Evidence Synthesis Program

Implementation of Age-Friendly
Health Systems in Outpatient

Settings

March 2025

U.S. Department of Veterans Affairs

Veterans Health Administration
Health Systems Research

Recommended citation: Howe R, Rieke K, Mai HJ, et al. Implementation of Age-Friendly Health Systems in
Outpatient Settings: A Systematic Review. Washington, DC: Evidence Synthesis Program, Health Systems
Research, Office of Research and Development, Department of Veterans Affairs. VA ESP Project #22-116;

2025.



https://www.hsrd.research.va.gov/
http://www.hsrd.research.va.gov/publications/esp/

Age-Friendly Health Systems

AUTHORS

Evidence Synthesis Program

Author roles, affiliations, and contributions (using the CRediT taxonomy) are listed below.

Author

Role and Affiliation

Report Contribution

Rebecca Howe, MD, MAS

Co-Investigator, Providence
Evidence Synthesis Program (ESP)
Center

Providence, RI

Conceptualization, Methodology,
Investigation, Data curation,
Visualization, Writing — original draft,
Writing — review & editing, Project
administration

Katherine Rieke, PhD, MPH

Lead Investigator, Providence ESP
Center

Providence, RI

Conceptualization, Methodology,
Investigation, Data curation,
Visualization, Writing — original draft,
Writing — review & editing, Project
administration

Htun Ja Mai, MBBS, MPH

Senior Research Associate,
Providence ESP Center

Brown University School of Public
Health

Providence, RI

Conceptualization, Methodology,
Investigation, Data curation,
Investigation, Writing — review & editing

James Rudolph, MD

Co-Director, Providence ESP Center
Director, THRIVE

Professor of Medicine, Brown
University School of Public Health

Providence, Rl

Conceptualization, Methodology,
Investigation, Data curation,
Visualization, Writing — original draft,
Writing — review & editing

Thomas Bayer, MD, ScM

Co-Investigator, Providence ESP
Center

Providence, Rl

Conceptualization, Methodology,
Investigation, Data curation, Writing —
review & editing

Ellen McCreedy, PhD

Co-Investigator, Providence ESP
Center

Providence, Rl

Conceptualization, Methodology,
Investigation, Data curation, Writing —
review & editing

Taylor Rickard, MS

Project Manager, Providence ESP
Center

Providence, RI

Project administration, Visualization,
Investigation, Data curation

Thomas Trikalinos, MD, PhD

Co-Investigator, Providence ESP
Center

Professor, Brown University School
of Public Health

Providence, Rl

Conceptualization, Methodology,
Investigation, Visualization, Writing —
original draft, Writing — review & editing

Eric Jutkowitz, PhD

Director, Providence ESP Center

Associate Professor, Brown
University School of Public Health

Providence, RI

Conceptualization, Methodology,
Investigation, Funding acquisition,
Visualization, Writing — original draft,
Writing — review & editing



http://credit.niso.org/

Age-Friendly Health Systems Evidence Synthesis Program

PREFACE

The VA Evidence Synthesis Program (ESP) was established in 2007 to conduct timely, rigorous, and
independent systematic reviews to support VA clinicians, program leadership, and policymakers
improve the health of Veterans. ESP reviews have been used to develop evidence-informed clinical
policies, practice guidelines, and performance measures; to guide implementation of programs and
services that improve Veterans’ health and wellbeing; and to set the direction of research to close
important evidence gaps. Four ESP Centers are located across the US. Centers are led by recognized
experts in evidence synthesis, often with roles as practicing VA clinicians. The Coordinating Center,
located in Portland, Oregon, manages program operations, ensures methodological consistency and
quality of products, engages with stakeholders, and addresses urgent evidence synthesis needs.

Nominations of review topics are solicited several times each year and submitted via the ESP website.
Topics are selected based on the availability of relevant evidence and the likelihood that a review on
the topic would be feasible and have broad utility across the VA system. If selected, topics are refined
with input from Operational Partners (below), ESP staff, and additional subject matter experts. Draft
ESP reviews undergo external peer review to ensure they are methodologically sound, unbiased, and
include all important evidence on the topic. Peer reviewers must disclose any relevant financial or non-
financial conflicts of interest. In seeking broad expertise and perspectives during review development,
conflicting viewpoints are common and often result in productive scientific discourse that improves the
relevance and rigor of the review. The ESP works to balance divergent views and to manage or
mitigate potential conflicts of interest.

ACKNOWLEDGMENTS

The authors are grateful to Cheryl Banick, MLIS, and Gaelen Adam, MLIS, PhD, and Becky Baltich
Nelson, MLS, MS, for literature searching and retrieval, Anayah Sanders for study screening, Jennifer
L Sullivan, PhD and Jane A Driver, MD, MPH for their consultation, and the following individuals for
their contributions to this project:

Operational Partners

Operational partners are system-level stakeholders who help ensure relevance of the review topic to the
VA, contribute to the development of and approve final project scope and timeframe for completion,
provide feedback on the draft report, and provide consultation on strategies for dissemination of the
report to the field and relevant groups.

Kimberly Church Wozneak, MS
National Lead for Age-Friendly Health Systems
Office of Geriatrics and Extended Care

Marianne Shaughnessy, PhD
Director - Geriatrics Research and Clinical Center Programs
Office of Geriatrics and Extended Care

Technical Expert Panel

To ensure robust, scientifically relevant work, the technical expert panel (TEP) guides topic
refinement; provides input on key questions and eligibility criteria, advising on substantive issues or


https://www.hsrd.research.va.gov/publications/esp/TopicNomination.cfm

Age-Friendly Health Systems Evidence Synthesis Program

possibly overlooked areas of research; assures VA relevance; and provides feedback on work in
progress. TEP members included:

Andrea Schwartz, MD, MPH, AGSF

Associate Director for Clinical Innovation

New England Geriatrics Research Education and Clinical Center (GRECC), VA Boston Healthcare
System

Robert Burke, MD, MS
Principal Investigator
VA Center for Health Equity Research and Promotion (CHERP), Philadelphia VA Medical Center

Julia Adler-Milstein, PhD
Professor of Medicine
University of California, San Francisco

Mary Dolansky, PhD, RN, FAAN

Associate Professor, Department of Population and Quantitative Health Sciences, School of Medicine
Director, Sarah Cole Hirsh Institute, Frances Payne Bolton School of Nursing

Associate Director for Clinical Innovation

Frances Payne Bolton School of Nursing Associate Director for Clinical Innovation

Disclosures

This report was prepared by the Evidence Synthesis Program Center located at the VA Providence Health
Care System, directed by Eric Jutkowitz, PhD and James Rudolph, MD and funded by the Department of
Veterans Affairs, Veterans Health Administration, Health Systems Research.

The findings and conclusions in this document are those of the author(s) who are responsible for its contents
and do not necessarily represent the views of the Department of Veterans Affairs or the United States
government. Therefore, no statement in this article should be construed as an official position of the Department
of Veterans Affairs. The final research questions, methodology, and/or conclusions may not necessarily
represent the views of contributing operational and content experts. No investigators have affiliations or financial
involvement (eg, employment, consultancies, honoraria, stock ownership or options, expert testimony, grants or
patents received or pending, or royalties) that conflict with material presented in the report.




Executive Summary

Evidence Synthesis Program


http://www.hsrd.research.va.gov/publications/esp/

Age-Friendly Health Systems Evidence Synthesis Program

KEY FINDINGS

Contextual factors (barriers and facilitators) affecting implementation of age-friendly health
system (AFHS) programming:

» Barriers to AFHS implementation included challenges with data collection and
documentation; difficulty changing culture, engaging team members, or establishing new
processes; lack of buy-in or What Matters, Medication, Mentation, and Mobility (4Ms)
knowledge; patient preferences; scheduling/time constraints; and technology barriers.

» Facilitators to AFHS implementation included buy-in; administrative support or existing
infrastructure; 4Ms knowledge; and partnerships/community support.

Effect of strategies to increase the uptake of 4Ms in sites with existing AFHS programming:

» A general combination of strategies to increase the uptake of AFHS may improve What
Matters (low confidence), Mobility (low confidence), and composite 4Ms process
measures (moderate confidence).

» There is insufficient evidence to assess the effects of a general combination of AFHS
strategies for Medication and Mentation process measures (no conclusion).

» There is insufficient evidence for the effect of a specific strategy or specific combination of
strategies on What Matters, Medication, Mentation, and Mobility or composite 4Ms (no
conclusion).

» No study reported results for outcome or structural measures or results based on patient-
or system-level factors.

Effect of AFHS implementation in sites without existing AFHS programming:

» There is insufficient evidence to assess the effect of a specific strategy, specific
combination of strategies or overall implementation of AFHS on What Matters,
Medication, Mentation, and Mobility or composite measures of 4Ms (no conclusion).

» A general combination of implementation strategies may improve What Matters,
Medication, Mentation, and Mobility process measures over time after AFHS
implementation (moderate confidence).

» No study examined outcome or structural measures or results based on patient-level
factors. Only 1 study reported results by system-level factors (internal medicine, family
medicine, geriatrics), and found a geriatric clinic had the largest improvement in 4Ms
process measures after implementation of general strategies.

Future research:

» There is a need to standardize the reporting of AFHS implementation strategies, and 4Ms
process and outcome measures.

» There is a need for research to examine the effect of specific AFHS implementation
strategies on process and outcome measures.




Age-Friendly Health Systems Evidence Synthesis Program

The US Veteran population is rapidly aging and almost half of all Veterans are aged 65 or older.
Delivery of health care services to older adults can be challenging, fragmented, and poorly
coordinated, which can lead to duplication of services and care that may not address patient-centered
needs. In 2017, the John A. Hartford Foundation, the Institute for Healthcare Improvement (IHI), the
American Hospital Association (AHA), and the Catholic Health Association (CHA) of the US jointly
launched the Age-Friendly Health System (AFHS) initiative. The goal of the AFHS is to improve care
and outcomes for older adults, and the foundation of AFHS is the “4Ms” framework:

e What Matters: Aligning care with patient goals and preferences.
e Medications: Emphasizing age-appropriate medications.
e Mentation: Addressing depression, dementia, and delirium across care settings.

e Mobility: Promoting safe movement to maintain function.

In March 2020, the Veterans Health Administration (VHA) joined the AFHS initiative with the goal to
have every Veteran aged 65 and older receive AFHS care at every encounter. To support the
implementation of AFHS in VHA, the Office of Geriatrics and Extended Care (GEC) has led
implementation and dissemination support by creating a community of practice. GEC is hosting a
State-of-the-Art Conference in mid-2025 to identify the barriers and facilitators to AFHS
dissemination and sustainment and define a research agenda focused on AFHS care within VHA.

CURRENT REVIEW

The VHA Office of GEC requested the following systematic review to examine the barriers and
facilitators to AFHS implementation and the evidence on strategies to implement AFHS in outpatient
settings. The following key questions (KQs) were developed in collaboration with VA partners:

1.  What are the contextual factors for implementation of AFHS in outpatient settings?

2a. What is the effect of implementation support strategies on process, outcome, and structural
measures of AFHS in outpatient settings?"

2b. Do process, outcome, and structural measures differ based on patient or system factors (such
as race, ethnicity, or rurality)?'

We searched for peer-reviewed articles in Ovid (Medline), EMBASE, CINAHL, Cochrane, and
clinicaltrials.gov (http://clinicaltrials.gov) from 2015 to March 28, 2024. Eligible records included
qualitative or mixed methods studies (KQ1 only), randomized controlled trials (RCTs), non-
randomized controlled studies (NRCS), and single group studies. For both KQ1 and KQ2, eligible
studies included people aged 65 and older, as well as outpatient systems (including convenient care
clinics, non-urgent care walk-in clinics, or dental settings), providers, or staff that serve these
individuals. Studies reported on the implementation of AFHS (had to assess or act on all 4Ms). We
excluded studies using definitions of age-friendly that differed from the IHI AFHS, studies focusing on
supporting other models of care, studies not implementing all 4Ms, interventions for students/trainees
who were not offering unsupervised patient care, and educational interventions only assessing changes
in knowledge or attitudes. For KQ1, barriers and facilitators for implementation of AFHS (qualitative
data) were classified using the updated Consolidated Framework for Implementation Research (CFIR

i Originally framed as reach, effectiveness, adoption, implementation, and maintenance based on the RE-AIM framework.
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2.0). For KQ2, we analyzed the effect of implementation strategies on process (eg, proportion of
patients screened for depression, fidelity to intervention protocols), outcome (eg, number of patient
falls), and structural measures (eg, number of sites recognized as age-friendly) based on the Agency
for Healthcare Research and Quality’s Health Care Quality Measure categorization. We also used
Waltz’s 9 clusters of strategies (derived from the original strategies of the Expert Recommendations
for Implementing Change project) to categorize the implementation strategies employed in each study.
We assessed certainty of evidence following the GRADE (Grading of Recommendations Assessment,
Development and Evaluation) approach. Studies with only post-data were excluded from our GRADE
assessments. Certainty of evidence was not assessed for KQ1.

RESULTS

Ten studies conducted in the US between 2015 and 2023 were eligible and included for both KQ1 and
KQ2. Only 1 mixed methods study formally assessed barriers and facilitators affecting AFHS
implementation; however, the 9 other studies reported barriers and facilitators mostly in the discussion
section. Four studies (1 NRCS, 2 pre-post studies, and 1 post-only study) reported results for sites that
sought to increase the uptake of existing AFHS programming. One of the pre-post studies reported
results before and after implementation of strategies to increase the uptake of AFHS in 2 VA Medical
Centers. Seven studies (5 pre-post studies or baseline-later time point, and 2 post-only studies) reported
results for implementation of AFHS strategies at sites that did not already offer AFHS programming.
One study reported results for sites with a mix of existing and new AFHS programming. In 9 studies,
the number of patients varied from 116 to 6,924 and 1 multi-facility study included more than 300,000
patients. There were limited data on patient demographics. Only 1 study reported patient gender (61%
female) and 2 reported patient race or ethnicity (White 47.2% to 96%, Black 4.2% to 40%, Hispanic
2.7% t0 9.2%, and Asian 1% to 3.4%)).

Description of Implementation Support Strategies

The 10 studies employed 67 implementation strategies (mean = 5.6 strategies per study, range = 2-20),
aligning with all 9 of the Waltz clusters (mean = 4.5 clusters per study, range = 3—7). Eleven studies
implemented the strategy cluster support clinicians. An example of this strategy included creating
reminders about the 4Ms in the electronic medical record. Nine studies used the strategy cluster
change infrastructure. One example of a strategy in this cluster was the implementation of a
templated note in the electronic medical record. Eight studies used the strategy cluster train and
educate shareholders. One example of this approach included providing peer consultations. Seven
studies used the strategy cluster evaluative and iterative strategies. An example of this approach
included utilizing data dashboards and other forms of performance feedback. Six studies used the
strategy cluster engage consumers. One example of a strategy in this cluster was using pocket cards
about the 4Ms to engage patients as active participants in their care. Six studies used the strategy
cluster develop shareholder interrelationships. An example of a strategy in this cluster is using
interprofessional teams. Four studies used the strategy cluster adapt and tailor to context. One
example of a strategy in this cluster was the use of data experts or tailoring strategies. Two studies
used the strategy cluster provide interactive assistance, which included, as an example, using an
experienced practice facilitator. Finally, 1 study used financial incentives for the completion of the
4Ms.
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Contextual Factors (Barriers and Facilitators) Affecting Implementation of AFHS
Programming

Only 1 mixed methods study formally assessed barriers and facilitators affecting AFHS
implementation. This study was conducted in 5 primary care clinics (1 geriatrics clinic, 1 internal
medicine clinic, and 3 family medicine clinics). The remaining 9 studies did not formally assess
barriers and/or facilitators. However, these studies did qualitatively note barriers and/or facilitators
largely in the discussion section of the articles and they were like those described in the mixed
methods study.

Barriers

Six studies reported 20 unique barriers coded to the /nner Setting domain of CFIR 2.0. Barriers in the
Inner Setting included challenges with data collection and documentation; difficulty changing culture,
engaging other team members, or establishing new processes; lack of buy-in or 4Ms knowledge;
patient preferences; scheduling/time constraints; technology barriers; and factors not categorized
elsewhere. For the Individual domain (10 unique barriers, 6 studies), barriers included challenges with
data collection and documentation; difficulty changing culture, engaging other team members, or
establishing new processes; lack of buy-in or 4Ms knowledge; patient preferences; scheduling/time
constraints; and factors not categorized elsewhere. For the Implementation Process domain (10 unique
barriers, 7 studies), factors included challenges with data collection and documentation; difficulty
changing culture, engaging other team members, or establishing new processes; lack of buy in or 4Ms
knowledge; patient preferences; and technology barriers. The Outer Setting domain included 1 barrier
in 1 study (reduced training participation due to COVID).

Facilitators

For the Inner Setting domain (8 unique facilitators, 4 studies), facilitators included buy-in;
administrative support or existing infrastructure; clinical team knowledge of the 4Ms; and factors not
classified elsewhere. For the /ndividual domain (8 unique facilitators, 5 studies), facilitators included
buy-in; administrative support or existing infrastructure; and clinical team knowledge of 4Ms. For the
Implementation Process domain (6 unique facilitators, 3 studies), facilitators included administrative
support or existing infrastructure; stakeholder partnerships/ community support; and factors not
classified elsewhere. For the Outer Setting domain (3 unique facilitators, 3 studies), facilitators
included stakeholder partnerships/community support and patient resources.

Effect of Strategies to Increase the Uptake of 4Ms in Sites With Existing AFHS
Programming

Four studies reported results from sites that implemented strategies to increase the uptake of AFHS in
outpatient setting with existing AFHS programming. One NRCS compared 2 different strategies to
sites that did not implement these strategies, 2 studies reported measures before and after (ie, pre-post)
implementation of strategies, and 1 study only reported results after AFHS strategy implementation
without any baseline data. Three studies were conducted in outpatient clinics (sample size = 146 to
176, with 1 study not reporting number of patients included) and 1 study was conducted in multiple
convenient care clinics (sample size not provided for this analysis). The study with post-only data and
1 pre-post study had unclear reporting of outcomes and unclear eligibility criteria (therefore, high risk
of bias). The other pre-post study was rated as moderate risk of bias due to only reporting on a small
number of patients during the post-intervention period. The 1 NRCS was moderate risk of bias due to
unclearly defined outcomes.
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The studies found that a general combination of strategies to increase the uptake of AFHS may
improve What Matters (2 studies; low confidence), Mobility (2 studies; low confidence), and
composite 4Ms process measures (2 studies; moderate confidence). Evidence is insufficient to assess
the effects of a general combination of strategies on the uptake of Medication and Mentation process
measures (no conclusion). Evidence is insufficient for the effect of a specific strategy or specific
combination of strategies on the uptake of What Matters, Medication, Mentation, and Mobility or
composite 4Ms (no conclusion). No study reported results for outcome or structural measures or results
based on patient or system level factors, such as race or ethnicity of patients, or rurality of systems.

Effect of AFHS Implementation in Sites Without Existing AFHS Programming

Seven studies reported results for outpatient clinics that implemented AFHS at sites that did not
already offer AFHS programming. Three studies reported pre-post results, 2 studies compared a
baseline implementation period to a later time point of implementation (ie, baseline-later time point),
and 2 studies reported results at a single time post-intervention (ie, post-only). There were 3 multi-
center studies and 4 single center studies. One very large study included 324,245 patients and the
remaining 6 included 19,795 patients. Three pre-post studies had high risk of bias due to uncertainty
about completeness of follow up data, unclear reporting, lack of fully defined outcomes, unclear
representativeness of the cohort, and other biases not classified elsewhere. One study that compared a
baseline implementation to a later time of implementation was moderate risk of bias due to lack of
fully defined outcomes. One study that compared baseline implementation to a later timeline of
implementation was rated as low risk of bias. The 2 studies that reported post-only data had unclear
representativeness of the cohort, unclear eligibility criteria, and lack of fully defined outcomes
(therefore, high risk of bias).

The studies provide insufficient evidence for the effect of a specific strategy, combination of strategies,
or overall implementation of AFHS on What Matters, Medication, Mentation, and Mobility or
composite measures of 4Ms (no conclusion). Implementation of general strategies may improve What
Matters (2 studies), Medication (2 studies), Mentation (2 studies), and Mobility (2 studies) process
measures after an initial implementation phase (moderate confidence for all). No studies examined
outcome or structural measures or results based on patient-level factors. One study reported results by
system-level factors (internal medicine, family medicine, geriatrics), and found a geriatric clinic had
the largest improvements in 4Ms process measures after implementation of general strategies.

DISCUSSION

VHA is emerging as a leader of AFHS in the US, demonstrating remarkable growth since joining the
initiative in March 2020. The initial goal of building the AFHS community within VA has been
successfully achieved, setting the stage for broader implementation. As VHA aims to scale
implementation of AFHS, VHA leadership needs practical and replicable guidance on the strategies
they should use to implement AFHS. Although we identified 10 studies that reported data on
organizations that implemented AFHS in an outpatient setting, none of the studies explicitly specified
strategies (eg, actor, action, temporality, or dose). The lack of detail makes it challenging to replicate
or generalize strategies to health systems that aim to implement AFHS. Overall, the implementation of
AFHS strategies may improve the uptake of 4Ms in sites that already have AFHS programming.
Additionally, the use of general strategies to implement AFHS in sites without existing AFHS
programming may improve 4Ms process measures. Importantly, all but 1 study explicitly attempted to
evaluate the effect of a specific strategy on implementation. Unfortunately, the evidence base is
insufficient to provide recommendations for the specific implementation strategies that should be used.
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Ultimately, successful implementation will likely require multiple strategies tailored to the local
context.

Future studies should address several gaps in the current evidence base. These include the need to
standardize the measures of AFHS implementation (ie, strategies), which would allow for comparable
analyses across settings and populations and could help sites when planning to implement AFHS.
There is a large need for research to examine the effect of specific strategies on process and outcome
measures to determine and disseminate the most effective implementation strategies. VHA can take the
lead in building a detailed registry of implementation strategies, which would provide a valuable
foundation to ultimately evaluate the effectiveness of specific strategies. There is also a need to
improve the measurement of process and outcome measures related to AFHS implementation, and a
need for global measures of AFHS implementation—measures that go beyond individual Ms such as
quality of life, home days, and patient and caregiver experience. VHA can lead in developing a
common measurement set to evaluate process and outcome measures across VHA sites.

There are several strengths and limitations to this systematic review. We employed standard systematic
review methodology and existing frameworks including the Waltz strategy clusters to frame the
analyses. However, the complexity of the interventions prevented us from quantitatively synthesizing
findings or being able to determine the effect of specific strategies on prioritized process and outcome
measures. Importantly, we limited our evaluation to studies that described the use of strategies to
implement the AFHS and reported structural, process, or outcome measures. This resulted in excluding
some studies that described strategies to implement AFHS but only reported educational outcomes.
Furthermore, we did not extract data on the pre-implementation processes that were often described by
studies and that informed the specific implementation strategies.

CONCLUSIONS

AFHS transformation requires strategic guidance based on both scientific literature and pragmatic
experience from current AFHS implementation. Existing evidence on AFHS implementation strategies
in outpatient settings is mostly insufficient to assess the effects of these strategies on implementation
outcomes. Nonetheless, using some combination of strategies appears to improve 4Ms process
measures. Limitations to available studies underscore the need for more research on AFHS
implementation, increased standardization of implementation measures, and greater use of outcome
measures that are important to health care leadership, clinicians, and patients.



	AUTHORS
	PREFACE
	ACKNOWLEDGMENTS 
	Operational Partners
	Technical Expert Panel


	KEY FINDINGS
	CURRENT REVIEW
	RESULTS
	Description of Implementation Support Strategies
	Contextual Factors (Barriers and Facilitators) Affecting Implementation of AFHS Programming
	Effect of Strategies to Increase the Uptake of 4Ms in Sites With Existing AFHS Programming
	Effect of AFHS Implementation in Sites Without Existing AFHS Programming

	DISCUSSION 
	CONCLUSIONS




