in resources, care, and systems serving the health of older adults in Michigan.  
 
Then, semi-structured qualitative interviews were conducted with adults over the age of 60 
and/or caregivers to identify and understand care gaps and challenges for older adults. Thirteen 
older adults were recruited from 5 Michigan cities. The MHA used patient and family advisory 
boards in health systems they support as a vehicle for recruiting the participation of older adults 
and caregivers. Additional recruitment was led by the IHI through their networks and staff.  
 
Interviews with those older adults and/or caregivers were facilitated telephonically or virtually, 



 
except for two, which were conducted in person. Virtual, semi-structured interviews were 
conducted via the Zoom platform, with audio and video recordings captured and confirmation 
that information would be anonymized. All interview transcripts were reviewed for accuracy and 
de-identified. Interviews were open-ended and approximately 1 hour in duration. Demographics 
such as age, race/ethnicity, health status, location, and socioeconomic status were self-described 
by participants prior to the interview start. Questions were developed to assess older adults' and 
caregivers’ views of age-friendly cross-sector care coordination as well as current challenges that 
prevent access to the resources they need to live a healthy life. Participants were asked to 
describe an acute healthcare event, challenges experienced in acquiring needed care and services 
post-discharge, and what could be done to improve their care transition in the future. Similar 
questions were asked of organizational leaders with an additional focus on recommendations for 
a better, cross-sector care continuum. To center equity and close equity gaps, the following 
demographic characteristics narrowed the scope and analyzed the data from the interview 
process: 1) race and ethnicity, 2) geography type, 3) health conditions and status, and 4) 
insurance status.  These demographics were selected to center equity in the process.   
 
Analysis followed Braun and Clarke's thematic method.xiii The project team had two members 
review the transcripts for every interview and code for as many topics (themes) as possible and 
applied codes to contextual segments, then sorted codes into higher-level topics using tables. 
Higher-level topics were refined and renamed depending on the extent to which the sorted data 
were supportive of said theme. No software was used to analyze this data. 
 
Results 
 
Seven of 13 older adults and/or caregivers identified as people of color, with all participants 
having diverse ages and socioeconomic statuses, with 38% identifying as low-income. 
Interviews included participants from rural (53%), urban (38%), and suburban (9%) 
communities. The number of interviews with older adults was selected based on the ratio of 
interested older adults that mirrored the racial and geographic spread of older adults in Michigan. 
 
Current challenges in and future directions for transitional care for older adults were drawn from 
analysis of the stakeholder interviews with organizational leaders, older adults, and caregivers 
along nine major themes: accessibility of care (noted by both groups of stakeholders), 
affordability of care (older adults/caregivers only), care coordination and navigation (older 
adults/caregivers only), caregiver support (older adults/caregivers only), collaboration and 
communication (organizational leaders only), culturally-centered and equitable care (older 
adults/caregivers only), older-adult-centered care (both stakeholder groups), program funding 
(organizational leaders only), and workforce development (both stakeholder groups). Table 3 
presents key findings by each of the nine themes according to current challenges and future 
directions or suggested improvements for coordinated care delivery for older adults transitioning 
from one care setting to another.  
 
 
 
 



 
TABLE 3. Major Themes: Challenges and Opportunities 
 
Current Challenges Future Directions 

1. Accessibility of Care 
The ability to navigate and access (either physically or through technology) the available 
services and supports. 

• Need for increased awareness of 
appropriate programs and services with 
misalignment between services needed and 
services available. 

• Discomfort with digital health 
interventions, including telehealth. 

• Need for improved transportation options 
to reach services in rural communities. 

• Developing informed tools that allow for 
the identification of appropriate services 
within a given geography. 

• Organizing services according to what 
matters to older adults to ensure services 
are available to older adults at times that 
they are most needed.  

• Locating services where people are 
instead of people traveling to services. 

2. Affordability of Care 
A complex system and policy environment that should support older adults and their 
caregivers in understanding the types of coverage, benefits, and resources that are available 
at any given time and the ability to pay for the services, (such as dental coverage) and other 
resources (such as medication) needed to live a healthy life. 

• Need for financial support for nursing or 
home care services. 

• Expensive or costly co-payments and 
transportation costs. 

• Need for increased health insurance literacy 
for older adults and caregivers. 

• Providing financial assistance for 
nursing and home care services. 

• Reducing co-payments and financial 
support. 

• Health insurance literacy education. 

3.    Care Coordination and Navigation  
An intentional approach to aligning, sharing information, and communicating across 
sectors. It’s important to understand “What Matters” to the older adult and their caregivers 
as part of the care coordination process so that the information can be used to achieve 
better, safer, and more effective care and outcomes across the continuum. 

• Need for increased community 
resources available in rural areas.  

• Shortage of community health workers 
and case managers. 

• Need for improved of communication 
about programs offered by different 
organizations, with limited referral 
tracking and follow-up. 

• Recruiting and training community 
health workers and case managers. 

• Improving connections and 
communication between health 
systems and community services. 

• Adopting a bi-directional platform 
that allows for sharing of medical 
records across different organizations. 



 
• Poor discharge planning and transitions 

of care resulting in medication error 
• Need for increased information sharing 

among providers (multiple EHR 
platforms in place). 

• Engaging and supporting caregivers 
at all points of care, especially in the 
discharge process. 

3. Caregiver Supports  
The individual- and system-level supports to support the health and care of older adult.  

• Need for increased education and 
training on caring for older adults. 

• Need for support and guidance from 
healthcare professionals. 

• Recognition of the financial challenges 
and burden that caregivers experience. 

• Caregiver training on resource 
navigation and health insurance 
literacy. 

• Caregiver resource map to help 
caregivers navigate healthcare and 
community services. 

• Financial assistance for caregivers. 

4. Collaboration and Communication 
How healthcare and public health organizations and entities communicate, collaborate 
across sectors, share information, transition older adults seamlessly across the care 
continuum, and provide the right resources for older adults and their caregivers, at the right 
time. 

• Need for improved communication about 
programs across health system and 
community sectors. 

• Need for alignment and common vision 
around goals, priorities, and measures for 
collaborating organizations.  

• Need to move beyond relationship-based 
partnerships. 

• Leveraging Medical Assistants, 
community health workers, and social 
workers to support collaboration and 
communication across sectors. 

• Developing and using a common 
language and measures across programs 
and services provided in the Age-Friendly 
Ecosystem. 

• Broadening and deepening partnerships 
across sectors with guidance on 
communication, coordination, and 
collaboration. 

5. Culturally Centered and Equitable Care 
Integrates the culture, language, and other important racial, ethnic, tribal, or other 
demographic factors that matter to the older adult and their caregivers in the delivery of the 
care, as well as resources needed to maintain or improve their health and well-being. 



 
• Need for increased staff diversity in 

nursing home and long-term care 
facilities. 

• Need for on-site translators, in addition 
to multilingual providers and clinical 
staff. 

• Demand for preventative health 
services in BIPOC communities. 

• Recruiting and retaining a diverse 
workforce that reflects communities 
in which older adults live. 

• Providing translation of services and 
materials in advance and on demand.  

• Training healthcare providers in 
cultural competence. 

6. Older-Adult-Centered Care 
Reinforces what matters to older adults and their caregivers (including family or chosen 
family) in the experience of their care across public health and healthcare. 

• Need for social connection outside 
home. 

• Complex and long patient intake 
process. 

• Changing, culturally-based preferences 
for how and where adults want to live 
and age. 

• Need for a consistent healthcare team to 
build strong relationships. 

• Fear of the healthcare system and 
delays in care. 

• Identifying and facilitating part-time 
employment for older adults. 

• Streamlining patient intake processes. 
• Partnering with older adults to make 

decisions that affect their health and well-
being, including living arrangements. 

• Establishing rapport and trust with older 
adults at all healthcare settings. 

8.    Program Funding  
Funding for programs and services that support older adults, which, in their current state, 
are fragmented and siloed. 

• Fragmented funding and services, and 
duplication of efforts. 

• Policies that tie programs and services to 
short-term or one-time funding.   

• Payment, reimbursement, and insurance 
structures that discourage organizational 
collaboration. 

• Educating funders about the range of 
services and resources that older adults 
need to improve their health and well-
being. 

• Building services into existing program 
budgets rather than rely on short-term 
grant funding. 

• Funding cross-sector initiatives that 
provide services and programs rather than 
recreating them in silos. 

7. Workforce Development 
Supporting and expanding the people who are at the front line and at the heart of the 
healthcare and public health systems. Significant workforce shortages make the provision of 
care for all who need it difficult. 



 
• Direct care worker shortages and high rates 

of turnover. 
• Few multilingual healthcare professionals 
• Burnout, moral injury, and lack of 

workforce support. 
  

• Recruiting and retaining multilingual 
healthcare professionals. 

• Establishing career pathways for direct 
care workers, including professional 
development opportunities, long-term 
career pathways, and financial incentives. 

 

 
Information from the interviews was used to create a pilot-ready care coordination framework 
designed to bridge identified gaps across sectors. The framework includes three primary drivers 
that were developed in the process of organizing the themes from the stakeholder interviews into 
categories.  These are referred to as the Three Keys: 1.) What Matters, 2.) Supportive System 
Structures, and 3.) Financial Structures and Policy Landscape.  
 
Together, they draw upon upstream and downstream disruptions to and facilitators of the cross-
sector care continuum.xiv Downstream solutions focus on direct interaction with older adults or 
their caregivers to address proximal, individual problems, such as access to treatment for 
depression or discomfort, using telehealth for primary care visits. Whereas upstream 
interventions focus on indirect change affecting large population groups and more distal or 
contextual factors, such as ageism or insurance reimbursement policies, that either encourage or 
discourage healthy behavior that affects social, structural, and political determinants of health.xv  
 
The Three Keys function across sectors at different levels of the system. The first key, “What 
Matters,” aligns with downstream approaches and works to address the experience of older 
adults and caregivers and improve their care across the continuum. It builds upon the definition 
of “What Matters” from AFHS, defined as knowing and aligning care with each older adult’s 
specific health outcome goals and care preferences, including, but not limited to, end-of-life care 
and across settings of care.xvi Health outcome goals relate to the values and activities that matter 
most to an individual, help motivate the individual to sustain and improve health, and could be 
impeded by a decline in health — for example, babysitting a grandchild, walking with friends in 
the morning, or volunteering in the community. The second key, “Supportive System Structures,” 
includes midstream solutions, addressing the systems and processes that organizations and 
entities have the power to address. The third key, “Financial Structures and Policy Landscape,” 
aligns with upstream approaches that change policies and the macro-environment conditions that 
affect organizations, communities, systems, and people. The framework and supportive tools – 
an implementation guide, workbook, journey maps, and driver diagram (see Figure 1) with 
change ideas and measures – provide guidance on how to operationalize the Three Keys 
framework. These resources can be found in Supplemental Digital Content Table A, available at 
https://online.fliphtml5.com/evmfl/iaqa and ihi.org. 
  
The implementation guide walks readers through the Three Keys, illustrating essential actions to 
improve health for older adults across the care continuum using quality improvement and other 
methods. A description of each of these drivers of change and its components is followed by a 

https://online.fliphtml5.com/evmfl/iaqa


 
list of process measures and a table of associated change ideas, which are a catalyst to accelerate 
improvement. Some of the proposed change ideas may apply to individual organizations in 
public health or healthcare in their roles as part of the Age-Friendly Ecosystem, while others 
require partnering within, across, or beyond these sectors.  
 
The workbook is designed to help prepare for, test, and implement the change ideas to improve 
care. It includes examples relevant for public health and healthcare cross-sector teams, including 
1) federal, state, and local public health agencies as well as the governmental public health 
system and 2) healthcare systems such as hospitals, nursing homes, ambulatory care, or 
convenient care clinics. The workbook includes step-by-step recommendations to support cross-
sector care coordination for older adults: 1) get started, 2) form a cross-sector team, 3) 
understand the current state, 4) set an aim, 5) measure improvement, and 6) sustain 
improvements. 
 
Care journey maps are visual narratives depicting the multidimensional relationship between an 
individual and a service. The maps center on the experiences of older adults and their caregivers, 
showing the importance of assessing and acting on what matters to older adults and illustrating 
the complexity and impact of the current system.  Qualitative data from the interviews were used 
to understand the current state and systems factors that were impeding quality, reliable care, and 
preventive services. The data was also used to establish the future state of the situation and how 
the public health and healthcare systems can improve care coordination.  
 
Characteristics of the older adults and caregivers interviewed were combined to create three 
personas represented in the maps. There are three map sets, with six maps in total, representing 
personas with the following characteristics: 1) Latinx/Hispanic rural adult with diabetes and 
chronic health conditions, aged 75 years (Maps 1 & 2); 2) Black/African American urban adult 
with mental and behavioral health challenges, aged 65 years (Maps 3 & 4); and 3) white 
suburban adult with history of falls and mobility challenges, aged 80 years (Maps 5 & 6). Cross-
sector teams can use care journey maps to address systemic factors by identifying issues in the 
current state maps and testing change ideas to improve the systems. Direct care providers can use 
the maps as a tool for dialogue with older adults and caregivers about their experience navigating 
services across the care continuum and to determine what matters most.  
 
The driver diagram depicts primary, secondary, and tertiary drivers of improved coordinated care 
for older adults, which were derived from the qualitative interviews. Tertiary drivers (not 
depicted in Figure 1) provide detailed information on factors affecting coordinated care. Change 
ideas include specific actions, organized by secondary drivers, that cross-sector teams and direct 
care providers can take to improve coordinated care for older adults transitioning from acute care 
to community settings.  Suggestions build on findings from the stakeholder interviews. Finally, a 
set of sample process measures, also organized by secondary drivers, and overall outcome 
measures can help cross-sector teams document progress.  
 
 
 
 



 
Discussion  
 
While this work has been modeled in Michigan, the work aims to ensure that all older adults can 
age in optimal health in a setting that is aligned with their wishes and within an equitable system 
that is supportive of cross-sector care coordination. This work serves as a blueprint that 
highlights the importance of qualitative results from interviews with stakeholders, especially 
those with lived experience, as a key input to inform the development of implementation tools 
for action and improvement. This process sought to understand factors affecting transitional care 
for older adults in Michigan through a series of interviews. Our questions focused on individuals’ 
understanding of Age-Friendly Health Systems and Public Health Systems as well as their 
experience of barriers to and facilitators of better care coordination for older adults during 
transitions from acute care to community settings. 
 
While some participants were unfamiliar with the term “age-friendly care,” they were aligned on 
their understanding of barriers and solutions, which coalesced into three major drivers of change. 
This information yields a cross-sector care coordination framework defined by Three Keys. 
Secondary drivers of change are organized according to the three main drivers. Secondary 
themes with overlap between stakeholder groups included accessibility of care, adult-centered 
care, and workforce development. Drivers identified by older adults and caregivers only included 
affordability of care, care coordination and navigation, caregiver support, and culturally centered 
and equitable care. Themes from organizational leaders only included collaboration, 
communication, and program funding.  
 
Interview findings on barriers to improved, coordinated care is supported by literature reviews 
similarly pointing, for example, to workforce shortages or limited staffing capabilities;xviixviii 
underutilization or inappropriate use of telehealth;xix affordability of care;xx poor communication 
and coordination of services among providers;xxixxiixxiiixxivxxvxxvi lack of information on services 
such as care pathways;xxvii limited staffing capacity and need for training;xxviii limited support for 
service users and carers to navigate and access the health and care system and availability of 
infrastructure to support and fund integrated carexxix; funding silos and competitive, short-term 
grants.xxx  
 
Emergent themes on facilitating factors are also corroborated in the literature, with studies 
similarly documenting the need for care that matters to older adults, supportive systems, and 
financial structures.xxxixxxiixxxiiixxxiv A rapid scoping review of the literature on integrated care for 
older adultsxxxv noted the following facilitating factors: connected service networks and effective 
referral systems; cooperation across care provider organizations and the integration of health and 
social care at the clinical level; empowerment of individuals to be involved in their own care; 
enhanced communication via integrated electronic record management; assigned case managers; 
and comprehensive multidisciplinary geriatric assessment to enable personalized care plans. 
Other more recent reviews point to geriatrics-based training of clinical and community 
providers;xxxvixxxvii collaborative, team-based models of care;xxxviii telehealth adaptations for older 
adults;xxxix centralized and open access to healthcare records;xl and improving active involvement 
of service users and care providers in care decisions.xli 



 
While this resource does not focus on the implementation of specific strategies for ensuring 
continuity of care, it does provide both cross-sector teams and direct service providers a menu of 
options for determining care pathways most likely to support better health outcomes and ways of 
assessing associated individual and community-level outcomes. Moreover, this resource builds 
on and further operationalizes aspects of the Age-Friendly Ecosystem, drawing on evidence-
based, age-friendly principles of healthcare systemsxlii and best practices of age-friendly public 
health planningxliii to move the field from an “aspirational” to a “coordinated reality.”xliv The 
resulting guidance for cross-sector care coordination attends to upstream and downstream 
challenges and solutions to promote better health and well-being transitioning from one care 
setting to another. Further, it illustrates the importance of how bridges, rather than silos, between 
sectors (e.g., healthcare, public health, community, education, employers) in the ecosystem are 
needed to address documented gaps in care.xlv  An important next step will be to monitor and 
determine the feasibility and utility of the guide in practice. The goal is to test the validity of the 
guide and supplemental resources in practice with a small set of cross-sector improvement teams 
to demonstrate the impact on systems improvement and the health and well-being of older adults.  
 
Implications for Policy and Practice 
 

● Involving older adults, caregivers, and individuals at the front lines of care and services 
across sectors is vital to the development, design, and delivery of programs and 
initiatives.  

● Healthy aging requires that all sectors collaborate through alignment in vision and scope 
to collectively support the health and well-being of older adults. 

● The healthcare and public health sectors play a crucial role to ensure that policies, 
programs, and systems are in place to maximize health and well-being during transitions 
from acute care to community settings, and that equity is embedded across these systems.  

● The Three Keys framework offers specific guidance on how practitioners working in 
healthcare and public health settings can work together in a coordinated effort to improve 
health outcomes.   

● Adoption and implementation of the change ideas included in the toolkit will help move 
the US health system toward one that is high-quality, respectful, accessible, and 
equitable. However, policy changes are needed to support partnerships between public 
health, healthcare, and community-based stakeholders to address the broader needs of the 
growing older adult population.  

● The development of a cross-sector care coordination framework may prove useful to 
champions in other sectors in the Age-Friendly Ecosystem who are interested in 
formalizing approaches to the co-creation of programming, policies, and systems. 
     

Supplemental Digital Content  
 

• The Three Keys to Cross-Sector Age-Friendly Care Implementation Guide & Workbook 
full set of materials https://online.fliphtml5.com/evmfl/iaqa/   

https://online.fliphtml5.com/evmfl/iaqa/


 
References 

 
i Mate, Kedar, Terry Fulmer, Lisa Pelton, et al. "Evidence for the 4Ms: Interactions and 
Outcomes across the Care Continuum." Journal of Aging and Health 33, no. 7-8 (2021): 469-
481. doi:10.1177/0898264321991658. 
ii Institute for Healthcare Improvement, Age-Friendly Health Systems: Guide to Using the 4Ms in 
the Care of Older Adults in Hospitals and Ambulatory Care Practices  
 
iii AFPHS Network. Age-Friendly Public Health Systems. Accessed July 11, 2023. 
https://afphs.org/afphs-network/. 
iv De Biasi, Alexander, Michelle Wolfe, Jessica Carmody, Terry Fulmer, and Jonathan Auerbach. 
"Creating an Age-Friendly Public Health System." Innovation in Aging 4, no. 1 (2020): igz044. 
doi:10.1093/geroni/igz044.  
v AFPHS Network. Age-Friendly Public Health Systems. Accessed July 11, 2023. 
https://afphs.org/afphs-network/. 
vi “2020 Profile of Older Americans.” 
vii Brock, Jeremy, Stephen F. Jencks, and Richard K. Hayes. "Future Directions in Research to 
Improve Care Transitions From Hospital Discharge." Medical Care 59 (2021): S401. 
doi:10.1097/MLR.0000000000001590.  
viii Berkowitz, Seth A., Sreekanth Parashuram, Kelsey Rowan, et al. "Association of a Care 
Coordination Model With Health Care Costs and Utilization." JAMA Network Open 1, no. 7 
(2018): e184273. doi:10.1001/jamanetworkopen.2018.4273.  
ix Martin, Anne B., Micah Hartman, David Lassman, and Aaron Catlin. "National Health Care 
Spending In 2019: Steady Growth For The Fourth Consecutive Year." Health Affairs 40, no. 1 
(2021): 14-24. doi:10.1377/hlthaff.2020.02022.  
x Kominski, Gerald F., N. Jane Nonzee, and Andrea Sorensen. "The Affordable Care Act's 
Impacts on Access to Insurance and Health Care for Low-Income Populations." Annual Review 
of Public Health 38 (2017): 489–505. https://doi.org/10.1146/annurev-publhealth-031816-
044555. 
xi Eastman, Mary R., Valiantsina A. Kalesnikava, and Briana Mezuk. "Experiences of Care 
Coordination Among Older Adults in the United States: Evidence from the Health and 
Retirement Study." Patient Education and Counseling 105, no. 7 (2022): 2429-2435. 
doi:10.1016/j.pec.2022.03.015.  
xii Sunkel, Christian, and Claudia Sartor. "Perspectives: Involving Persons with Lived Experience 
of Mental Health Conditions in Service Delivery, Development and Leadership." BJPsych 
Bulletin 46, no. 3 (2022): 160–164. https://doi.org/10.1192/bjb.2021.51.  
 

https://afphs.org/afphs-network/
https://afphs.org/afphs-network/
https://doi.org/10.1146/annurev-publhealth-031816-044555
https://doi.org/10.1146/annurev-publhealth-031816-044555


 
 

xiii Braun, V., and V. Clarke. "Using Thematic Analysis in Psychology." Qualitative Research in 
Psychology 3, no. 2 (2006): 77-101. doi:10.1191/1478088706qp063oa.   
xiv Maitin-Shepard, M., ed. Models for Population Health Improvement by Health Care Systems 
and Partners: Tensions and Promise on the Path Upstream: Proceedings of a Workshop. National 
Academies Press, 2022. doi:10.17226/26059.  
xv "Let’s Talk: Moving Upstream." Published online 2014. 
https://nccdh.ca/images/uploads/Moving_Upstream_Final_En.pdf.  
xvi Mate, Kedar, Terry Fulmer, Lisa Pelton, et al. "Evidence for the 4Ms: Interactions and 
Outcomes across the Care Continuum." Journal of Aging and Health 33, no. 7-8 (2021): 469-
481. doi:10.1177/0898264321991658. 
xvii Flaherty, E., and S. J. Bartels. "Addressing the Community-Based Geriatric Healthcare 
Workforce Shortage by Leveraging the Potential of Interprofessional Teams." Journal of the 
American Geriatrics Society 67, no. S2 (2019): S400-S408. doi:10.1111/jgs.15924.  
xviii Threapleton, D. E., R. Y. Chung, S. Y. S. Wong, et al. "Integrated Care for Older Populations 
and Its Implementation Facilitators and Barriers: A Rapid Scoping Review." International 
Journal for Quality in Health Care 29, no. 3 (2017): 327-334. doi:10.1093/intqhc/mzx041. 
Kruse, C., J. Fohn, N. Wilson, et al. "Utilization Barriers and Medical Outcomes Commensurate 
with the Use of Telehealth among Older Adults: Systematic Review." JMIR Medical Informatics 
8, no. 8 (2020): e20359. doi:10.2196/20359. 
xix McMaughan, D. J., O. Oloruntoba, and M. L. Smith. "Socioeconomic Status and Access to 
Healthcare: Interrelated Drivers for Healthy Aging." Frontiers in Public Health 8. Accessed July 
4, 2023. https://www.frontiersin.org/articles/10.3389/fpubh.2020.00231.  
xx Abdi, S., A. Spann, J. Borilovic, L. de Witte, and M. Hawley. "Understanding the Care and 
Support Needs of Older People: A Scoping Review and Categorization Using the WHO 
International Classification of Functioning, Disability and Health Framework (ICF)." BMC 
Geriatrics 19, no. 1 (2019): 195. doi:10.1186/s12877-019-1189-9.  
xxi Hestevik, C. H., M. Molin, J. Debesay, A. Bergland, and A. Bye. "Older Persons’ Experiences 
of Adapting to Daily Life at Home after Hospital Discharge: A Qualitative Metasummary." BMC 
Health Services Research 19, no. 1 (2019): 224. doi:10.1186/s12913-019-4035-z. 
xxii Sadler, E., V. Potterton, R. Anderson, et al. "Service User, Carer and Provider Perspectives on 
Integrated Care for Older People with Frailty, and Factors Perceived to Facilitate and Hinder 
Implementation: A Systematic Review and Narrative Synthesis." PLOS ONE 14, no. 5 (2019): 
e0216488. doi:10.1371/journal.pone.0216488 

 
xxiv Abdi, S., A. Spann, J. Borilovic, L. de Witte, and M. Hawley. "Understanding the Care and 
Support Needs of Older People: A Scoping Review and Categorization Using the WHO 
 



 
 

International Classification of Functioning, Disability and Health Framework (ICF)." BMC 
Geriatrics 19, no. 1 (2019): 195. doi:10.1186/s12877-019-1189-9.  
xxv Threapleton, D. E., R. Y. Chung, S. Y. S. Wong, et al. "Integrated Care for Older Populations 
and Its Implementation Facilitators and Barriers: A Rapid Scoping Review." International 
Journal for Quality in Health Care 29, no. 3 (2017): 327-334. doi:10.1093/intqhc/mzx041./  
xxvi Pel-Littel, R.E., M. Snaterse,N.M. Teppich, et al. “Barriers and Facilitators for Shared 
Decision Making in Older Patients With Multiple Chronic Conditions: A Systematic Review.” 
BMC Geriatrics 21, no. 1 (2021): 112. doi:10.1186/s12877-021-02050-y 
xxvii Abdi, S., A. Spann, J. Borilovic, L. de Witte, and M. Hawley. "Understanding the Care and 
Support Needs of Older People: A Scoping Review and Categorization Using the WHO 
International Classification of Functioning, Disability and Health Framework (ICF)." BMC 
Geriatrics 19, no. 1 (2019): 195. doi:10.1186/s12877-019-1189-9.  
xxviii Sadler, E., V. Potterton, R. Anderson, et al. "Service User, Carer and Provider Perspectives on 
Integrated Care for Older People with Frailty, and Factors Perceived to Facilitate and Hinder 
Implementation: A Systematic Review and Narrative Synthesis." PLOS ONE 14, no. 5 (2019): 
e0216488. doi:10.1371/journal.pone.0216488 
xxix Sadler, E., V. Potterton, R. Anderson, et al. "Service User, Carer and Provider Perspectives on 
Integrated Care for Older People with Frailty, and Factors Perceived to Facilitate and Hinder 
Implementation: A Systematic Review and Narrative Synthesis." PLOS ONE 14, no. 5 (2019): 
e0216488. doi:10.1371/journal.pone.0216488 
xxx Threapleton, D. E., R. Y. Chung, S. Y. S. Wong, et al. "Integrated Care for Older Populations 
and Its Implementation Facilitators and Barriers: A Rapid Scoping Review." International 
Journal for Quality in Health Care 29, no. 3 (2017): 327-334. doi:10.1093/intqhc/mzx041./ 
xxxi Flaherty, E., and S. J. Bartels. "Addressing the Community-Based Geriatric Healthcare 
Workforce Shortage by Leveraging the Potential of Interprofessional Teams." Journal of the 
American Geriatrics Society 67, no. S2 (2019): S400-S408. doi:10.1111/jgs.15924.  
xxxii Fulmer, T., D. B. Reuben, J. Auerbach, et al. "Actualizing Better Health and Health Care for 
Older Adults." Health Affairs 40, no. 2 (2021): 219-225. doi:10.1377/hlthaff.2020.01470. 
xxxiii Pel-Littel RE, Snaterse M, Teppich NM, et al. Barriers and facilitators for shared decision 
making in older patients with multiple chronic conditions: a systematic review. BMC Geriatrics. 
2021;21(1):112. doi:10.1186/s12877-021-02050-y\ 
xxxiv Sadler, E., V. Potterton, R. Anderson, et al. "Service User, Carer and Provider Perspectives on 
Integrated Care for Older People with Frailty, and Factors Perceived to Facilitate and Hinder 
Implementation: A Systematic Review and Narrative Synthesis." PLOS ONE 14, no. 5 (2019): 
e0216488. doi:10.1371/journal.pone.0216488 
xxxv Threapleton, D. E., R. Y. Chung, S. Y. S. Wong, et al. "Integrated Care for Older Populations 
and Its Implementation Facilitators and Barriers: A Rapid Scoping Review." International 
Journal for Quality in Health Care 29, no. 3 (2017): 327-334. doi:10.1093/intqhc/mzx041./  
 
 



 
 

xxxvi Flaherty, E., and S. J. Bartels. "Addressing the Community-Based Geriatric Healthcare 
Workforce Shortage by Leveraging the Potential of Interprofessional Teams." Journal of the 
American Geriatrics Society 67, no. S2 (2019): S400-S408. doi:10.1111/jgs.15924.  
xxxvii Fulmer, T., D. B. Reuben, J. Auerbach, et al. "Actualizing Better Health and Health Care for 
Older Adults." Health Affairs 40, no. 2 (2021): 219-225. doi:10.1377/hlthaff.2020.01470. 
xxxviii Flaherty, E., and S. J. Bartels. "Addressing the Community-Based Geriatric Healthcare 
Workforce Shortage by Leveraging the Potential of Interprofessional Teams." Journal of the 
American Geriatrics Society 67, no. S2 (2019): S400-S408. doi:10.1111/jgs.15924. 
xxxix Fulmer, T., D. B. Reuben, J. Auerbach, et al. "Actualizing Better Health and Health Care for 
Older Adults." Health Affairs 40, no. 2 (2021): 219-225. doi:10.1377/hlthaff.2020.01470. 
xl Flaherty, E., and S. J. Bartels. "Addressing the Community-Based Geriatric Healthcare 
Workforce Shortage by Leveraging the Potential of Interprofessional Teams." Journal of the 
American Geriatrics Society 67, no. S2 (2019): S400-S408. doi:10.1111/jgs.15924. 
xli Sadler, E., V. Potterton, R. Anderson, et al. "Service User, Carer and Provider Perspectives on 
Integrated Care for Older People with Frailty, and Factors Perceived to Facilitate and Hinder 
Implementation: A Systematic Review and Narrative Synthesis." PLOS ONE 14, no. 5 (2019): 
e0216488. doi:10.1371/journal.pone.0216488 
xlii Mate, Kedar, Terry Fulmer, Lisa Pelton, et al. "Evidence for the 4Ms: Interactions and 
Outcomes across the Care Continuum." Journal of Aging and Health 33, no. 7-8 (2021): 469-
481. doi:10.1177/0898264321991658. 
xliii De Biasi, Alexander, Michelle Wolfe, Jessica Carmody, Terry Fulmer, and Jonathan Auerbach. 
"Creating an Age-Friendly Public Health System." Innovation in Aging 4, no. 1 (2020): igz044. 
doi:10.1093/geroni/igz044.  
xliv Wetle TT. “Age-Friendly Ecosystems: An Aspirational Goal.” Journal of the American 
Geriatrics Society 68, no 9 (2020): 1929-1930. doi:10.1111/jgs.16676 
xlv Fulmer T, Patel P, Levy N, et al. “Moving Toward a Global Age‐Friendly Ecosystem.” Journal 
of the American Geriatrics Society 68, no 9 (2020): 1929 – 1930. doi:10.1111/jgs.16675 

 


