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Abstract

The Aging, Life Innovations, Goals and Needs-Collaboration
Achieving Readiness and Empowerment (ALIGN-CARE) ambula-
tory geriatric surgery co-management is an interdisciplinary pro-
gram to better prepare frail older patients for surgery. We examined
the development and implementation of this complex clinical pro-
gram using the Medical Research Council (MRC) evaluative frame-
work, document review, and analysis of program meetings. We ana-
lyzed 84 meetings (81.5 hours) generated at four recurring meeting
types (advisory, interdisciplinary, surgeon, and research) between
January 2020 and January 2022. Documents were coded and the-
matically analyzed to develop the implementation timeline, evolv-
ing program components, and implementation processes supporting
program development. ALIGN-CARE evolved and stabilized four
distinct components (referral, scheduling, assessment, and plan),
drawing upon several implementation strategies. Each meeting
drove the process in unique ways. Program flexibility and respon-
siveness were key ingredients driving implementation. ALIGN-
CARE has matured through the adaptation of program components,
with stakeholder meetings supporting these objectives. The docu-
ment analysis method identified processes key to developing geri-
atric surgical co-management and advancing complex interdiscipli-
nary programs for older adults.

Introduction

Major surgery is a common intervention in adults over 65 years,
but risks increase with age, related to loss of function and independ-
ence due to the adverse consequences of surgery.! Older adults with
complex chronic conditions and frailty?"> and mixed functional sta-
tus® are more likely to have poorer surgical outcomes. Surgery and
subsequent care require taking into account these complexities and
the potential hazards’ introduced by surgery, hospitalization, and
care transitions. Geriatric co-management, defined as collaborations
between geriatric and non-geriatric teams, can assess and manage
vulnerabilities, including chronic co-existing diseases, polypharma-
cy, functional dependency, and malnutrition. In the surgical context,
geriatric co-management can reduce poor outcomes throughout the
pre-, peri-, and post-surgery continuum.8-10

Establishing and implementing a geriatric-surgery co-manage-
ment program is complex, involves multiple interacting compo-
nents over time,!! and requires: i) collaboration across geriatricians,
social workers, administrators, surgeons, primary care providers,
patients, and caregivers; ii) delivery of timely and multiple inter-
locking interventions; and iii) incorporating a high degree of flexi-
bility across a care continuum to support planning for older patients’
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diverse clinical and social needs. The American College of Surgeons
(ACS), recognizing and prioritizing the unique needs of the geriatric
population during surgery, has standardized the care approach with
the ACS Geriatric Surgery Verification (GSV) program. This pro-
gram comprises a set of 32 comprehensive standards that must be
met to receive a geriatric verification. Limited uptake of the ACS
GSV program has been observed!? due to intervention and imple-
mentation complexity.

The Aging, Life Innovations, Goals, and Needs-Collaboration
Achieving Readiness and Empowerment (ALIGN-CARE) ambula-
tory program is a pragmatic intervention that optimizes care for
older surgical patients by integrating geriatric principles into exist-
ing surgical pathways to enhance surgical experiences and out-
comes. ALIGN-CARE was developed within a large tertiary hospi-
tal setting in New York City. ALIGN-CARE assessed its first patient
as part of a trial in January 2020, and over the next two years, the
program invested significant start-up efforts in developing program
components and activities to effectively integrate geriatrics and pre-
surgical processes. Currently, ALIGN-CARE consists of an interdis-
ciplinary geriatrics team (geriatrician, nurse practitioner, social
worker, scheduling administrator/care coordinator, and geriatrics
trainees) focused on four program components (surgeon referral,
patient scheduling, pre-operative patient assessment, and care plan-
ning) with the aim of providing interventions targeting and mitigat-
ing pre-operative risks to optimize peri-operative outcomes for older
adults (Supplementary Table 1).

While geriatric surgery co-management has been associated
with positive outcomes, such as reduced hospital length of stay,
postoperative complications, and mortality, program implementa-
tion is largely confined to hospital settings.'322 Moreover, pro-
grams are rarely evaluated through the lens of their development
and implementation, with only one known exception in the geri-
atric-surgery space (SURGE-Ahead to create a digital application
with Al-enhanced suggestions to display evidence-based recom-
mendations for geriatric co-management).?? Our qualitative analy-
sis responds to this gap by examining ALIGN-CARE development
and strategies to implement the intervention within a complex
health system environment amidst real-world challenges. We draw
upon the Medical Research Council (MRC) framework!! for eval-
uating complex interventions to understand two areas of program
development: i) intervention components defined as the “what” of
delivering complex geriatric-surgery co-management (i.e., inter-
vention elements, activities, and tasks); and ii) implementation
processes or “how” to develop the program effectively (i.e., meet-
ings and other strategies to support program implementation). We
leverage document review and analysis?* of program meetings as
“naturally occurring” program data to understand its development,
including non-linear and emergent aspects. Clarifying program
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components and processes of ALIGN-CARE integration into a
health system environment will illuminate how to develop and
deliver these and similar complex interventions on behalf of the
care of older adults across health systems.

Materials and Methods
Data sources

We reviewed 84 meeting minutes (81.5 hours) generated at
four types of recurring program meetings between January 2020
and January 2022 to assess program development (Table 1).
Minutes were not produced as an analytic product, but as a pro-
gram tool to keep track of discussions and action steps. ALIGN-
CARE held four regular meetings with the following groups: 1)
interdisciplinary team (IDT); 2) department advisors; 3) surgery
teams; and 4) researchers. Each meeting used an agenda developed
by the Program Director (PD), the only regular attendee of all
meetings. The agenda was a template to populate a set of key meet-
ing points, including items achieved, challenges, and strategies to
mitigate. IDT and advisory meetings covered ALIGN-CARE and
related geriatrics services for older adults at elevated risk for health
complications, hospitalizations, and premature mortality. The PD
took meeting notes at advisory, surgery, and research meetings,
and the social worker took notes at IDT meetings. They uploaded
notes to a shared drive.

Documentation analysis procedures

A team trained in qualitative analysis participated in meeting
minutes review and coding following the document review and
analysis procedures. Document review is a qualitative approach
that utilizes naturalistic materials to gather information about deci-
sion-making processes, activities, and the individuals involved, as
well as the contexts in which they occur.2* Documents are treated
as qualitative text in a fashion similar to the treatment of interview
or focus group data. In this case, the team initially established a
coding schema consisting of five domains of interest consistent
with the MRC complex intervention framework: meeting purpose,
program components, adaptations, management activities, and bar-
riers and perceived value/facilitators of the program as a whole and
by component. In two iterations, team members independently
reviewed and coded the same meeting record using the coding
schema, extracting from meeting minutes specific content that cor-
responded with the code definitions. Our team compared extrac-
tions and collectively reached an agreement on code meanings,
adding codes as necessary. Once consensus was achieved, we pro-

Table 1. ALIGN-CARE meetings by type, initiation and frequency, attendees, and purpose.

Type Initiation and frequency

Interdisciplinary ~ Bi-monthly (16 meetings, 16 hours, between 02.26.2020
team and 01.2022)

Attendees Purpose
PD, NP, SW, CC, AA  Day-to-day logistics and problem-solving

Advisory Monthly (28 meetings, 28 hours, between 01.22.2020 PD, NP, SW, CC, AA, Broader perspectives, strategic
and 01.2022) supervisors input on new protocols, and problem-solving
Surgery team Monthly (5 meetings, 2.5 hours, between 04.21.2021 PD, surgical teams Surgical team involvement, problem-solving,
and 01.2022) and buy-in
Research Weekly (35 meetings, 35 hours, between 05.26.2020 and 01.2022) PD, research team Establishing feasible mixed-methods pilot

evaluation

PD, program director/geriatrician; NP, nurse practitioner; SW, social worker; CC, care coordinator; AA, administrative assistant; supervisors, department leadership; surgical
team, nurse practitioners, clinical assistants, surgeons; research team, lead researchers, program coordinators, assistants.
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ceeded to assign meeting notes by type to each coder who extract-
ed meeting data into a spreadsheet. Each coder then summarized Results

their findings in a pattern-seeking memo. Memos were compared

and discussed to identify and visualize themes across meetings ALIGN-CARE program development
related to ALIGN-CARE development, barriers and facilitators,

. . . Timeline
and implementation strategies used to overcome challenges, as
well as how each meeting type supported program development. The ALIGN-CARE timeline (Figure 1) shows how each of the
This analysis is part of STUDY-21-01766, approved by the Mount four program components developed between January 2020 and
Sinai Institutional Review Board. January 2022 (2020=Year 1, 2021=Year 2). ALIGN-CARE, as a
2020 2021 2022
Jan/Feb | MariApr Pnayuune IJuIyIAug Sept/Oct | NoviDec | Jan/Feb | MariApr lMayl.)une JulylAug | Septioct l NoviDec | Jan
Program Trialing Program pilot Pilot Pilot
Milestones one launches hpplicatior| Awarded Begins
patient
SUR
R SUR
cr San checkins | o
pragram m ‘:cm:: frail scale; SUR flyers
Surgery - gt | i tyer
Referral ) supgest A SUR
regular eonc
approach X checkin & Noted kack of proper frailty imm
Py al g by surgeons m,m
\ / piteh’ value
reschedule || Formalize Missed Formalize
c,ﬁﬁzs w?"h"'ﬁ': SURvisit | [eppointment§app poi Track | Simplify
scripts workflow || reminders, | Bst sent 1o | reminders, ete X scheduling
" to address PAT heduling, | SUR teams viaite template
- needs ntrod Bagin calls Refine & standardize
c making Track no patient d ction
Q Schedullng fConsides intment] 440 paT sh:w rates telephone scripts
ins
g two-visit reminders slots Care coordinator hired to hedulin
Concerns suppart scheduling system
g' oo with no show halleng
rates
=}
o Dacumant GER | oo oty |
“memoary e
g concer’ in “‘hm
e
8’ Assessment Select
b BSgessmentd
o Inwadting
room
Develop | DOOP |y iato mini-call conter
comanage- | MITZENt | ey intain PAT
ment model | T tion connections
Plan
. Advisary Research |; DT Surgery
Mee“"gs . meeting .Meelmg Meeting Meeting
begins begins Begins o gins boardinatior
Program §  GER clinical program Workflow/Pathway Devel t e
Other staffing, Beducator/fellow| cutcomes bOllrlng_ state i, pre/pvc::{s:r\gcz’lamen ;:g'(::,‘ pathway development Jcp.:f::.ai...
Program program trainings discussion viow management overall
Issues & — COVID-19/surgical 1'“;'“[;" \ncrease
Major events interruptions :;i programs on ehods in clinic Sta’r:;:f“";"‘"- Pilot data collection procedures
expand SESSH0NS
DIAGRAM KEY PY ‘ ) SUR = Surgeon
O Activi Advisory Meeting He
Activity © Research Meeting GER = Geriatric
O Dpiscussion ® Surgery Meeting W = Social Worker
® |DT Meeting PAT = Patient

Figure 1. ALIGN-CARE program components and development timeline.
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surgical co-management model, began planning in January 2020,
started regularly assessing patients in September, and refined the
model over the following year to solidify its components. Each
phase included activities, from additional program delivery details
to implementation strategies, aimed at increasing program adop-
tion and responding to emerging challenges and opportunities. In
Year 1 (2020), the program focused on surgeon referral, patient
scheduling, and developing the comprehensive geriatric assess-
ment. The first year was also marked by the COVID-19 pandemic,
initially a time with enormous competing demands in the health
system, which may explain limited activities that rapidly acceler-
ated in the second half of Year 1 and into Year 2 (2021). A key
focus in Year 2 was on developing the care management approach,
including planning recommendations based on the geriatric assess-
ment and strategies for supporting patients without directly taking
over their care management.

Our data show program meetings as active spaces to surface

and tackle different issues. Overall, meeting discussions led to res-
olution within 1-2 months; yet, several recurring problems were
not completely resolved (surgeon referrals, patients not showing
up to visits), suggesting ongoing efforts are needed. A major mile-
stone was achieved with the receipt of a pilot study award in July
2021, building upon the prior and ongoing efforts of the research
team to standardize program components and streamline data
extraction processes aimed at supporting program improvement
and organizational learning.

The following section describes program components and

emergent activities as they pertain to each ALIGN-CARE compo-
nent: surgeon referral, scheduling, assessment, and plans. We
examine how the meeting, as a specific implementation strategy,
supported responsive program development (see Figure 1 for
details on program component activities and implementation
strategies).

Program component development

1.

Surgery referral. The first step of ALIGN-CARE is the sur-
geon team conducting a frailty screening and then referring
eligible patients to the ALIGN-CARE geriatric team. From
early on, worries of “improper screening” and a lack of refer-
rals were raised in IDT, advisory, and research meetings. IDT
team members suggested including a greater number of refer-
ring surgeons in ALIGN-CARE (September 2020, March
2021), and advisors suggested setting up a regular “check-in”
with the surgical team and developing a clear “elevator pitch”
of the program’s value and purpose, which resulted in infor-
mal meetings between the geriatrics team and surgeons and a
formal monthly meeting starting in April 2021. In surgery
team meetings (total 5), participants discussed referral chal-
lenges on the patient side, stating there were “difficulties to
get proper populations for referral” and the “extra ALIGN-
CARE visit increases burden on patients who often have to
travel a long way” (February 2021). These notes also glean
the differential uptake across surgical sub-specialties, with
one team making referrals easily while another had “barely
enough time to open a note to start the referral” and found the
system “cumbersome” (March 2021). The geriatric team
responded in several ways, including conducting surgeon
team training and producing surgeon-facing flyers and
patient-facing brochures with information about the program.
Despite these efforts, concerns continued about surgical
engagement. Advisory meeting attendees in April 2021 sug-
gested finding other places to post recruitment flyers.
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Meanwhile, in ongoing research meetings, discussions have
continued around the perceived “accuracy” of frailty scale
usage by busy surgeons, as well as how best to “pitch” the
program to gain their support (October 2021). Some of these
efforts may have paid off; surgeons seem to express more
confidence in using the frail assessment in the January 2022
meeting.

Scheduling visits. Scheduling involves following up on the
surgical team’s referral to arrange the assessment with the
geriatrics team. Several months after initiating the program,
active conversations arose about scheduling needs and chal-
lenges, including patients not showing up for their appoint-
ments. Other issues affecting scheduling were staff turnover,
insurance, billing logistics, and finding clinical space and
examination rooms to conduct assessments (June 2021).
Scheduling issues prompted the highest number of improve-
ment activities across the ALIGN-CARE components, with
most occurring in 2021. Activities included: appointment
reminders (January 2021); a quality improvement project to
reduce no-show rates by improving the workflow (June
2021); reviewing geriatric appointment slots going unfilled
(April 2021, 2 meetings); standardizing the telephone script
for outreach (October 2021); dedicating staffing to focus on
scheduling (July 2021); and refining a scheduling tool
(January 2022). The team discussed the benefits of schedul-
ing software (January 2022). Advisors encouraged the pro-
gram to track appointment attendance rates (January 2021),
which began in May 2021.

Assessments. Once appointments were scheduled and attend-
ed, the geriatrics team conducted a comprehensive assess-
ment incorporating geriatric and social work domains.
Assessment type and quality developed throughout the peri-
od. An important discussion was the unique inclusion of the
social worker’s determinants of health assessments (October
2020). This discussion focused on identifying templates and
tools, avoiding screening redundancies, and streamlining
workflows, including the advantages of a second visit to split
up the assessment workload. The research team contributed
to identifying the optimal assessment format, exploring
(though ultimately not adopting) a web-based tool (July
2021). The research team overall characterized the interven-
tion as “assessment heavy”, which they thought was helpful
but possibly a challenge clinically; the team recommended
finding a feasible and sufficient “sweet spot”. The advisory
also focused on standardization, integration, and “compro-
mise” between clinical and research needs beginning in
August 2020. It led the program a year later to “revise tem-
plates to reflect compromise between clinical and research
instruments” (August 2021).

Research meetings also emphasized the importance of
data collection, with frequent references to REDCap software
for building a clinical and research-based database. The
REDCap implementation went from being “considered”
(August 2020) to “decided on” (June 2021) over a 9-month
period. An implementation science focus emerged in
December 2020 during research meetings, marked by the
addition of an implementation scientist to the team who
brought an emphasis on learning to inform program scaling.
Management plans. The geriatric and social work assessments
result in a management plan for the patient, the surgeon, and
potentially the primary care physician or other community-
based activities. While the focus was consistently on conduct-
ing comprehensive geriatric assessments in preparation for sur-
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gery, by late 2020, advisors asked how ALIGN-CARE might
supplement primary care by providing recommendations, par-
ticularly in cases where no existing social worker was avail-
able. Establishing program parameters was stressed but also
somewhat fraught; the notes state that, “If we are not taking on
the medical care, then social work shouldn’t take on care
either” (November 2020). Six months later, in June 2021, advi-
sors further emphasized the importance of a “care coordination
and care plan” to not “lose what has been achieved in the pro-
gram” and suggested a “mini-call center” (June 2021) as a
midpoint between consultation and co-management, which
was implemented as a phone triage hotline.

Issues that cross-cut program components
Consolidation into a pathway

In addition to specific component development, meeting dis-
cussions included higher-level program frameworks. IDT dis-
cussed the overall ALIGN-CARE workflow in November 2020,
followed by continuous review of modified workflows and frailty
pathways on a near-monthly basis in early 2021 (October-
December 2020, March 2021). Research began supporting a visual
pathway mapping exercise by mid-2021, which currently guides
the program.

Program/role definition

Advisory meetings provided guidance on defining ALIGN-
CARE responsibilities as distinct from other geriatric clinical pro-
grams, as well as the roles of the interdisciplinary team members
(November 2020). They also focused on the role of the surgeons
(January 2021), which was echoed in the research meeting discus-
sions. In surgery meetings, there was continued discussion about
the role of the surgical team and ways to help them feel more
involved in program investment. Research meetings included dis-
cussions on which program roles could be leveraged to incorporate
data collection tasks (September 2021).

Article

Training and education

An emphasis was placed on identifying barriers to ALIGN-
CARE implementation, and training and education were common
mitigation strategies. IDT focused on training administrative staff
on clear, standardized patient messaging, geriatric medicine fellow
trainee didactics, education on high-risk geriatrics care, interdisci-
plinary teamwork, and quality improvement (October 2021).
Advisory and surgeon meetings discussed surgeon onboarding via
informational pamphlets and flyers, both surgeon- and patient-fac-
ing, and ongoing feedback. Research team meetings focused on the
importance of training in standardized data entry to assess program
fidelity.

Discussion

While ALIGN-CARE originated with a strong rationale and
basic components, its highly iterative two-year start-up demonstrates
that there is a need to work out additional specific elements, as well
as “behind-the-scenes” implementation strategies to drive the pro-
gram forward. We separate the discussion into the program’s “what”
(program elements) and “how” (implementation strategies), but it is
important to recognize that they worked in concert in support of
overall program evolution.

The “what” of a complex geriatric-surgery
co-management program

Our analysis has yielded several insights into the implementa-
tion of an outpatient geriatric-surgical co-management program,
building upon and extending the results we previously presented
(Table 2).

At the point of referral, the initial element of surgeon-delivered
frailty screening did not change. However, involving non-geriatric
specialists in geriatrics-led initiatives also required direct educa-
tion and communication with patients. Without face-to-face oppor-
tunities, flyers or other patient-facing informational materials are

Table 2. Geriatric surgery co-management program components, challenges, elements, and supportive strategies.

Program pathway

Challenges encountered

Initial and adaptive elements

Supportive implementation

components

Surgeon screening and referral Lack of surgeon participation in
screenings and referrals

Frailty screening quality

(the “what”)

Surgeon administered Frail Scale
screening

*Patient facing flyer

strategy (the “how”)

Surgeon needs assessment

Surgeon’s Frail Scale training

Surgeon facing flyer

Informal/formal surgical team meetings

Scheduling High no-show rate for scheduled visits Administrator led outreach Identify as program component
Lack of patient understanding of visits and scheduling No-show tracking, report sharing
Short-staffed *Scripted appointment scheduling Commit to ongoing focus in meetings
*Reminder calls Add dedicated staff
*Increased appointment slots
*Simple scheduling template
Assessments Assessment burden *Refined assessments Establish templates to standardize data
Identified need for a SDOH screening *Assessments in two-parts entry for evaluation purposes
Commit to ongoing focus in meetings
Plan Gap in management plans *“Hotline” for patient Ongoing resource review for tailored

Need for post-assessment follow-up
No community-based social worker
to take on management

communication continuity
*Formalized/refined management
plan components

*Plan communication with surgeon,
primary care provider, existing social
worker

management plans
Commit to ongoing focus in meetings

*Adaptive elements; SDOH, social determinants of health.
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important, as other studies have also demonstrated.?’ These mate-
rials may also indirectly increase providers’ awareness of the pro-
gram — especially when used alongside provider-focused imple-
mentation strategies (see next section).

Scheduling has proven to necessitate the most precise and
coordinated efforts to guarantee that patients are appropriately
scheduled and attend the geriatric assessment. Although coordina-
tion aspects are often perceived as simple, existing literature
emphasizes the importance of robust linkages?¢ and seamless tran-
sitions.?’” The program learned this and put into place several
actions for scheduling, including recruitment scripts and appoint-
ment reminders, activities recommended in the literature to opti-
mize delivery efficiencies.?

Assessments and management plans underwent ongoing
refinements. Attention to the specifics of the plan was identified as
a necessary component after performing geriatric assessments; fur-
thermore, supporting patients to implement their plans requires
additional effort. Troubleshooting weak linkages between primary
care and surgical teams to hand off crucial pre-surgical information
frequently occurred, which is consistent with interprofessional
alignment barriers identified in the literature regarding the effec-
tive implementation of geriatric assessments2 and plans.3 The
decision to establish an ALIGN-CARE hotline aligns with some
innovative models,?! but the specific application is novel and
promising in finding a middle ground of remaining involved in
patient care without assuming full-time management.

The “how” of a geriatric co-management
program: strategies to support implementation

The arising challenges required additional “behind the scenes”
implementation strategies, alongside direct program delivery adap-
tations (Table 2), which we can map to the Expert Recommended for
Implementing Change (ERIC) strategies,?? a set of 73 implementa-
tion strategies to promote program intervention success. While
ERIC was not explicitly used to select strategies, the team naturally
implemented several of them, including the development of
provider-facing educational materials, the collection and review of
quality data, the establishment of learning meetings, and the engage-
ment of outside “data” experts.

In this process, establishing learning meetings — itself an imple-
mentation strategy — formed a meaningful basis to generate the addi-
tional strategies. Each of the four meetings exhibited a unique
emphasis and contribution, from surfacing workflow and logistical
issues (IDT, surgeon) to higher-level strategizing (advisory), to com-
pleting the learning cycle by making items explicit and measurable
through the involvement of researchers. Holding separate, concur-
rent, and staggered meetings over time meant that ideas emerging in
one meeting were advanced in another; for example, “standardizing
elements and pathways” arose from the research meetings, which
subsequently featured in IDT meeting discussions to address practi-
cal implementation issues. Programmatic changes (or barriers to
making them) were then reported out and revised with input during
advisory meetings. Emphasis on “compromise” — a recurring senti-
ment between advisors and researchers — occurred by having diverse
experts but finding common ground through the overlapping atten-
dance of the PD, who translated issues and supported moving the
program forward.

Surgery meetings, themselves arising as a specific strategy,
brought to light barriers to implementation and boosted communica-
tion to improve buy-in and lead to providing additional education
materials. Attending meetings also deepened understandings of one
another and how to overcome challenges. Some meetings — with sur-
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geons and the IDT — enhanced program buy-in. The meetings pro-
vided opportunities to reinforce shared commitments and goals. In
doing so, ALIGN-CARE emulated greater collaborative practice,
another strategy found to foster successful team practice.> The
infrequent and uneven nature of the surgery meetings — with many
involving research but few including surgeons and inconsistent par-
ticipation from surgical leaders who might have lent greater weight
to the initiative — underscores the difficulty of securing meaningful
engagement in the face of competing demands and time pressures.
This could also be a good chance to consider, with more careful
thought about the benefits of these meetings, putting in more
focused effort or holding flexible meetings.

Document analysis as a learning source

Document analysis helped our team identify program develop-
ment — the “what” and “how” — as it unfolded over time through a
dynamic and iterative process. Real-time, naturally occurring data
meant that collection imposed little burden on busy clinical staff
and captured immediate activity instead of delayed reports. In
keeping with the MRC framework, we were also able to observe
both linear and non-linear processes, as well as episodes of team
creativity to make progress within complex and routinized health
systems.>* We identified time lags and periods of heightened activ-
ity, as well as persistent challenges, unresolved issues, and
instances of overlapping or disconnected discussions. We also
noted the use of multiple meetings as a deliberate implementation
strategy, observing how members, tasks, and conversations con-
tributed to adaptive responses.

Given the successful insights gathered about ALIGN-CARE
development, this method begs several application-oriented consid-
erations for use in general health program development. The first is
whether a closer connection might be forged with the principles of
continuous learning process and quality improvement.3? Document
review, as a qualitative data source, may be beneficially added to the
qualitative toolkit.>* Second, to what extent can records, if collected
with the idea of analyzing them, be documented more rigorously or
in more standardized ways towards real-time evaluation and inter-
vention at an earlier point? Third, in this development process, the
two-year span suggests that a relatively long runway was needed to
make responsive adaptations.

Building on our findings, we should also examine the timeline
and nature of the iterations undertaken by a geriatric-surgery co-
management program that begins with the adapted ALIGN-CARE
model and incorporates implementation guidance.

Limitations

Documents offer a window into program development, but they
were not written with the intent of being used for analysis. While
“naturally rich,” these notes may also be limited by the fact that they
are often written quickly, with a primary focus on decision points and
next steps. It is sometimes difficult to determine whether a problem
that led to a proposed mitigation strategy actually materialized —
especially if subsequent notes do not indicate a resolution or clarify
the time elapsed between the issue and its solution. These limitations
make achieving complete accuracy challenging. Looking ahead, we
might improve the depth and reliability of documentation by using
recordings, capturing more detailed observations, or adopting a more
structured note-taking approach. A second limitation was the inability
to capture all the “actual work™ of the program if it fell outside of the
meeting notes. Multiple meeting documents allude to informal meet-
ings without written records. Thus, what we have offered may not be
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a total picture of the process or outcome. However, we can never
attain a complete picture in any research, and there are always blind
spots in a dataset. Further, notes clearly captured challenges and
responses in some detail, which we have then used to characterize a
dynamic and adaptive process with specific outcomes.

Conclusions

Through document analysis, we identified key evolving ele-
ments in the geriatric-surgery co-management model, as well as
implementation strategies to support the program’s success. The
involvement of a diverse set of program partners through regular
meetings, as well as program flexibility and responsiveness, were
essential ingredients driving implementation. Projects that engage in
self-reflection through document review may support the develop-
ment of complex programs and build upon existing program guide-
lines in new and important ways. Findings also offer insights into
how to optimize geriatric-surgery co-management and drive a com-
plex initiative forward.

References

1. Watt J, Tricco AC, Talbot-Hamon C, et al. Identifying older
adults at risk of harm following elective surgery: a systematic
review and meta-analysis. BMC Med 2018;16:2.

2. Becher RD, Vander Wyk B, Leo-Summers L, et al. The
Incidence and Cumulative Risk of Major Surgery in Older
Persons in the United States. Ann Surg 2023;277:87-92.

3. Birkelbach O, Morgeli R, Spies C, et al. Routine frailty assess-
ment predicts postoperative complications in elderly patients
across surgical disciplines — a retrospective observational study.
BMC Anesthesiol 2019;19:204.

4. Lin HS, Watts JN, Peel NM, Hubbard RE. Frailty and post-oper-
ative outcomes in older surgical patients: a systematic review.
BMC Geriatr 2016;16:157.

5. Xie Z, Tanzi RE. Alzheimer’s disease and post-operative cogni-
tive dysfunction. Exp Gerontol 2006;41:346-59.

6. Kassahun WT. The effects of pre-existing dementia on surgical
outcomes in emergent and nonemergent general surgical proce-
dures: assessing differences in surgical risk with dementia. BMC
Geriatr 2018;18:153.

7. Gou RY, Hshieh TT, Marcantonio ER, et al. One-Year Medicare
Costs Associated With Delirium in Older Patients Undergoing
Major Elective Surgery. JAMA Surg 2021;156:462.

8. Hshieh TT, Gou RY, Jones RN, et al. One-year Medicare costs
associated with delirium in older hospitalized patients with and
without Alzheimer’s disease dementia and related disorders.
Alzheimers Dement 2023;19:1901-12.

9. Hung WW, Ross JS, Boockvar KS, Siu AL. Recent trends in
chronic disease, impairment and disability among older adults in
the United States. BMC Geriatr 2011;11:47.

10. Ward BW, Schiller JS. Prevalence of Multiple Chronic
Conditions Among US Adults: Estimates From the National
Health Interview Survey, 2010. Prev Chronic Dis 2013;10:
120203.

11. Shahsavari H, Matourypour P, Ghiyasvandian S, Nejad MG.
Medical Research Council framework for development and
evaluation of complex interventions: A comprehensive guid-
ance. J Educ Health Promot 2020;9:88.

12. Participating GSV Hospitals [Internet]. [cited 2024 May 7].
Available from: https://www.facs.org/quality-programs/accredi-

OPEN aACCESS

13.

14.

15

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

tation-and-verification/geriatric-surgery-verification/participat-
ing-gsv-hospitals/

Van Grootven B, Flamaing J, Dierckx De Casterlé B, et al.
Effectiveness of in-hospital geriatric co-management: a sys-
tematic review and meta-analysis. Age Ageing 2017;46:
903-10.

Shahrokni A, Tin AL, Sarraf S, et al. Association of Geriatric
Comanagement and 90-Day Postoperative Mortality Among
Patients Aged 75 Years and Older With Cancer. JAMA Netw
Open 2020;3:¢209265.

. Grigoryan KV, Javedan H, Rudolph JL. Orthogeriatric Care

Models and Outcomes in Hip Fracture Patients: A Systematic
Review and Meta-Analysis. J Orthop Trauma 2014;28:
e49-55.

Rapp K, Becker C, Todd C, et al. The Association Between
Orthogeriatric Co-Management and Mortality Following Hip
Fracture. Dtsch Arztebl Int [Internet] 2020 [cited 2024 Apr 10].
Available from: https://www.aerzteblatt.de/10.3238/arztebl.
2020.0053

Pablos-Hernandez C, Gonzalez-Ramirez A, Da Casa C, et al.
Time to Surgery Reduction in Hip Fracture Patients on an
Integrated Orthogeriatric Unit: A Comparative Study of Three
Healthcare Models. Orthop Surg 2020;12:457-62.

Middleton M, Wan B, Da Assunc¢ao R. Improving hip fracture
outcomes with integrated orthogeriatric care: a comparison
between two accepted orthogeriatric models. Age Ageing
2017;46:465-70.

Kmietowicz Z. Emergency laparotomy: lack of geriatrician input
leaves frail patients at double risk of death. BMJ 2020;m4437.
Hempenius L, Slaets JPJ, Van Asselt D, et al. Long Term
Outcomes of a Geriatric Liaison Intervention in Frail Elderly
Cancer Patients. Ganti AK, editor. PLOS ONE 2016;11:
e0143364.

Braude P, Goodman A, Elias T, et al. Evaluation and establish-
ment of a ward-based geriatric liaison service for older urologi-
cal surgical patients: Proactive care of Older People undergoing
Surgery ( POPS )-Urology. BJU Int 2017;120:123-9.

Filippova OT, Chi DS, Long Roche K, et al. Geriatric co-man-
agement leads to safely performed cytoreductive surgery in
older women with advanced stage ovarian cancer treated at a ter-
tiary care cancer center. Gynecol Oncol 2019;154:77-82.
Leinert C, Fotteler M, Kocar TD, et al. Supporting SURgery
with GEriatric Co-Management and Al (SURGE-Ahead): A
study protocol for the development of a digital geriatrician.
Carels V, editor. PLOS ONE 2023;18:¢0287230.

Bowen GA. Document Analysis as a Qualitative Research
Method. Qual Res J 2009;9:27-40.

Birtwistle SB, Ashcroft G, Murphy R, et al. Factors influencing
patient uptake of an exercise referral scheme: a qualitative study.
Health Educ Res 2019;34:113-27.

Higa DH, Crepaz N, Mullins MM; Prevention Research
Synthesis Project. Identifying Best Practices for Increasing
Linkage to, Retention, and Re-engagement in HIV Medical
Care: Findings from a Systematic Review, 1996-2014. AIDS
Behav 2016;20:951-66.

Zhao G, Kennedy C, Mabaya G, et al. Patient engagement in the
development of best practices for transitions from hospital to
home: a scoping review. BMJ Open 2019;9:¢029693.

Opon SO, Tenambergen WM, Njoroge KM. The effect of
patient reminders in reducing missed appointment in medical
settings: a systematic review. PAMJ - One Health [Internet].
2020 [cited 2025 Aug 8];2. Available from: https://www.one-
health. panafrican-med-journal.com/content/article/2/9/full

[Surgery in Geriatrics and Frailty 2025; 1:28]



29.

30.

31.

32.

Sum G, Nicholas SO, Nai ZL, et al. Health outcomes and imple-
mentation barriers and facilitators of comprehensive geriatric
assessment in community settings: a systematic integrative
review [PROSPERO registration no.: CRD42021229953].
BMC Geriatr 2022;22:379.

Pandit S, Simone M, Michener A, et al. Comparative
Perspectives on Geriatrics-Surgery Co-Management Program
by Specialty and Staff Role. Innov Aging 2021;5:324.

Goethals L, Barth N, Martinez L, et al. Decreasing hospitaliza-
tions through geriatric hotlines: a prospective French multicen-
ter study of people aged 75 and above. BMC Geriatr 2023;
23:783.

Waltz TJ, Powell BJ, Fernandez ME, et al. Choosing implemen-

33.

34.

35.

press

N

tation strategies to address contextual barriers: diversity in rec-
ommendations and future directions. Implement Sci. 2019;
14:42.

Tandan M, Dunlea S, Cullen W, Bury G. Teamwork and its
impact on chronic disease clinical outcomes in primary care: a
systematic review and meta-analysis. Public Health 2024;229:
88-115.

Braithwaite J. Changing how we think about healthcare
improvement. BMJ 2018;k2014.

Balbale SN, Locatelli SM, LaVela SL. Through Their Eyes:
Lessons Learned Using Participatory Methods in Health Care
Quality Improvement Projects. Qual Health Res 2016;26:
1382-92.

Online supplementary material:

Supplementary Table 1. ALIGN-CARE areas of assessment and common management recommendations.

[Surgery in Geriatrics and Frailty 2025; 1:28]

OPEN aACCESS



