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The overall trend in the rate of ED visits for the 65- to 74-year-
old group showed a 34% increase in visit rate per. population
throughout the study period Robar

etal. Ann Emerg Med
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C)I-hr Adults in the Emergency Departinent
A Systematic Review ol Patterns of Use, Adverse

Ouicomes, and Electiveness of Interventions

AMore likely to arrive by ambulance (35-40% vs. 10-12%)

AHigher proportion of emergent/urgent visits

AUse more diagnostic and staff resources

ALonger ED stay

AHigher admission rate (30-50%; 2.5-4.6 fold more than younger people)

AMore likely to require an ICU bed
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Older Adults in the Emergency Departinent: TRAUMA

A Svstematic Review ol Patterns of Use. Adverse
Outcomes, and Eflectivencss of Interventions Visits for trauma were 34.5% of all of the visits

AMore likely to arrive by ambulance (35-40% vs. 10-12%)

AHigher proportion of emergent/urgent visits Elderly
AUse more diagnostic and staff resources p<0.0001

ALonger ED stay

AHigher admission rate (30-50%; 2.5-4.6 fold more than younger people)

AMore likely to require an ICU bed

AMore often present problems of medical nature

AHigher rate of adverse outcomes (i.e. ED return, functional decline,

hospitalization, death) during the 3-6 months after. an ED index visit

ATheir ED diagnoses tend to be less accurate Elderly trauma patients are more often admitted (13

Aminzadeh F, D
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TOP TEN OF CHIEF COMPLAINTS

TraumaEnclosed Trauma Excluded

Young adults Elderly Young adults, Elderly

Lower limbs trauma 589 (13.3) Dyspnea134 (9.6) Abdominal pain 296 (6.7) Dyspnea 134 (9.6)

Upper limbs trauma 405 (9.1) | Lower limbs trauma 127 (9.1) Fever 202 (4.6) Abdominal pain 125 (9) Ann Emerg

Abdominal pain 296 (6.7) Abdominal pain 125 (9) Lower fimbs pain 135 (3) Chest pain 64 (4.6)

Column trauma 261 (5.9) Chest pain 64 (4.6) Chestpain 135 (3) Palpitations 62 (4.5)

Fever 202 (4.6) Palpitations 62 (4.5) Skin problems 129 (2.9) Lower limbs pain 55 (4) M Epdiagnosis

Lower limbs pain 135 (3) Upperlimbs trauma 56 (4) | Foreign body (eye) 127 (2.9) Weakness 50 (3.6) Finalldiagnosis

Chest pain 135 (3) Lower limbs pain 55 (4) Headache 113 (2.5) Syncope 40 (2.9)

Skin problems 129 (2.9) Weakness 50 (3.6) Eye pain 96 (2.2) Fever31 (2.2)

Foreign body (eye) 127 (2.9) Syncope 40 (2.9) Backpain 92 (2.1) Headache 31 (2.2)

Headache 113 (2.5) Column trauma 35 (2.5) Dyspneas? (2) Paresthesias 27 (1.9) . S
Ann Emer

Salvi F et al. (submitted)
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i . ) i AOnly 40% of elderly persons follow the rule fi-:on e
AThe elderly in the ED is a diagnostic _ . A
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Diseasepresentations in the elderly: i Acute myocardialinfarction without chest pain

A Classic 5 i Hyperthyroidism crisis without tachycardia, weight loss, etc.
A Silent ~| e (but with atrial fibrillation)

A Pseudosilent e i Acute infections (sepsis) without leucocytes raise or, fever.

A Atypical X i Weakness as chief.complaint for heart failure or pneumonia
i Weakness/fatigue G
i Functional decline !
i Falls/immobilization - = | fogs
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PNEUMONTIA ATYPICAL PRESENTATIONS

APresentation without fever (absent in 20-39% of fiwell Elderlyo
the cases), cough or dyspnea; leucocytes raise is % with atypical present.  25% 59%
absent in near 30% of the cases Presentation

APatients report weakness or other aspecific Delirium 61%
symptoms (related to overlapping chronic diseases) Falls 9%

AConfusion (delirium), reduced alert Immobility 6%
AFunctional decline Functional Decline 19%

AAnorexia, nausea and vomit are instead frequents Other 5%

Jarrett et al. Arch Int Med 1




DELIRIUM: ETIOLOGY
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The elderly in the emergency department: a critical review of problems
and solutions s ey Rl (11 T E 54
AThe elderly in the ED is a diagnostic
challenge
d Atypical presentations
0 Delirium
APolypharmacy
0 Adverse Drug Reactions (ADR)
0 Inappropriate prescriptions
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DELIRIUM: A GERIATRIC APPROACH

AAnamnesis ( ) and physical exam
(looking for acute urinary retention A bladder scan and/or

A digital rectal exploration); look for (non-
verbal communication; analgesia ex-adiuvantibus)

AEKG (blood gas if oxygen saturation is <92%)
AUrinary stick and glucometer test

AlLabs (Hb-WBC, glycemia, creatinine, electrolytes, AST/ALT,
albumin, but including cardiac enzymes, N-terminal proBNP and,
when indicated, FDP)

ARX (chest or abdomen) if indicated

ABrain CT-scan only in the presence of neurological symptoms
or findings (strength deficits)

POLYPHARMACY

AOlder adults are responsible for 25% of all prescriptions,
taking 3-6 drugs daily, on average (only 15% of them d o
take any)

AThey are able to correctly remember only 3 out of 4; fewer
than half of them (42%) are able to remember all drugs they
are taking, as well as dosage, administrations per day and
indication

An 12-16% of the cases they also have problems in

understanding prescriptions (especially if new and multiple)

Chung MK; Bartfield JM. Ann Emerg M

ADR & INAPPROPRIATE
PRESCRIPTIONS

A ADR represent 10-16% of the ED visits of elderly patients, but the
diagnosis is correctly done of the cases!

Hoh! CM et al. Emerg/Med 2005




MORE FREQUENTLY INVOLVED DRUGS

Drugs classes more frequently involved are:
- NSAIDs / Anticoagulants - Antibiotics
- Hypoglycemics (oral or. insulin) - Diuretics
- b-blockers & CCB -BDZ, a-H1
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The elderly in the emergency department: ocrmulmindpnllmn
and solutions s ey Al (5T ]

AThe elderly in the ED is a diagnostic
challenge

0 Atypical presentations

0 Delirium
APolypharmacy

d ADR

d Inappropriate prescriptions
Acognitive assessment
AFunctional assessment
AQuality of care (ageism)

QUALITY OF CARE

b-blockers
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ADR & POTENTTIALLY
INAPPROPRIATE MEDICATIONS

AADR represent 10-16% of the ED visits of elderly patients, but the
diagnosis is correctly done of the cases

A31% of the elderly ED patients have at least one potentially inappropriate
medication (PIM) following the ; 50% of those with an ADR
have also a second, not-related PIM

A13% of the elderly patients has one PIM in the ED; among them, 20% has
more than one; the risk of receiving a PIM correlates with the number of
administered/prescribed medications in the ED
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COGNITIVE & FUNCTIONAL
ASSESSMENT

Cognitive impairment is present in of elderly ED patients

(especially if over, 80 years-old and/or institutionalized), but i t récognized
only in of the cases with implication in clinical data collection
(undertriage, delay in diagnosis/therapy) and understanding of discharge
indications (ADRs, reduced compliance, caregiver presence/reliability)

Functional status is almost ignored in the ED (75% of the cases), despite:
i | of elderly ED patients are disabled in at least one IADL or BADL
i only 22% are independent
i 74% of them affirm that acute illness-related functional decline was
determinant in their decision to present to the ED

Rodriguez:

ED ENVIRONMENT

A Uncomfortable for older persons
A High volume, high stress

A Anxious, worried patients

A Little privacy

A Limited ED provider time

A Beds, lighting, noise

A Modifications can make a difference
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COMMENTARIES
A New Madel for Emergency Care ol
Geratric Patients Adams JG, Gerson L

A hybridized ED and observation unit might optimize
care for complex but stable older people in the midst of
prolonged diagnostic works

COMMENTARIES

A New Madel for Emergency Care ol
Genatric Patients Adams JG, Gerson L\

A hybridized ED and observation unit might optimize
care for complex but stable older people in the midst of
prolonged diagnostic works

I'he Genarnce Emergency Department

Ul Havng, MI3, MPH,* " podd R, St Masrrisom, M7
J Am Geriatr
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THE IDEAL GERIATRIC ED

1. Geriatric education and experience of the ED staff in
dealing with and management of elderly patients

2. Knowledge of the patient (primary physician contact,
transfer form, electronic database) helps to save time
and have reliable information (e.g. diseases, prescription
medications, recent x-ray or. lab examinations, allergies)

3. Team management following CGA protocols
4. Possibility to observe the patient (Observation Unit)

5. Adequate environment

The Use and Effectiveness of an Emergency
Department Observation Unit for Elderly Patients

A22,530 elderly patients admitted to ObsU after initial ED
evaluation where discharge was not immediately possible but
highly probable (70%) within 24h

AThe ObsU was for 30 clinical problems, defining
inclusion/exclusion criteria, interventions (lab, x-ray, monitoring,
etc.), outcomes and discharge criteria

AA dedicated physician during each shift; reassessment every 6h;
disposition within 18h; dedicated chart (staff have neither. specific
geriatric training, nor help by a Geriatric Consult Team)

AMean length of stay: 15.9h (young 14.5)

A26% were admitted after ObsU stay (young 18.5%)

A74% discharged at home

A20% ED returns at 30 days (young 10.6%); half of them return for

first-visit not-related problems

)ssIMA et al. Ann Emerg Med 2
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ABBREVIATED CGA SIX-ITEM SCREENER

I would like to ask you some questions that ask you to use your memory.
A | am going to name 3 objects.
Charlson Index Please wait until | say all 3 words and then repeat them.

. 5 Remember what they are because | am going to ask you to name them again in
ASix Items Screener (SlS) a few minutes.

” o Please repeat these words for me: APPLE (GRASS), TABLE (PAPER), PENNY

i 1 minute (SHOE).

i SE 94% (PPV 68%) Interviewer may repeat names 3 times if necessary, but repetition is not scored.

T SP 85% (NPV 98%) Did patient correctly repeat all 3 words? Yes No
. What year is this?
AConfusion Assessment Method (CAM) What month is this?
) . What is the day of the week?
A2/3-question depression test What are the 3 objects | asked to remember?
) ) Apple/Grass
ABADL and IADL (but also sight and hearing) Table/Paper
) ) Penny/Shoe
ASocial assessment (caregiver) Total score:

1an CM et al. Med Care 2002
tal. Ann Emerg M

DEPRESSION SCREENING An intervention to encourage ambulance

paramedics to bring patients’ own medications
to the ED: Impact on medications brought in
. During the past month, have you often been bothered by feeling down, a”d pfe)(flbll\g errors
depressed, or hopeless?
. During the past month, have you often been bothered by little interest
or pleasure in doing things?

Do you often feel sad or depressed?
Do you often feel helpless?
Do you often feel downhearted and blue?

PAOM ot brougM n PON trewght nt
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Fabacher D . Emerg Med Austral 2010
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mpairment (i.e. confusion,
dia ementia or

villing or able

rs or history of

nights during the-
in the ED)?

4)In general, d

TOTAL

Mion LC et al. J.




Prognostic Stratification of Older Persons Based on
Simple Administrative Data: Development and Validation
of the “Silver Code,” To Be Used in Emergency
Depannment Triage

Di Bari M et al. J Gerontol A 2010;

ROC CURVE

ISAR 6 2
j SE 94%
| | SP 63%

AUC 0.92 (IC95% 0.88-0.96)

o ISAR O 3
SE 79%
SP 93%

Salvi F et al. J Nutr Health Aging (in press)
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Predictive validity of the Identification of Seniors
At Risk (ISAR) screening tool in elderly patients
presenting to two Ralian Emergency Departments

OR (95%CI)
Early ED return (within 30 d

EDrevisit (within 6 months

Frequent ED r

ISAR 2+
HR 6.9 (95%Cl 1.65-29; p=0.008)

Admission within 6 months
Functional decline (1 ADL)

Composite outcome [1]

Composite outcome [2]

Covariates: age, living stat d *actual postdischarge time

Salvi F et al. Aging Clin Exp/Res 2

A Bried climical instrament 10 clasalfy frality In alderly peaple
St S, Soson bt He Shankighd o UsSumd Bugian Wbt Dot § Mg
0) Independent in basic activities of daily living (ADL),
Continent of bowel and bladder,
Not cognitively impaired.
1) Above + Bladder incontinence only.
2) One (two if incontinent) or more of:
needing assistance with mobility or ADL,
cognitive impairment,
bowel or bladder incontinence.
3) Two (three if incontinent) or more of:
totally dependent for. transfers or one or more ADL,
incontinent of bowel and bladder,

diagnosis of dementia.
etal. Lancet 1€

THE HADASSAH-HEBREW GED

(Mt Scopus, Jerusalem, Israel)

AOpened in 1995 to address unique needs of elders
admitted to ED
AFormed as part of Hadassah-Hebrew Mt Scopus ED and
Departments of Rehabilitation & Geriatrics
AOperates 24/7
AAIl 70 years and older are admitted directly
Astaff includes:
i Resident in Geriatrics
i Attending Geriatrician
i Geriatric Nurse
I Social Worker
I Consultants (all specialties available in the hospital)
i Physical therapists, Occupational therapists as needed

1.2.2011
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THE HADASSAH-HEBREW GED DEPT. OF REHABILITATION & GERIATRICS

(Mt Scopus, Jerusalem, Israel) _
Ambulatory Services Hadassah Hospitals

ARoutine Assessment includes: :
Prevention
I History and Physical Examination
I Functional Assessment (ADL, IADL)

I Cognitive Assessment (MMSE)

Acute

I Fall-risk Assessment

i Depression Assessment (GDS) b n N\~ e 2 Subacute
I Nutritional Assessment (MNA)

I Social Assessment ospit? s Chronic

CARE AFTER GED DISCHARGE ACTIVITY DATA

Home
Hospitalization i nirate

Discharge
{e]
Community.

2001

sy.of Dr. J Stessman & Dr. Y Maaravi courtesy of Dr. J Stessman & Dr. Y Maarav

OUTLINE CHRONOLOGY

GERIATRIC EMERGENCY DEPARTMENT : the Geriatric Medical Acceptation opened

as the first/unique example in Italy of ED-like hospital ward
A Why dedicated to elderly patients (G865 years-old) with acute illness or
A How chronic disease relapse and complication, excluding trauma

Implementation (October 1998): 24h medical coverage; the GED
became an important healthcare resource for elderly people and
a valid support for the main local ED (Academic Hospital) and
Emergency Medical System (118)

Further implementation (April 2002): the adjacent Acute Geriatric
. ward was merged with the Geriatric ED to realize a clinical
A What evidence pathway from acute to sub-acute care

A What alternatives




THE INRCA GERIATRIC ED
(ANCONA, ITALY)

Waiting Room

(arriving patients)

Waiting Room

(visited/triaged patients)

Murges'e s O
Waerking Room
Observation Unit
(six beds; max LOS 48h)

Physiciang’ | a
Woirking Room

WAITING ROOM
(visited patients)

natural light

Reclining chairs

OBSERVATION UNIT

curtains

natural light

TRIAGE BOX & WAITING ROOM

SURGERIES

THE INRCA GERIATRIC ED
(ANCONA, ITALY)

: 9 geriatricians (3 in the morning, 2-3 in the afternoon, and 1 on
the night shift); 20 nurses with geriatric education and experience;
physical therapist and social worker as needed

: CGA-oriented through screening tools for frailty (ISAR+)
and geriatric syndromes (cognitive and functional assessment); specific
protocols for medical problems (dyspnea, chest pain, gastro-intestinal
bleeding, pulmonary embolus, dehydration, etc.)

Equipment: blood gas analyzer, noninvasive/invasive ventilators, bed
monitoring, defibrillator, dedicated lab machine, priority access to
radiology, reanimation support

Lir post-acute long-term care unit, ICU (cardiology), stroke unit;
phone contact with primary physicians or local long-term facilities

1.2.2011
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ACTIVITY DATA

(January 1st, 2009 8 December 31st, 2010)

Triage

bsm

67.8% ——10.5%

<50 5065 6570 71-80 81-90 91-100 >100

MEAN AGE = 76.5 years

THE BEST IN REGIONAL HEALTH CARE
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THE BEST IN REGIONAL HEALTH CARE
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1.2.2011
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HADASSAH GERIATRIC ED SATISFACTION

A 2 Groups Compared:
100 Geriatric ED admissions (Mt Scopus)
100 General ED admissions (Ein Kerem)

A 70 years and older | _ mGeriaticED
General ED

A Prospective follow-up (6 months) for:

1 Satisfaction with ED care
i Independence

1 Readmission

READMISSION FUNCTIONAL STATUS

M Geriatric ED ... | M Geriatric ED
General ED - General ED

ReAdmission No ReAdmission

fDr. J Stessman & Dr. Y Maaravi C f Dr. J Stess & Dr. Y. Maarav.

DESIGN OF THE STUDY

A Genarric Emergeney Service for Acutely 111 Elderly Patients: Aobservational prospective clinical study
Pattern of Use and Comparsen with a Conventional Emergency

A200 elderly patients presenting to the two urban EDs in Ancona
Department i fraly

. T (100000 inhabitants, 23.7% over65): 100 patients enrolled in a
conventional ED (CED) and 100 patients in the Geriatric ED

AThe only inclusion criterion: age O65 years

AExclusion criteria: critically ill, severe cognitive impairment and no
proxy, trauma as presenting complaint, previously enrolled

AData collection: age, sex, marital and living status, arrival, triage,
diagnosis, disposition, length of ED stay.

ABrief CGA: Charlson Index, SPMSQ, K a t AD

APhone follow-up at 30 days and 6 months
J/Am Geriatr.So

12
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OUTCOMES CLINICAL FEATURES

AEarly (within 30 days) and late (within 6 months) Characteristics 'f';a,?(fo? (nii[))o) (n(iEODO)

unscheduled ED revisit
AFrequent ED return (C8 over 6 months)

Age (years) 80.3+7.4
65-74 47(23.5)
75-84 96 (48)

AHospital admission (within 6 months) 85+ 57 (28.5)
A6-month functional decline (defined as loss of Gl ADL) Sex (FIM) 115/85 4 0.004

A6-month mortality Triage
1(0.5)

Urgent 51 (25.5)
. o 136 (68)
Composite outcome (within 6 months) - 12.(6)

ADeath, functional decline, any ED revisit or hospital Disposition
: : Discharge 84 (42)
admission Admission 116 (58)

CLINICAL FEATURES LENGTH OF ED STAY

. Mean SD
Characteristics orn (%)
Living situation

Alone 26 (13)

Independent relative 131 (65.5)

Disabled relative 8 (4)

Paid caregiver 26(13)
Institution 9 (4.5)
Charlson Index 3.4+2
74 (37)

126 (63)
39+4

137 (68.5)

63 (31.5)

38+23

123 (61.5)

77 (38.5)

OUTCOMES 6-MONTH MORTALITY

OR (95%Cl)

Early ED return (within 30 days) 1.06 (0.5-2.3)
ED revisit (within 6 months) 0.66 (0.3-1.4) L 3 CED
Frequent ED r et uill(0@43.1) HR 0.47 (35%IC 0.22-0.99)

Admission within 6 months 0.63 (0.3-1.3)

Functional decline (1 ADL) 0.65 (0.3-1.6)

Composite outcome 0.95 (0.4-2.1)

13
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ESI ALTERNATIVES

Predictive Validity of a Computerized

Emergency Triage Tool
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Ruger JP et al. Am J/ Emerg Med 2007
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GERIATRIC GENERAL SMALL
HOSPITALS HOSPITALS HOSPITALS

Education
Structural modifications
Cognitive assessment
Pain management
Transitional care
Frailty screening
Stratification tools
Triage
Observation
Discharge planning

I'tiage of Geriatric Patients in the Emergency Department

Vabdity and Survival With the Emergency Severity Index

ESI, No. (%)
Disposition 1 B 3 3 5

21(724) 237(85.8) 118(221) 6(45) ©
o 7L B(zz)  107) 0
1(3.4)  113(314) 240(54.7) 126 (94.0) I4(97.1)
o o 208 107) 1(29)

2008 103 0 0

o
7izal) 103 0 [l 0
20 360 aT1 134 35

Baumann MR, Strout TD: Ann Emerg/Med 2006

TRANSFER NH/LTC DISCHARGE
FORM LETTER
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CONCLUSIONS

AThe current model of emergency care does not adequately address
the complex medical and social needs of elderly patients

ASeveral specific interventions (GEDIs) have been suggested to
improve quality of emergency care for elderly patients: education, care
coordination & integration (communication, information systems),
interdisciplinary geriatric approach, and structural changes

AThe Geriatric ED appears an effective model of emergency care: it
should be a reserved structure managed by a geriatric staff working
according to. a CGA-based approach, with possibility of observation.
Unfortunately, there are only a few such facilities in the world and
effectiveness data are scarce, although promising

AWhere this model is not suitable, a strong link between the ED and a
geriatric team and GEDIs should be implemented
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