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BACKGROUND: Standardization in tools and documen-
tation of child abuse and intimate partner violence have
proven helpful in completely documenting injuries and
suspected abuse among these populations. Similar tools
do not yet exist for older adults and elder abuse.
OBJECTIVE: To (1) use insights from experts to develop a
tool to assist clinicians in appropriately and completely
documenting physical findings in injured older adults for
potential future forensic investigation of abuse or neglect
and (2) to assess the feasibility of incorporating this tool
into clinical practice.
DESIGN: Two-phase, exploratory qualitative study. Phase
1: individual interviews with elder abuse experts from
various specialties inmedicine and criminal justice. Phase
2: focus groups with anticipated end users of the tool.
PARTICIPANTS: Phase 1 telephone-based key informant
interviews were conducted with 11 elder abuse experts (2
detectives, 3 prosecutors, 1 forensic pathologist, 2 geria-
tricians, and 3 emergency medicine physicians). Phase 2
focus groups were conducted among emergencymedicine
(n = 10) and primary care (n = 8) providers.
APPROACH: Key informant interviews were conducted
telephonically while the two focus groups were held in-
person at an emergency medicine site in New York, NY,
and a primary care site in Los Angeles, CA.
KEY RESULTS: Experts agreed that medical providers’
documentation of geriatric injuries is usually inadequate
for investigatingallegedelderabuse/neglect. Theyhighlight-
ed elements needed for forensic investigation: initial appear-
ance before treatment is initiated, complete head-to-toe
evaluation, documentation of all injuries (even minor ones),
and documentation of pertinent negatives. Several noted
the value of photographs to supplement written documen-
tation.Endusers identifiedpractical challenges toutilizing a
tool, including theburdenof additional orparallel documen-
tation in a busy clinical setting, and how to integrate it into
existing electronic medical records.
CONCLUSION: A practical tool to improve medical docu-
mentation of geriatric injuries for potential forensic use

would be valuable. Practical challenges toutilizationmust
be overcome.
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INTRODUCTION

Health care providers who practice in emergency departments,
outpatient offices, nursing homes, and hospitals commonly
evaluate older adults with evidence of physical injury. For
many of these patients, the injury may be linked to elder abuse
or neglect. This elder mistreatment occurs commonly, with as
many as 10% of older adults experiencing some form of abuse
each year.1–3 However, the link between the injury and elder
abuse is often not identified during the medical encounter. It
may be weeks, months, or even years later that abuse is first
suspected. An important challenge in the investigation and
prosecution of these elder abuse cases is incomplete or inad-
equate documentation of injuries by the medical provider who
initially assessed and treated them. In many cases, the quality
of this documentation can significantly impact whether justice
and protection can be achieved for a victimized older adult.
The importance of clinician documentation of injury-related

findings in children for child abuse investigation is well-rec-
ognized,4, 5 and research has shown that injury documentation
in this population is often incomplete and inadequate.5–8 Rea-
sons likely include clinicians’ lack of training, time limita-
tions, and the low immediate clinical significance of some
injuries and physical findings.9 Additionally, potentially valu-
able ancillary strategies to enhance documentation of injuries
such as photography are currently underutilized,9, 10 due to
technical challenges and privacy concerns.
Tools to assist clinicians and improve and standardize docu-

mentation for future forensic investigation of child abuse and
intimate partner violence have proven helpful in completely
documenting injuries in children11, 12 and younger adults.13, 14

To our knowledge, similar tools do not yet exist for older adults.
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While the purpose of documentation tools for child abuse and
intimate partner violence are to standardize, record, and formal-
ly report details of suspected abuse to law enforcement, several
components may still be applicable for documenting any type
of physical finding in older adult patients, whether abuse is
suspected or not. Key components include the physical exam
and body diagrams. The purpose of this study was to use
insights from experts to inform the development of a universal
tool to assist clinicians in appropriately and completely
documenting physical findings in injured older adults for po-
tential future forensic investigation of abuse or neglect and to
assess the feasibility of incorporating this tool into clinical
practice. This tool is intended to be used during medical en-
counters for all older adult patients that present with physical
injury(ies) whether or not elder abuse is actually suspected.

METHODS

To achieve these aims, we conducted a two-phase exploratory,
qualitative study. Phase 1: Tool development involved indi-
vidual interviews with elder abuse experts from various spe-
cialties in medicine and criminal justice. Phase 2: Feasibility
involved focus groups of anticipated end users of the tool,
health care providers from primary care and emergency med-
icine settings. The Institutional Review Board of the Univer-
sity of [the University of Southern California] approved this
study. The study report follows the Consolidated Criteria for
Reporting Qualitative Studies Guidelines.15

Development of Preliminary Draft of Tool Using
Literature Review

Before conducting interviews with experts, the research team
developed a preliminary draft version of the proposed docu-
mentation tool. The research team, which has deep and diverse
experience in elder mistreatment, family medicine, emergency
medicine, and geriatrics/gerontology, conducted a comprehen-
sive, non-systematic literature review (through January 2016)
to inform development. This preliminary version incorporated
previous research11, 16–19 into a concise clinical document that
included multi-view body diagrams. Review of existing clin-
ical documentation tools for suspected child abuse and inti-
mate partner violence was also an important piece that in-
formed the development of the geriatric injury documentation
tool. These tools typically involve structured forms to ensure
complete and standardized documentation of the history and
physical exam. We focused on the physical examination com-
ponent of tools and noted several elements that were adapted
and used for our initial design: instructions on how to opti-
mally and completely describe various injuries, and use of a
body diagram including close-ups of the face and genitalia to
facilitate accurate injury location. The four-page tool (prelim-
inary draft) consisted of a cover page (instructions, a table of
common physical findings and important characteristics to
document, and questions about mechanism and timeline of

injury(ies) and who was present while history was reported)
and three pages of body diagrams/traumagrams on which the
health care provider may draw/provide details of findings (1.
front and back full body, 2. transverse full body, and 3.
multiple views of the head/face and neck (front, back, and
sides), view of mouth, and view of male and female genitalia).

Phase 1: Key Informant Interviews to Inform Tool
Development

We conducted key informant interviews via telephone with a
purposive sample of elder abuse experts across the United
States from multiple disciplines to inform development of
the tool. We attempted to recruit participants with a wide range
of medical and criminal justice experience and expertise, and
potential participants were selected from the National Center
on Elder Abuse (NCEA) coalition list. From June to Septem-
ber 2016, 15 elder abuse experts were identified and invited to
participate as key informants. Eleven agreed to participate: six
physicians (two geriatricians, three emergency medicine, one
forensic pathologist) and five criminal justice representatives
(two detectives, three prosecutors). The four individuals that
did not participate were excluded because they either had
changed jobs and new contact information was not available
(n = 3) or had scheduling availability incompatible with inter-
view facilitators (n = 1).
Interviews with each individual participant were conducted

telephonically and were facilitated by two members of the
researcher team: (1) a physician co-primary investigator (LM
or TR) and (2) a postdoctoral researcher (ACK). Interviews
were guided by a five-item semi-structured research protocol
(see Appendix A) that was developed by the study team and
tested for content and face validity by two geriatricians (LM and
DH) and an emergencymedicine physician (TR) with extensive
clinical and research experience in elder mistreatment. The
research protocol followed an inductive approach—seeing
how individual observations turn into patterns, then broader
themes—to elicit experts’ input on the content and format of
crucial items to include in a clinical tool to document physical
findings in older adult patients. Participants were not given the
questions prior to their interview. They were, however, elec-
tronically given a draft documentation tool at the end of the
interview and specifically asked to provide feedback on the tool
(final interview question). Participants received an informed
consent document prior to the interview, and verbal consent
was obtained at the beginning of each interview. Interviews
were audio-recorded and transcribed verbatim. Data saturation
was achieved after seven interviews. Four additional interviews
were conducted for thoroughness and equal representation
across the targeted medical and law enforcement fields.

Analysis

Transcripts from each of the 11 interviews were analyzed
using a grounded theory approach20, 21 to identify and code
themes that arose from the data. Three researchers (ACK, AN,
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and KC) open coded the transcripts by noting ideas and
relationships between concepts and categories and identified
initial themes. Next, working independently, they identified key
phrases and passages that expressed distinct themes—ideas, de-
scriptions, narratives, attitudes, beliefs, and values—and generat-
ed preliminary code lists.22 After the initial cycle of open cod-
ing,23 the authors held a consensus meeting and were able to
discuss, sort, and refine the coding scheme, collapsing codeswith
similar meanings into distinct codes and sub-codes. The authors
jointly reviewed the revised codes, and then all three indepen-
dently recoded the transcripts using these new codes. The re-
searchers then came together again to reconcile remaining coding
differences to achieve greater than 90% consensus.
Based on this analysis of the feedback obtained in the key

informant interviews, the study team revised the documenta-
tion tool during several team meetings and follow-up email
conversations. This new, second draft (preliminary
draft—revised) was used in the focus group study feasibility
assessment phase.

Phase 2: Focus Groups

Two focus groups were held in September–October 2016 at an
emergency medicine site in New York, NY, and a primary care
site in Los Angeles, CA. The focus groups took place during a
regularly-scheduled clinical team meeting at each site. Focus
groups were facilitated by study personnel (NY: ACK and TR;
CA: DH and ACK), verbal consent was obtained, and partic-
ipants filled out a brief demographic questionnaire at the
beginning of the focus group. Discussions were guided by a
three-item semi-structured research protocol that was devel-
oped by the study team and tested for content and face validity
by validity by a geriatrician geriatrician (LM) and an emer-
gency medicine (TR) physician on the study team who each
have extensive clinical and research experience in elder mis-
treatment. The research protocol followed an inductive ap-
proach to elicit clinicians’ input on the feasibility of incorpo-
rating the documentation tool into their regular clinical practice
for all older adult patients—regardless of whether elder abuse
is suspected or not—as well as suggestions to improve its
content and clarity. Participants were not given the questions
prior to their interview, but were each given a draft documen-
tation tool (preliminary draft—revised) to review during the
focus group and a brief demographics questionnaire. Both
focus groups were audio-recorded and transcribed verbatim.
Descriptive statistics were used to describe the sample of

focus group participants using SPSS version 22. The tran-
scripts were analyzed using grounded theory with the same
team members and an identical approach to that described
above for examination of key informant interviews. Based
on the results of these focus groups, the research team made
additional revisions and finalized the documentation tool dur-
ing several meetings and follow-up e-mail conversations.
Lastly, the final draft was vetted by focus group participants
at both the emergency medicine and and primary care sites.

RESULTS

Key Informant Interviews

From June to September 2016, 11 elder abuse experts from
across the United States participated in key informant inter-
views, each lasting between 21 and 57 min. Qualitative analysis
of interview transcripts led to identification of three broad,
independent themes with subthemes: (1) current documentation
practices, (2) the draft documentation guide, and (3) practical
challenges. All experts agreed that medical providers’ docu-
mentation of geriatric injuries is usually inadequate for purposes
of investigating alleged elder abuse/neglect and that developing
a tool would be valuable. They highlighted several elements
critical for forensic investigation that should be included: initial
appearance before treatment is initiated, complete head-to-toe
evaluation, documentation of all injuries (even minor ones), and
documentation of pertinent negatives. Respondents also vali-
dated the inclusion of elements in the original draft such as the
types of characteristics to document and the types of injuries.
Suggested additions included petechiae and pressure sores/
injuries as important and distinct types of injuries that should
be added to the tool. Several experts also noted the value of
photographs to supplement written documentation. Informants
identified practical challenges to utilizing a tool for providers,
including the burden of additional or parallel documentation in
a busy clinical setting and how to integrate it into existing
electronic medical records. Respondents from law enforcement
discussed the idea that the value the geriatric injury documen-
tation tool would add to a patient’s medical encounter and
record would far outweigh any time and administrative burden
it might impose. Further details of qualitative findings are
shown in Table 1.

Focus Groups

During the end of September–early October 2016, two focus
groups were held with emergency medicine (n = 10) and pri-
mary care (n = 8) providers in New York and Los Angeles,
respectively (demographic characteristics of participants are
shown in Table 2). Focus groups lasted between 37 and
45 min. Qualitative analysis of focus group transcripts led to
identification of four broad, independent themes with sub-
themes: (1) tool edits, (2) utility, (3) multidisciplinary collab-
oration, and (4) challenges with incorporation into usual prac-
tice. Participants in both groups liked the tool and suggested
several minor edits that pertained to formatting (e.g., item
order and fitting the tool onto one front-and-back sheet of
paper) and content (e.g., adding an item about whether alcohol
or illicit drugs were involved). The body diagrams were per-
ceived as especially helpful, and participants appreciated their
inclusion. All agreed that the tool would potentially be useful
to increase providers’ completeness, detail, and accuracy in
written documentation. Participants reported that, after discus-
sion of the tool, they planned to review and change their own
documentation practices. In both groups, there were robust
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discussions about incorporating the documentation tool into
electronic medical records (EMRs). Several participants em-
phasized that this was critical, as it was the ideal format for
integrating the tool into routine practice. Participants reported
concern about the time involved in using the documentation
tool for all older adult patients due to high patient volume,

high number of physical findings on older adult patients, and
uncertainty over injury versus non-injury physical findings.
They acknowledged that some of these challenges could be
mediated by including the documentation tool in the EMR.
Opinions were mixed about whether other disciplines, such as
nursing and social work, should be tasked with completing the

Table 1 Perceptions of Documenting Physical Findings on Older Adult Patients

Theme Participant
no.

Quote Expertise

1. Current documentation practices
107 BI will say in general I think, there has been a sort of gradual decay in the quality of physician

documentation which is probably related to copying and pasting and templating with electronic
medical records and my impression is physical exams [chart section] are worse and worse and
worse.^

Emergency medicine
physician

110 BI want to know: Do these medical findings jibe with what he’s [perpetrator] saying and if
everything is not documented, then I am not going to know.^

Prosecutor

106 BI think as a whole profession, physicians, I think we do a really bad job with any sort of
specificity with our physical exam in terms of skin and soft tissue injuries like this. So, I think
that we probably just do not add enough detail in general.^

Geriatrician

2. The documentation guide
Subtheme 1. Key additions/missing content: physical exam

110 BI think that it’s also important to document any other smaller injuries. A lot of times what I find
in medical records is they’ll document the bigger injuries, the ones that need to be treated…and
we have found over history–whether it’s elder abuse or not elder abuse–are not documented, but
those injuries can make the difference between something looking like a fall or an accident
versus multiple hits or grabbings.^

Prosecutor

102 BWell, I think the physical findings start at the time that the ED doors open or the first time that
maybe they are seeing their general practitioner.^

Detective

Subtheme 2. Key additions/missing content: context characteristics
103 B…and then not just sort of noting that there is pain but describing exactly how it’s evident to

the physician that they are [patient] in pain….What we are proving in these cases almost always
is what would have been evident to a lay person, caregiver.^

Prosecutor

107 B…If I think more broadly, it’s like evidence of a wound infection–or you know, an infection–
that is clearly limb or life threatening and…for which the time course cannot possibly have been
within the last one to two hours…I think where it’s like clearly...the presentation suggests that
there has been more than 24-hour delay in care...it’s important relevant information to
document.^

Emergency medicine
physician

102 BI wish that there was more in the cognitive screening area of things because we are seeing that
along with the physical abuse. But we are also seeing the neglect in the area where people are
declining cognitively, which also makes them vulnerable. Also if they are declining cognitively
they also may be more work for somebody, they may be becoming combative, and they may
require a higher level of care...^

Detective

Subtheme 3. Photographic documentation
101 B…The more important things is that something is documented and photographed…people

should not get intimidated about picking the right word [abrasion vs. laceration vs. skin tear].
The important thing is that it’s documented.^

Forensic scientist

109 B…I’d rather see a picture and then try to describe it.^ Prosecutor
3. Practical challenges
Subtheme 1. Physician-level challenges

106 BI think there’s always going to be that tendency for people rushing and probably not
documenting and you know, I am sure I am guilty of this too, and not being as precise as you
would want.^

Geriatrician

107 B…Physicians were taught when you write a physical exam, we say ‘crackles in bilateral lung
bases.’ We do not say, ‘crackles in bilateral lung bases suggest pulmonary edema,’ we just
describe them and then in another section of the note–let us say in the assessment and plan–we
might say, ‘physical exam suggests pulmonary edema.’ So I wonder to what extent you want
people physicians' to interpret their findings...this sort of runs up a little bit against the culture of
medicine and how people describe findings...but if we use child abuse as a paradigm, we
unequivocally ask physicians to do that kind of interpretation or at least to begin that type of
interpretation as part of their evaluation.^

Emergency medicine
physician

Subtheme 2. System-level challenges
111 B[in regards to using photography in relation to the EMR] we are not using it in the emergency

department. We do have medical photography so that if somebody comes in with let us say
decubiti…medical photography will always come and photograph that to document...they are
more like Monday to Friday...I do not believe this photography is included in the medical
record. To be honest, I have not seen, since switching our electronic medical record, I have not
seen any photos that are part of a record.^

Emergency medicine
physician

105 BOur emergency department and health system uses the EPIC electronic coding system and that
has a system already where you can download an app on any smartphone that securely connects
you to the Epic chart and it [photos] will go right into the patient’s chart...I would say that the
majority of people either have that capability or there is someone on shift with them and they are
like, ‘Can I borrow your phone’...^

Emergency medicine
physician
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documentation tool as a way to reduce burden on the physician
and save time. Additionally, focus group participants
discussed the potential value of photography to supplement a
written note; however, some acknowledged the methodologi-
cal considerations and privacy challenges clinicians currently
face. Further details of qualitative findings are shown in
Table 3.

DISCUSSION

This study aimed to use insights from experts and frontline
clinicians to inform the development of a tool to assist clini-
cians in appropriately and completely documenting physical
findings in all injured older adults for potential future forensic
investigation of abuse or neglect as well as the feasibility of
implementing such a tool. To our knowledge, no other such
tools exist, and, in designing this tool, our study is the first to
explore expert perspectives on clinical documentation of phys-
ical injuries and wounds in older adult patients. The final
version of the tool is available as Appendix B.We have named
it Geri-IDT (Geriatric Injury Documentation Tool).
Our findings confirm the inadequacy of current clinical

documentation for older adult patients for forensic purposes
and the potential utility of a tool to guide and standardize it.
Experts have identified critical elements to include and, in

accordance with previous research,24 highlighted the value
of photography.11 Not surprisingly, elements highlighted by
our proposed tool are also found in existing, standardized tools
for documenting child abuse and intimate partner violence that
are already widely used in medical settings across the United
States. Critical elements reported by our participants and
found in existing documentation forms for child abuse and
intimate partner violence include gathering history of the
assault/injury/physical finding from both the victim and fam-
ily separately, focus on the mechanism of injury, detailed
description of exam findings, and use of a body diagram to
depict findings as well as a recommendation to take photo-
graphs when possible.11

Participants also suggested several elements for the draft
tool that were not included in the final version. These elements
included documentation of the patient’s level of cognition
during the medical encounter, patient’s emotional status, and
purposeful documentation (i.e., physician editorialization in
the EMR written note). Each of these suggestions was not
included in the final Geri-IDT because they fall beyond the
scope of the tool which focuses on physical injuries. However,
these elements are very important details that may be better
suited to be documented in the Assessment and Plan section of
the EMR as opposed to the Physical Examwhere the Geri-IDT
would likely reside. Current practice for documenting all types
of unequivocally suspected abuse cases (child, intimate part-
ner, and elder) already finds physicians editorializing in the
Assessment and Plan25 in addition to filing a formal report.
Therefore, it may be beneficial to provide additional training
for clinicians to be mindful about presentations, injuries, and
patterns25 so that they may expound on documented findings
from the physical exam in the Assessment and Plan when
applicable. The potential value of improved geriatric injury
documentation is enhanced by emerging research suggesting
that important clinical differences may exist between abuse-
related injuries and those that occur unintentionally.26–31

Therefore, good documentation for geriatric injuries may not
only impact whether justice and protection can be achieved for
a victimized older adult, but it can also enhance medical care
and help to protect caregivers from unfounded suspicion.
Further research is warranted in this area; however, in the field
of geriatric medicine where patients often have physical find-
ings on their skin (i.e., bruising and discoloration related to
medications), it seems more important to err on the side of
documenting everything rather than nothing. A comprehen-
sive document such as the Geri-IDT can serve as a model for
appropriate documentation for physical injuries in older adult
patients and highlight the value of standardizing how findings
are documented for all patients. Further testing of the Geri-
IDT is needed to examine its impact on care quality and
improved documentation. The idea that photography can bring
added value to clinical documentation of physical findings in
older adult patients was also discussed as it relates to
supplementing written documentation. However, previous re-
search has identified several challenges with medical

Table 2 Focus Group Participant Characteristics (n = 18)

Emergency
department

Primary
care

Overall

n = 10 n = 8 n = 18

Frequency (%)

Gender
Male 6 (60.0) 1 (12.5) 7 (38.9)
Female 4 (40.0) 7 (87.5) 11

(61.0)
Ethnicity
Hispanic or Latino 0 (0.0) 1 (12.5) 1 (5.6)
Non-Hispanic or

Latino
10 (100.0) 7 (87.5) 17

(94.4)
Race
Native American/

Alaskan Native
0 (0.0) 0 (0.0) 0 (0.0)

Asian 3 (30.0) 0 (0.0) 3 (16.7)
Black or African

American
0 (0.0) 0 (0.0) 0 (0.0)

Native Hawaiian or
other Pacific Islander

0 (0.0) 1 (12.5) 1 (5.6)

White 7 (70.0) 6 (75.0) 13
(72.2)

Other 0 (0.0) 1 (12.5)† 1 (5.6)
Age group
39 years or younger 3 (30.0) 3 (37.5) 6 (33.3)
40–49 years 3 (30.0) 3 (37.5) 6 (33.3)
50–59 years 2 (20.0) 2 (25.0) 4 (22.2)
60 years or older 2 (20.0) 0 (0.0) 2 (11.1)

Role
Physician (MD) 9 (90.0) 6 (75.0) 15

(83.3)
Physician assistant

(PA)
1 (10.0) 2 (25.0) 3 (16.7)

†Participant self-reported as BBlack and White^
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Table 3 Perceptions of the Geriatric Injury Documentation Tool (Geri-IDT)

Theme/
subtheme

Participant
no.

Quote Setting

1. Tool edits 105 BI would have it all on one page [front and back[^ PC
203 BThis ‘presence of tenderness’: so I think while all this other stuff here is good, I would like to put that

one on top …. The things we are less likely to do as clinicians should probably go higher on the list.^
ED

207 B…I do not see any questions in terms of documentation about the use of alcohol or substances…This
is very important.^

ED

2. Utility 102 BI think it’s nice in that it kind of prompts you to be thorough and not miss things and then allow you
to, like, easily document, you know, the nature of it, and…to track it over time. Even if it’s a new
patient, it kind of forces you to think about this stuff that maybe you would have missed otherwise. So
to me it’s kind of a nice guide.^

PC

201 BI think this is definitely something I would use. I think the, having the diagrams is really helpful
because I think part of our… challenge is always accurately and succinctly enough describing the
location of the injury and exactly where it is, and also potentially, how it looks especially if...it does not
follow an exactly spherical pattern or whatnot. So I think this is really helpful in terms of having the
free writing and the free drawing capabilities.^

ED

2a. Electronic health records
106 B…An electronic version [of the tool] with a dropdown option for marking would be the quickest

way…I think it’s great for what we want to document.^
PC

204 BSo I think that if this assimilated into our practice, it would need to be in the electronic record and
something that we could import into the physical exam.^

ED

2b. Photography
103 BIf we had a camera attached to the electronic health record and you just…took a picture, and then it

came right in there [electronic health record] and you could type, ‘This is a four by three centimeter…’
and like it could all just be incorporated, I would use that.^

PC

210 B…I mean we can talk about smart pens and drawings but a picture is worth, you know, a thousand
words…We may show five different people a picture and they are going to describe it differently. But if
I showed five different people a rash, they still would describe it differently, even if they saw it in
person. You know?^

ED

2c. Quality improvement
208 BIf the purpose is to capture as much details about as many patients as possible, it’s going to be very,

very helpful. If the objective is to make sure you do not miss anybody and that everyone is
documenting exactly the same fashion, it’s going to present several problems; depending on how busy
the emergency department is...I think the details, the characteristics to document are so detailed that if
you can capture all of these things when they are relevant, that would be great...It’s better than freestyle
because freestyle is they document whatever the hell comes into their head, which is never going to be
the same. And I think the success of this will depend on how few injuries there are.^

ED

211 BOne of the things that I think is so nice about this [documentation tool], and perhaps I am being
particularly retrograde today, but I think there’s a lost art in description when you document and when
you even present. And I think that I see it, you know, in the residents...But I find that a lot of people do
not do a thorough job of documenting what it is that they see and what’s frankly important, both in
terms of, you know, information passing and what really represents an elegant note both from a medical
legal standpoint and, you know, and just from a quality standpoint. So anything that can improve that...^

ED

3. Multidisciplinary collaboration
3a. Time

103 BI think the real, very practical challenge with primary care is, you, know, we got to just take care of
what we can in the time that we have.^

PC

209 BI think a multidisciplinary form would work as well because nursing’s often doing this–the cupid eye–
they‘re doing a lot of things that I may not be addressing because, you know, of other things I am doing.
So making this not maybe a physician component but a multidisciplinary form where findings can be
reported by anybody.^

ED

3b. Feasibility
102 and 105 B…Would it be helpful or could we even do this…where the documentation tool could be used by the

nurse that sees your patient first?^
BYeah, that’s what I was thinking. I would also wonder what the patient would feel like having someone
examine their skin before they have seen their doctor...I just feel the nurses would be very
uncomfortable doing that as a routine thing that’s part of...because you would have to take off clothing
in order to do [so], if you really wanted to find something.^

PC

208 BI think a dedicated practitioner, and it could be an NP, a PA, a nurse, physician, but probably not a
physician, who evaluates every patient and does not have to be–I mean, that may not be about elderly
people you believe…who were traumatized but every trauma patient that comes in, young, old. Solid
consistency and that’s their sole focus and their sole job, I think the documentation will be much, much
better...like the Victim Intervention group.^

ED

4. Incorporation into usual practice
4a. Challenges

104 BI would say, honestly, I see things on older patients that I have no idea if it’s an injury or not because
they have such, you know, they’ll often have things on their arms. And I try to, you know, look for
patterns but…there’s often a lot [of physical findings].^

PC

208 B…So if someone who has a couple injuries: yeah, I’ll take the time and do everything that’s there, to
list every item. If they have more than two or three, you are going to lose the details of the individual
lesions that are there… anything that you can do to enhance the ease, whether it’s a scribe, whether it’s a
really well-designed EHR that then has to be compatible with all the EHRs that other hospitals are
using...The information is critical, obviously. But how to do it without keeping the other 30 thousand
patients in the waiting room waiting longer...^

ED

4b. Timing/workflow

(continued on next page)
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photography, particularly when using personal mobile devices
such as smart phones and tablets, including privacy con-
cerns,32, 33 safe storage,32, 34, 35 and photo quality (e.g.,
methods for taking photos, location clearly depicted, size/
scale clearly portrayed).9, 35 Although research in this area is
currently bourgeoning, much of this work has focused on the
use of personal mobile devices for telemedicine (triage, con-
sultation, and diagnosis)36–38 and remote wound monitor-
ing.39, 40 Less work is focused on using photography to
increase accuracy and detail of documentation of physical
findings, though this has been recognized in the field of
dermatology.41 Continued work in this area will be valuable
to inform how photography using mobile devices can be
effectively incorporated into medical encounters and contrib-
ute to improved medical documentation.
Participants also highlighted several practical challenges for

clinicians incorporating a paper-based documentation tool into
existing workflow in busy clinical settings including time
pressures and additional or parallel documentation. A potential
solution is to integrate the tool into the EMRs that are being
used by an increasing number of health care providers. This
would make it easier for providers to document information
recommended by the tool, and prompt them to add anything
that was missed. Additionally, many EMRs now include elec-
tronic versions of body diagrams that may be easily used to
improve detail and accuracy for physical findings. Thus, in-
corporating this tool into EMRs is an important future step to
ensure its use for all older adult patients. Though challenging
given the diversity of existing EMRs,42 a reasonable approach
would focus initially on those with the largest penetration.
Additional testing would be necessary, of course, to optimize
the Geri-IDT format for integration into various EMRs.
Next steps in Geri-IDT development involve pilot testing

the paper documentation tool in primary care and emergency
medicine settings and measuring key factors related to the
tool’s implementation, usability, acceptability, and impact on
medical documentation as well as exploring potential integra-
tion into EMRs.

Limitations

This qualitative study has several limitations. We relied on a
small purposive sample of experts working in the area of elder
mistreatment, and although a great effort was made to recruit

participants from across the country, results may not be gener-
alizable beyond our sample. In this study, we approached poor
physician documentation as a medical-legal issue and only
included professional from these fields. However, not including
the perspectives of social workers, geropsychologists, and adult
protective service (APS) workers, among others, may limit
study findings. Additionally, purposive recruitment of eligible
subjects may have resulted in a study sample that could have
been positively biased toward the importance of developing a
clinical tool to document physical findings in older adult pa-
tients. While we recognize that a positive bias for documenta-
tion, even in the absence of suspected abuse, may introduce
various burdens on clinicians, we believe that the time required
to complete the Geri-IDT is time well spent. In the field of elder
mistreatment where the link between injury and abuse often
takes weeks, months, or even years to identify, complete doc-
umentation and a paper trail are invaluable.

Practice Implications

Using child abuse and intimate partner violence as a paradigm,
creating and implementing a tool to document physical find-
ings in older adult patients has the potential to improve clinical
documentation and medical care for this patient population.
Additionally, utilizing a simple tool for documentation will be
helpful in any circumstance, whether related to abuse or not.
Good documentation is as important for avoiding unwarranted
accusations as it is for identification of suspected abuse. In a
field that has been plagued by poor and inadequate documen-
tation, any additional burden and time commitment associated
with incorporating the Geri-ITD into medical encounters with
older adult patients may be outweighed by the potential value
it brings. We have developed the Geri-IDT using a literature
review and a rigorous two-phase qualitative approach. We are
currently working to test its acceptance and impact and to
consider how to optimally incorporate it into EMRs.
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Table 3. (continued)

Theme/
subtheme

Participant
no.

Quote Setting

103 BBut I think if you make it like, ‘This is just how we are documenting on any patient who comes in…
with a skin finding or something,’ and there’s a form we can pop open [in the EHR] and document it
and then pop it back down and it is part of our charting for what we are doing for any patient who
comes in, then I think it works into the workflow.^

PC

106 [What would be the likelihood of using the tool to document any physical finding on your older adult
patients?] BVery good on the first three patients of the day, and then almost nil after that.^

PC

PC primary care, ED emergency department
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This study was presented as a poster at the American Geriatrics
Society (AGS) annual meeting in San Antonio, TX, in May 2017.
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