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Abstract

The original consensus–based Geriatric Emergency Department (GED) 

Guidelines, published in 2014, established a framework of core principles for 

delivering high-quality, age-appropriate emergency care for older adults. In 

response to significant advances in geriatric emergency medicine research and 

evolving clinical priorities, we developed the GED Guidelines 2.0 to ensure 

continued relevance, clinical utility, and evidence-based rigor. This concept 

paper describes the systematic and iterative process undertaken to update the 

guidelines, including the formation of multidisciplinary working groups and the 

application of the Grading of Recommendations Assessment, Development, 

and Evaluation (GRADE) methodology. Unlike the original GED Guidelines, our 

approach prioritized methodological transparency, formalized evidence 

grading, and consensus building grounded in systematic reviews and meta- 

analyses. We describe the identification, recruitment, and collaboration of 

multidisciplinary clinical and academic experts working together to improve 

the care of older adults in the emergency department. Through this multidis-

ciplinary effort, key geriatric domains were selected, priority topics identified, 

and systematic reviews and meta-analyses conducted to generate a robust 

evidence base for future guideline and policy development. The GED Guide-

lines 2.0 represents the first emergency medicine (EM) subspecialty guideline 

effort to fully adopt the GRADE framework, offering a novel blueprint for 

future EM guideline development.

Keywords: emergency medicine, geriatrics, aged, evidence-based medicine, prac-

tice guidelines as topic, health services for the aged, program development

1  B A C K G R O U N D

1 . 1 A  B r i e f  H i s t o r y  o f  G e r i a t r i c  E m e r g e n c y  

M e d i c i n e

Adults aged ≥65 years have the highest rates of emergency 
department (ED) visits and noncritical hospitalizations among 
all age groups in the United States (US).1,2 The process, 
experience, and outcomes of emergency care for older adults 
are uniquely complex due to geriatric syndromes, multi-
morbidity, and polypharmacy, which increase the risk of 
hospitalization and complicate care transitions.3–5 Older 

adults often present with additional challenges such as func-
tional and cognitive impairment, social isolation, and unclear 
goals of care, which traditional ED workflows are not 
designed to address.6,7 For example, standard ED processes 
prioritize medical acuity and quick diagnosis, often over-
looking the need for detailed medication reconciliation or 
consideration of frailty in decision making.6,8 Older adults 
may also require tailored discharge planning accounting for 
mobility limitations or cognitive decline; however, this is 
often not integrated into typical ED protocols.9,10 These gaps 
in care are crucial because they can lead to poor patient-centered 
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outcomes, such as unnecessary admissions or post-ED func-
tional decline.3,4,6,7 Decades of research and advocacy in geri-
atric emergency medicine (GEM) have driven the development 
of specialized care models to improve both patient and system 
outcomes (Fig 1).11 This momentum led to the establishment of 
the first self-described geriatric EDs (GEDs) in the US in 2008, 
and by 2013, 30 EDs had self-identified as GEDs, although care 
models varied significantly across institutions.12,13

1 . 2 E s t a b l i s h i n g  t h e  G E D  G u i d e l i n e s :  O r i g i n s ,  

S c o p e ,  a n d  I n fl u e n c e

Recognizing the need for standardized guidance to address the 
unique challenges of older adults in the ED, work on the 
original GED Guidelines began in 2011 and culminated in 
their publication in 2014.14–16 Developed through a consensus 
building effort with multidisciplinary stakeholders, including the 
American College of Emergency Physicians (ACEP), American 
Geriatrics Society, Emergency Nurses Association, and the So-
ciety for Academic Emergency Medicine (SAEM), the guidelines 
were designed to improve care and outcomes for older adults in 
emergency settings.14–17 This effort marked a significant step 
forward in GEM, providing clear, evidence-based recommen-
dations to optimize ED care delivery for older adults.12,17,18

The original GED Guidelines comprise 42 recommen-
dations organized into 6 key categories: staffing, transitions of 

care, education, quality improvement, equipment and sup-
plies, and policies, procedures, and protocols.14–16 Core rec-
ommendations emphasize geriatric-specific leadership roles, 
structured-discharge planning, integration with community 
resources, age-friendly ED design, and the use of evidence-based 
protocols for common geriatric presentations (Table 1).14,19

ACEP accredits GEDs based on adherence to best practices 
outlined in the GED Guidelines, with 541 EDs now accredi-
ted.18,20 Beyond accreditation, the guidelines have stimulated 
broader advancements in research, education, and care models 
within GEM.21–24 For example, the guidelines have led to the 
development of targeted–geriatric training programs for ED 
staff, the implementation of protocols for delirium screening, 
and the creation of performance metrics to monitor outcomes 
like ED length of stay and 30-day readmission rates.23–26 These 
innovations have fostered continuous improvement and laid the 
foundation for future guideline updates.

1 . 3 E v o l v i n g  E v i d e n c e  a n d  E x p e c t a t i o n s :  T h e  

J u s t i fi c a t i o n  f o r  t h e  G E D  G u i d e l i n e s  2 . 0

Alongside the GED Guidelines, significant GEM progress has 
been driven by the Geriatric Emergency care Applied Research 
(GEAR) Network and its successor, GEAR 2.0.9,27–31 Like its 
pediatric counterpart, the Pediatric Emergency Care Applied 
Research Network, the GEAR initiatives have identified and 

F I G U R E  1 . Timeline of key milestones in geriatric emergency medicine, highlighting significant advancements related to the 
Geriatric Emergency Department Guidelines. ACEP, American College of Emergency Physicians; CPG, clinical practice guideline; 
GEAR, Geriatric Emergency Care Applied Research; GED, geriatric emergency department; GEM, geriatric emergency medicine; 
SAEM, Society for Academic Emergency Medicine.
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funded critical research addressing key gaps in geriatric 
emergency care.9,10,27–33 These efforts targeted areas such as 
transitions of care, cognitive impairment, elder abuse, falls, 
medication safety, and dementia. The resulting growth in 
evidence motivated the update to the GED Guidelines to 
ensure they reflect current evidence-based recommendations.

Another key reason for the update is that the original 
guidelines were developed without a formal assessment of the 
quality, quantity, reproducibility, or applicability of the sup-
porting evidence.34,35 Since that time, the expectations for 

clinical practice guidelines have evolved. Current guideline 
standards now require rigorous assessment of direct and in-
direct evidence, as well as transparent consideration of 
research bias, stakeholder values, health equity, anticipated 
costs, and clearly defined patient-centered outcomes, including 
the balance of anticipated benefits and potential harms.35–38

Although the original GED Guidelines have had a signifi-
cant impact on accredited GEDs (which represent <10% of US 
EDs), many EDs still face substantial implementation barriers 
due to the absence of local champions, competing clinical 

TABLE 1. Overview of the original geriatric emergency department Guidelines and the anticipated impact of the geriatric 
emergency department Guidelines 2.0.

6 general categories 

of recommendations

Original geriatric ED guidelines 

42 specific recommendations

Geriatric ED Guidelines 2.0 

7 GEM clinical practice guidelines

Staffing Three recommendations ensure geriatric- 
trained physician and nursing leadership, 
including a GED medical director completing 
>8 h of geriatric CME every 2 y.

No anticipated new guidance.

Transitions of care Four recommendations establish transition-of- 
care protocols for timely communication of 
geriatric-specific clinical information and 
maintaining community resource connections 
for seamless ED-to-outpatient transitions.

The GED Guidelines 2.0 clinical practice 
guidelines anticipate providing guidance on 
best practices around ED-to-outpatient 
transitions of care in older adults 
individualized for specific recommendations 
for delirium, dementia, falls, frailty, 
medication management, palliative care, and 
elder abuse which incorporate patient values 
and shared decision making.

Education Three recommendations enhance continuing 
medical education programs to improve 
physician and nursing staff awareness of 
geriatric emergency care needs, policies, and 
procedures.

The GED Guidelines 2.0 anticipate 
supporting and building on current 
recommendations through a dissemination 
and implementation strategies that are 
individualized for each recommendation, 
cognizant of resource requirements and 
potential health inequities, and targeted to 
overcome anticipated obstacles to scaling up 
the intervention.

Quality improvement Three recommendations require a geriatric 
quality-improvement program, overseen by 
the GED medical director and nurse manager.

The GED Guidelines 2.0 anticipate guiding 
future GED quality improvement programs 
by specifying numerator and denominators 
of target patient populations for guideline 
recommendations based on high certainty 
evidence.

Equipment and 
supplies

Four recommendations ensure ED physical 
infrastructure accommodates patients with 
mobility, continence, sensory, or cognitive 
impairments.

No anticipated new guidance.

Policies, procedures, 
and protocols

Geriatric ED screening (5 recommendations) 
Indwelling catheter (3 recommendations) 
Medication management (5 recommendations) 
Fall assessment (5 recommendations) 
Delirium and dementia (5 recommendations) 
Palliative care (2 recommendations)

7 New GRADE Level CPGs 
Delirium 
Dementia 
Falls 
Frailty 
Medication management 
Palliative care 
Elder abuse

CPG, clinical practice guidline; ED, emergency department; GED, geriatric emergency department; GEM, geriatric emergency medicine; GRADE, 
Grading of Recommendations Assessment, Development, and Evaluation.
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priorities, limited resources, and growing financial con-
straints.39–41 For many ED teams, the guidelines represent an 
ideal vision of geriatric emergency care that remains difficult to 
achieve without institutional and interdisciplinary sup-
port.39,42,43 Furthermore, many emergency medicine (EM) 
clinicians outside the GED-accredited EDs may have minimal 
awareness of the guidelines or their relevance to daily GEM 
practice, which has hindered broader dissemination and 
adoption.23,44

To address these challenges and evolving standards, the 
GED Guidelines 2.0 initiative launched in 2019 with 3 key 
objectives: (1) to update the evidence base supporting rec-
ommendations, (2) to enhance transparency and usability, and 
(3) to develop improved dissemination and implementation 
strategies. A major emphasis of the GED Guidelines 2.0 was to 
ensure practical usability, empowering EM clinicians to inte-
grate evidence-based care for older adults in both accredited 
and non–accredited GED settings, with recommendations 
tailored to diverse resource levels and care environments.

As the first EM subspecialty group to adopt the Grading 
of Recommendations Assessment, Development, and Evalu-
ation (GRADE) methodology for guideline development, the 
GED Guidelines 2.0 initiative aims to provide a transparent 
and replicable framework that can serve as a model for other 
EM subspecialty groups (Fig 2). Still in progress, the initiative 
will ultimately deliver 14 systematic reviews and meta-analyses 
(SRMAs) and 7 new GRADE–based clinical practice guide-
lines. These forthcoming guidelines will build on the original 
GED recommendations, offering structured, evidence-based 
guidance for high-priority geriatric conditions that are appli-
cable across a wide spectrum of EDs (Fig 3, Table 1).

1 . 4 L a u n c h i n g  t h e  G E D  G u i d e l i n e s  2 . 0  

I n i t i a t i v e :  I n t e g r a t i n g  M u l t i d i s c i p l i n a r y  

C o l l a b o r a t i o n  a n d  G R A D E  M e t h o d o l o g y

In 2019, the GED Guidelines 2.0 initiative began with a small 
planning group and quickly expanded into a diverse, inter-
disciplinary collaboration of >60 members. Participants 
included EM physicians, geriatricians, nurses, and allied 
health professionals from 23 US states and 7 countries, each 
contributing valuable expertise on clinical care delivery. To 

ensure broad applicability, the working group actively engaged 
national and international EM and geriatric organizations. In 
addition, several patient caregivers participated in the initia-
tive, offering essential insights into patient needs, values, and 
care preferences.45

As the initiative progressed, the group undertook a careful 
evaluation of guideline development methodologies. By 
January 2021, following extensive discussion and GRADE 
training sessions, the working group formally voted to follow 
the GRADE framework.36,46 Recommended by methodologic 
experts for its rigor, transparency, and international align-
ment, GRADE has been widely used by organizations such 
as the World Health Organization and the Agency for 
Healthcare Research and Quality.35–38,46–57 GRADE offers a 
structured process for synthesizing evidence, framing research 
questions, and assessing bias, helping ensure that recommen-
dations are both scientifically sound and clearly communicated 
(Fig 4).46

Although the group valued GRADE’s strengths, its 
resource-intensive nature was also recognized. Implementing 
GRADE requires trained methodologists, support from 
research librarians, and completion of systematic reviews and 
meta-analyses (SRMAs)—a considerable undertaking for a 
largely volunteer-driven initiative. Nevertheless, the group 
recognized that GRADE’s rigor would support the long-term 
usability of the GED Guidelines 2.0.

1 . 5 I d e n t i f y i n g  P r i o r i t y  T o p i c s  a n d  

E s t a b l i s h i n g  G E D  G u i d e l i n e s  2 . 0  

S u b c o m m i t t e e s

To begin the update process, the GED Guidelines 2.0 group 
first identified which original recommendations contained 
critical gaps in need of revision. Foundational elements such as 
interdisciplinary staffing, GED equipment and supplies, and 
educational requirements remained current and did not require 
formal revision. Building on this foundation, the group iden-
tified 7 high-priority clinical domains: frailty, medication 
safety, dementia, fall assessment and management, delirium, 
palliative care, and elder abuse.9,14–16,28–30,32,58 These areas 
were selected for their clinical significance, relevance to geriatric 

F I G U R E  2 . A roadmap for developing the Geriatric Emergency Department Guidelines 2.0.
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emergency care, and growing evidence base that could support 
the development of actionable recommendations.

Subcommittees were established for each priority topic, 
and members used the Population, Intervention, Comparator, 
Outcomes (PICO) framework to formulate structured clinical 
questions, guide literature searches, and inform evidence 

synthesis plans.59,60 The resulting PICO questions addressed a 
broad array of clinical issues, including screening protocols, 
diagnostic accuracy of assessment tools, imaging and labora-
tory evaluations, management strategies, and transitions of 
care. Critically, they also included outcomes aligned with 
current standards in clinical practice guideline development, 
such as functional status, quality of life, healthcare utilization, 
safety, and patient-centered outcomes. Table 2 summarizes 
the 14 finalized GED Guidelines 2.0 PICO questions, each 
designed to inform evidence-based recommendations that 
reflect the needs and priorities of older adults in emergency 
care settings.61–68

1 . 6 C r e a t i n g  S y s t e m a t i c  R e v i e w s ,  M e t a -  

A n a l y s e s ,  a n d  G R A D E – B a s e d  C l i n i c a l  

P r a c t i c e  G u i d e l i n e s

To support the GED Guidelines 2.0, PICO-specific sub-
committees conducted SRMAs following the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (PRISMA) or 
PRISMA-Diagnostic Test Accuracy (PRISMA-DTA) standards 
to ensure transparency and methodologic rigor.69–74 Covidence, 
a web–based systematic-review platform, facilitated reference 
management, screening, and data extraction to ensure consis-
tency across teams.75 Regular meetings promoted alignment in 
methodology, inclusion criteria, and interpretation of evidence.

These SRMAs form the evidence base for new GRADE– 
based clinical practice guidelines that will replace or refine 
specific recommendations from the original 2014 GED 
Guidelines. Unlike the original consensus-based recommen-
dations, which did not assess the certainty of evidence or 
provide formal justification for recommendation strength, the 
new guidelines incorporate structured-evidence grading, 

F I G U R E  3 . Geriatric Emergency Department Guidelines 2.0: Visual summary of input & impact. ED, emergency department; 
GRADE, Grading of Recommendations Assessment, Development, and Evaluation; GEM, geriatric emergency medicine.

F I G U R E  4 . Overview of the Grading of Recommendations 
Assessment, Development, and Evaluation (GRADE) meth-
odology. PICO, Population, Intervention, Comparator, and 
Outcomes.46
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consideration of patient values and preferences, health equity, 
and feasibility of implementation (Fig 4).46,48–53 For example, 
the delirium guideline evaluates screening tools such as the 
Brief Confusion Assessment Method (bCAM) and the 4 A’s 
Test (4AT), along with risk stratification and ED manage-
ment pathways, culminating in recommendations that balance 
diagnostic accuracy, workflow integration, and patient safety. 

Other guidelines—for medication safety, falls, and demen-
tia—address key clinical questions such as which pharmaco-
logic agents to avoid or prefer, effective fall risk screening and 
mitigation strategies, and approaches for dementia recognition 
and care coordination in the ED.

The GED 2.0 delirium clinical practice guidelines have 
been completed and will be submitted for publication 

TABLE 2. Description of the Geriatric Emergency Department Guidelines 2.0 priority topics and PICO questions.

Priority topics PICO questions

Delirium 1a. In the ED, for all older adults aged ≥65 y, does using risk stratification to determine who should be 
screened for delirium improve prognostic accuracy, screening efficiency, and patient-oriented outcomes 
compared to not using a risk stratification method?61

1b. In the ED, for all older adults aged ≥65 y, does the use of a risk stratification method to identify a subset 
of patients at higher risk for delirium improve the understanding of delirium prevalence and the proportion of 
older adults needing screening compared to not applying such a method?61

2. In adults aged ≥60 y evaluated in the ED, how effective are various diagnostic approaches—including 
history, physical examination, laboratory testing, and screening instruments—in identifying delirium compared 
to an acceptable criterion standard for delirium in terms of diagnostic accuracy?62

3. In patients aged ≥65 y with delirium who underwent head imaging in the ED, do abnormal neurologic 
examinations, headache, trauma, and anticoagulation identify acute abnormalities on head imaging (MRI/CT) 
as a possible or likely etiology of delirium?63,64

Falls 1. In adults aged ≥60 y presenting to the ED for a fall, how effective is a multifactorial fall prevention 
intervention compared to usual care in improving functional status, enhancing outpatient fall prevention, 
quality of life, reducing unscheduled healthcare use, and determining the new need for skilled care at 
discharge?
2. In adults aged ≥60 y evaluated in the ED, how effective is evaluation by a therapist (physical, occupational, 
or both) for fall prevention, fall assessment, or mitigation of fall risk factors compared to no therapist 
evaluation in terms of the incidence of falls and other secondary patient-centered outcomes.

Medication 
safety

1. In older adults aged ≥65 y presenting with acute, undifferentiated agitation in the ED or out-of-hospital 
settings, which sedating medications are associated with the least adverse events?65

2. Among older adults aged ≥65 y in the ED, how do various ED-based geriatric medication programs 
compare to traditional prescribing methods in their effectiveness at decreasing the rates of potentially 
innapropriate medications and adverse drug events?66

Frailty 1. In patients aged ≥65 y presenting to the ED, how does the use of a frailty assessment tool inform clinical 
decision making at triage or during the ED visit to improve patient outcomes compared to standard care?67

Dementia 1. In older persons living with dementia who have impaired cognition, what ED interventions improve patient- 
centered outcomes compared to usual care?68

2. In older persons living with dementia who have impaired cognition, does the use of innovative pain 
assessment tools, compared to usual care, lead to more accurate or improved pain assessment in the ED?68

Palliative care 1. In older adults (≥60 y) with serious illness who present to the ED, is ED-based, palliative care screening 
associated with improved patient and health system outcomes when compared to those who do not receive 
screening in the ED?
2. In older adults (≥60 y) with serious illness who present to the ED, is hospice and/or palliative care 
consultation initiated in the ED associated with improved patient and health system outcomes when 
compared to those who do not have consultation initiated in the ED?

Elder abuse 1. In ED patients aged ≥60 y, does universal or targeted screening for elder abuse, compared to usual care 
(clinical identification based on EMS, nurse, and physician gestalt and standard practice), improve the total 
number of cases identified, diagnostic accuracy, and long-term safety outcomes, including potential harms, 
legal outcomes, functional outcomes, psychosocial outcomes, and healthcare utilization?
2. In ED patients aged ≥60 y who are previously known, newly found, or suspected victims of elder abuse, 
how do ED-based or ED-initiated interventions—including adult protective services reporting—compared 
with usual care in improving short-and long-term safety, health, legal, functional, and psychosocial outcomes?

CT, computed tomography; ED, emergency department; EMS, emergency medical services; MRI, magnetic resonance imaging; PICO, Population, 
Intervention, Comparator, Outcomes.
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following public review in 2025. Guidelines for medication 
safety, fall prevention, and dementia are in development, 
whereas the other domains are expected to be published in late 
2025 or 2026.

1 . 7 B u i l d i n g  S u p p o r t  a n d  D i s s e m i n a t i o n  

S t r a t e g i e s

The GED Guidelines 2.0 working group is also focused on 
expanding broader organizational support to enhance dissemi-
nation and impact. Building on the original coalition of 
endorsing societies, the updated initiative seeks formal support 
from additional national organizations, including GEAR 2.0, the 
GED Collaborative, and other national multidisciplinary orga-
nizations. These partnerships help shape dissemination strategies, 
increase visibility, and foster adoption by aligning the guidelines 
with stakeholder priorities. Incorporating feedback from these 
groups supports knowledge sharing and plays a critical role in 
narrowing the research-to-practice gap in GEM.51,76

Seven SRMAs related to delirium, frailty, dementia, and 
medication safety have been published to date.8,61–64,67,68

Preliminary findings from the GED Guidelines 2.0 initiative 
have also been presented at national EM meetings, offering early 
insights into potential changes to clinical practice recommen-
dations.65,66 These early presentations have highlighted evi-
dence gaps, confirmed strong support for certain practices (eg, 
use of validated delirium tools), and revealed areas in which 
guideline updates may challenge current norms.8,61,62 Notable 
findings include the effectiveness of ED-based programs in 
reducing potentially inappropriate medications and adverse 
drug events, the need for safer prescribing practices in the 
management of acute agitation, and the limited utility of 
routine head computed tomography in older adults with 
delirium or altered mental status unless specific risk factors are 
present.63,64-66 Work in frailty and dementia has further 
emphasized the value of structured assessments and highlighted 
how targeted interventions, such as community paramedicine 
and dementia–informed care models, can reduce revisits and 
hospitalizations.67,68 These early insights are directly informing 
the development of new clinical practice guidelines and help 
define future research and quality-improvement priorities.

The GEAR 2.0 website now serves as a central repository for 
GED Guidelines 2.0-related updates, enabling open access to 
publications, tools, and resources for clinicians, researchers, ad-
ministrators, and policy makers.31 Anticipated dissemination ac-
tivities include implementation workshops, educational webinars, 
podcasts, and tailored content for different clinical roles and 
settings.77,78 These efforts aim to improve guideline uptake across 
both GED-accredited and nonaccredited EDs. Social media 
campaigns and hospital-based outreach will further support 
public and institutional awareness in advance of guideline release.

1 . 8 G E D  G u i d e l i n e s  2 . 0  L e s s o n s  L e a r n e d

The development of the GED Guidelines 2.0 has highlighted 
important lessons in stakeholder engagement, project management, 

and collaboration. Early involvement of stakeholders helped 
align priorities and goals, which has been valuable in securing 
organizational support and will be essential during the 
dissemination and implementation phases. Smaller, PICO- 
specific teams streamlined the SRMA process by distributing 
workloads and integrating clinical and research perspectives. 
This structure improved collaboration and expedited the 
progress across the 7 priority topic subcommittees.

The creation of GRADE–guided clinical practice guide-
lines requires time, patience, and sustained commitment. 
Although most working group members brought academic 
and research experience, there was variability in familiarity 
with systematic-review methods and GRADE-specific pro-
cesses. This required ongoing education, recalibration of 
workflows, and in some cases, shifting roles to meet evolving 
project needs. These challenges highlight the value of multi-
disciplinary collaboration, particularly the important roles 
played by methodologists, medical librarians, statisticians, and 
content experts, in upholding methodologic rigor.

At the heart of this initiative has been a deep culture of 
academic volunteerism. The GED Guidelines 2.0 effort was 
made possible by a dedicated, mission-driven group of aca-
demic geriatric and EM clinicians who collectively vol-
unteered thousands of hours to progress this work. This 
initiative has been sustained not only by academic output, but 
by shared purpose, collegiality, and a deep commitment to 
advancing care for older adults. That foundation helped carry 
the project through the COVID-19 pandemic and continues 
to drive progress today.

1 . 9 G u i d i n g  t h e  F u t u r e :  A n t i c i p a t e d  I m p a c t  

o f  t h e  G E D  G u i d e l i n e s  2 . 0

Emergency physicians place the highest value on clinical prac-
tice guidelines with actionable recommendations, explicit target 
populations, and explicit links between the strength of evidence 
to support recommendations and anticipated outcomes.38 The 
updated GED Guidelines 2.0 provide these attributes while 
offering practical strategies that can be implemented across a 
wide range of ED settings and transparently weighing the 
anticipated benefits, potential harms, resource requirements, 
acceptability, feasibility, and health equity. Many successful 
geriatric emergency care models, especially those expanded 
during the COVID-19 pandemic, demonstrate that hospitals 
can improve care for older adults without necessarily pursuing 
full GED accreditation.42,79–81 Instead, localized solutions 
such as dedicated geriatric champions, protocol–based care 
pathways, and specialized practitioner roles allow EDs to apply 
core GED principles in ways that reflect each institution’s 
resources and priorities.24,82 This flexible approach supports 
broader adoption of foundational practices including 
screening, assessment, and patient-centered care, enabling 
EDs of all types to enhance care pathways for older patients. 
These models have also been associated with reduced health-
care utilization, lower costs, and improved outcomes for older 
adults and their caregivers.83–86
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The GED Guidelines 2.0 aim to build on this mo-
mentum, equipping EDs with a more transparent, intro-
spective, and practical framework to guide decision making, 
foster innovation, and advance geriatric emergency care de-
livery nationally. A key strength of the initiative lies in its 
foundation of rigorous evidence synthesis. Initial SRMAs 
conducted by the GED Guidelines 2.0 working group have 
already identified opportunities to improve geriatric ED 
care.61,63,64,67,68 Despite this momentum, gaps remain. The 
long-term effects of GED model implementation—particularly 
on outcomes prioritized by older adults such as functional sta-
tus, mobility, and quality of life—are still not well under-
stood.87,88 Existing research primarily focused on administrative 
metrics such as ED revisits and readmissions, rather than ho-
listic, person-centered outcomes.87–89 Addressing this evidence 
gap will require ongoing investment in quality improvement, 
prospective studies, and randomized trials to fully assess the real- 
world effects of GED Guidelines 2.0 implementation.

2  C O N C L U S I O N

Although the GED Guidelines 2.0 clinical practice guidelines 
and related implementation efforts are still in development, 
sharing the methodology, vision, and anticipated outputs is a 
crucial first step toward promoting widespread adoption. By 
building upon the original guidelines, the GED Guidelines 2.0 
strives to advance geriatric emergency care through a flexible, 
evidence-informed framework grounded in multidisciplinary 
collaboration and transparency. This initiative underscores not 
only the importance of improving care for older adults but also 
the feasibility of doing so across diverse clinical environments 
even while awaiting higher-quality, less-biased proof-of-concept 
research. As we continue to finalize and release the new 
guidelines, we offer a roadmap for other EM subspecialties to 
create high-impact, GRADE–based clinical practice guidelines 
tailored to their unique areas of care. Through transparency, 
innovation, and shared purpose, the GED Guidelines 2.0 aims 
to strengthen the science and practice of GEM and improve 
outcomes for older adults across the healthcare continuum.
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