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What do you 

want to 

know? 



Learning objectives 

 

 Awareness of the common pitfalls (agitation, atypical presentations, 

subtle presentations) 

 Practical cognitive assessments of the elderly in the emergency 

department 

 Recognise and manage delirium 

 Recognise who would benefit from admission 

 Who to admit under 

 Be aware of what it's like in the community 



Epidemiology 

 Geriatric presentations 

 12-24% of ED presentations 

 45% of admissions 

 Geriatric emergency departments 

 Increasingly common in the US and 

UK 

 Awareness of the unique challenges 

and particular skills required in 

managing older patients 



Why is this a problem? 

 Higher triage categories 

 More serious medical illness 

 More likely to arrive by ambulance 

 Higher rates of investigations 

 Longer ED stays 

 2.5 – 4.6x more likely to be admitted 

 More likely to be discharged with unrecognised and untreated health 
problems* 

 

* Aminzadeh F & Dalziel W. Older adults in the emergency department: a systematic review of 
patterns of use, adverse outcomes and effectiveness of interventions. Ann Emerg Med. 2002; 39:238-
247 



Age-related physiological changes 
(*unrelated to pathology) 

 Altered physiology 

 Respiratory 

 Progressive loss of elastic recoil 

 Decreased alveolar surface area 

 Reduced efficiency of gas exchange 

 Cardiovascular 

 Slowed autonomic nervous response 

 Decreased elasticity and increased arterial stiffness 

 Increased afterload 

 Increased systolic blood pressure 

 Dropout of atrial pacemaker cells (decreased intrinsic heart rate 

 Calcification of the aortic valve 

 Decreased responsiveness to beta adrenergic receptor stimulation 

 Decreased reactivity to baroreceptors and chemoreceptors 

 Increased circulating catecholamines 

 

 

 



Age-related physiological changes 
(*unrelated to pathology) 

 Altered physiology 

 Skin.  

 Reduced dermal thickness, reduced ability to exchange or retain internal heat, 
slow to heal, reduced sweat/sebaceous glands, reduced sensory neurons, 
reduced subcutaneous fat 

 Musculoskeletal 

 Reduction in size, elasticity and strength 

 Smaller muscle fibres 

 Muscular activity is less efficient and requires more effort 

 Neurological 

 Smell, taste, sight, touch and hearing diminish over time 

 Loss of neurons in the brain and spinal cord 

 Pharmacology 

 Altered pharmacokinetics and pharmacodynamics 

 

 

 



Why are they different? 

 Altered physiology 

 Atypical presentation 

 Pain and fever may be absent 

 Fall or delirium may be the only symptom 

 Syndromic presentations 

 Multiple comorbidities 

 Rapid decline if not treated early 

 High incidence of secondary complications 

 Increased risk of  

 Return visits 

 Hospitalization 

 Death 

 

 



Case study 

 73yo F referred for cognitive assessment  – impaired clock face 

drawing 

 PMHx: HTN, hyperchol, B12 def, previous PE 

 6/12 of repetitive questioning, forgetting PIN number. Still able to 

attend to pADLs / dADLs but husband helping out more.  

 Recent episode of vomiting/diarrhoea with Rx for hypokalaemia. 

 MMSE 26/30, reduced verbal fluency 

 Unremarkable clinical examination, no neurological deficits 

 Bloods unremarkable other than low B12 (corrected) 

 



Case study – the atypical 

Left frontal meningioma with subfalcine herniation 

and marked vasogenic oedema.  

 

Admitted under neurosurg for resection. 

 

Uncomplicated postop progress 



Common ED presentations 

 Neuropsychiatric (25% of older adults presenting to ED have delirium 
and/or dementia 

 Falls (15 – 30%) 

 Coronary artery disease (20% complain of CP/SOB) 

 Polypharmacy and adverse drug effects (11%. 1/3 of these are due to 
warfarin, insulin and digoxin) 

 Alcohol and substance abuse (5-14%) 

 Abdominal pain (3-13%) 

 Infections (4%) 

 Social admits (9% of ED presentations, but 51% had an underlying acute 
medical problem. 1 year mortality 34%) 

 Elder abuse and neglect 



Geriatric Giants 

* The bulk of older people presenting to the emergency department 

are presenting with a core geriatric syndrome. 

 Immobility* 

 Instability*  

 Incontinence 

 Intellectual impairment* 

 Iatrogenic* 



Geriatricians look for trouble 

 2nd Mechanical fall in 3 months (no gait aid)  No major injury or 

fracture  weight bearing cleared by PT/OT  Discharge 



Geriatricians look for trouble.  

 

 Fall actually caused by: inconsistent use of gait aid, inappropriate 

shoes, overbalanced while multitasking, scoliosis and previous neck 

surgery make maintaining centre of balance more difficult, reduced 

reaction time secondary to opioids, daytime somnolence due to 

opioids, emerging cognitive impairment. 

 Management plan: balance retraining, strength training, strategies 

for getting off the floor safely, carry mobile phone, minimise 

multitasking, medication review, formal cognitive assessment 

 Aim of the geriatrician in the falls clinic is to separate all risk factors 
into modifiable and non-modifiable. Management plans target all 

modifiable risk factors 

 



Geriatricians look for trouble.  

 Cause of fall  Rule out injury  Estimate future falls risk  Refer (care 
coordinators will usually make the referral, but it would be ideal if ED 
doctors can also encourage outpatient follow up. 

 

 Consider our various multidisciplinary clinics:  

 Falls and Mobility Clinic (recurrent falls, minimal trauma fractures) 

 Cognition, Dementia and Memory Service (CDAMS) (for cognitive 
assessments. Ideal review period is 3-6 months POST delirium),  

 Wound clinic,  

 ACAS (for comprehensive geriatric assessments) 

 Continence & Urodynamics clinic 

 Movement Disorders Clinic (co-run by Neurology and Geriatrics) 



Case Study 

 75 year old male presents to the emergency department with his 

son, 3 days after an unwitnessed fall at home with a headstrike. Both 

patient and son minimise the circumstances of the fall. He’s on 

aspirin. He has normal vital signs. There are no focal neurological 

deficits.  

 

 Would you do a CTB? 



Case study – the subtle 

 On deeper questioning, he finally admits that the only thing that’s 

changed is that he’s not thinking as quickly as usual. 

 

 CTB – large frontal SDH 

 

 Admitted under neurosurg for evacuation. 



Delirium 

 Increased mortality & morbidity 

 Extended hospital LOS 

 Increased risk of restraint use 

 Added staff required 

 Increased risk of permanent functional decline 

 Increased risk of needing residential care 



Diagnosis: Confusion Assessment 

Method (CAM) 

90-95% specificity 

>94% sensitivity 

 

Validated in acute  

settings 
Spell WORLD backwards,  
distractible 

Illogical, incoherent train of conversation alert, vigilant, lethargic,  
stupor, coma 



Mini-Cog: 

Screening tool for dementia 



Management 

 Identify the cause (usually multifactorial) 

 Treat everything that’s reversible 

 Avoid high risk meds 

 Treat infections 

 Reverse dehydration/electrolyte disturbances 

 Adequate pain control 

 Optimise oxygen delivery 

 Sensory aids 

 Bowels / bladder, nutrition 



Management of the agitated 

patient 

 Physical and chemical restraints can increase the severity and 
duration of delirium. Use low doses as absolute last resort if patient is 
distressed (eg by disturbing paranoia/hallucinations) 

 Find the unmet need (pain, fear, retention…) 

 Reassure, redirect, reorient – (reassure nursing staff as well) 

 Caregiver identification, explain all activities, communicate 

 Minimise invasive interventions 

 Low-stimulus area 

 Supervision (use family or sitters) 

 Minimise re-locations 

 Reassure and educate family 



Case study 

 In-Reach asked to review agitated patient in RACF 

 Punching out during personal care activities 

 History of multiple recent strokes and recurrent hospital admissions 

 RACF staff asking for chemical restraints 

 



Case study – cortical blindness 

 Unaware of his blindness, had bilateral occipital strokes 

 No documentation of vision when he was in hospital 

 Was getting agitated because he had no idea what was going on 

during personal care.  

 Solution wasn’t anti-psychotics. It was for staff to communicate in  

detail what they were about to do. 



Case study 

 Consult service asked to review agitated, delirious patient to assist in 

management 

 In ICU with sepsis, history of chronic back pain 

 Being held down seemed to make matters worse. Writhing around. 



Case study – discitis 

 Agitation secondary to pain 

 Out of proportion with usual lower back pain 

 MRI confirmed discitis 

 Solution was better pain control and treatment of discitis 



Recognising the need for admission 

 Vast majority of those with delirium 

 Multiple active medical issues 

 Wide gap between premorbid and current function 

 Brittle fluid balance + poor oral intake 

 Management requires hospital level staffing / equipment / expertise 

 Complex, multifactorial issues at crisis point – needs inpatient 

“sorting” 

 Care needs can’t be met by carers 



Which bedcard? 

 Acute Aged Care 

 Delirium 

 Dementia with BPSD 

 Falls (not syncope requiring cardiac monitoring) 

 Fractures (not hip/femur and not requiring surgery) 

 Functional decline 

 Difficulty managing with current living arrangements 

 

 Exclusions 

 Premorbidly well with an acute reversible condition 

 Primary psychiatric presentation 

 Fractures requiring surgery 

 

 ?RACF residents? 



Rockwood’s Clinical Frailty Scale 





Case study -  

 90yo male in residential aged care, with moderately advanced 

Alzheimer’s dementia, still mobilises without aids, but with supervision 

and has moderate assistance with pADLS 

 Referred to In-Reach by LMO to review potassium  

 Bloods done 1 week ago, K 7.0, stat dose of resonium had been 

given. 

 As an aside, the creatinine was >1000… Just by the way… 

 

 Would you refer to ED? 



Case study – avoided ED 

 Review of the patient, no change to cognition, still pottering around 

and still, amazingly, making urine. However, between the patient 

and his even more cognitively impaired wife, they couldn’t 

remember if they had children and had no concept of what I was 

trying to explain. 

 Spoke to the MEPOA (son) and explained the options 

(hospitalisation/dialysis/conservative) with its pros and cons.  

 Palliative measures put in place, staff and family told what to 

expect + referred to community pall care 

 Patient passed away peacefully a few weeks later. Minimal use of 
palliative care meds.  



Case study 

 75yo from RACF with cognitive impairment, CCF 

 Presents with SOB, abdo pain, dysuria, fever and poor oral intake 

 WCC 25, renal function ok, CXR – pulmonary congestion, AXR – no 

bowel obstruction 

 Presumed UTI 

 

 Back to RACF vs Admission? – could argue either way. 



Case study – high risk discharge 

 Discharged to RACF with ceftriaxone for presumed UTI with In-reach 

backup. 

 LMO called in as still not eating and drinking. Started on subcut fluids 



Case study – high risk discharge 

 Seen by In-reach 

 Issues 

 Significant change in functional ability (hasn’t been out of bed in 3/7) 

 Not improving on ceftriaxone but without pre-abx culture, difficult to 

rationalise 

 Poor oral intake on subcut fluids, but CXR showed pulm congestion 

 Brittle fluid balance – difficult for RACF to manage 

 Remains on oxygen therapy since ED without clear reason 

 Can’t get mobile CXR at this RACF 

 Elective admission organised under acute aged care 



“ 
” 

Who’re you 

gonna call? 

IRS Phone: 0419 392 030 

M-F 0800 – 2100 

Sa + Su 0800 - 1600  

Leave voicemail if required!  



Immediate Response Service 

 

 Care coordinators in ED 

 Screen all patients 

 Prioritise assessments to facilitate discharge 

 Functional assessment 

 Referrals as required (council, CBR, outreach, inreach) 

 Outreach 

 clients living in their own homes 

 Bridge the gap until council services can start 

 Nursing 

 Physio / OT 

 Pharmacy 

 Social Work 

 



Residential In-Reach 

 Geriatrician 3x/week 

 Phone consults + in-person reviews 

 Assessment of unwell residents 

 PEG management 

 IDC/SPC management 

 Wound assessment and management 

 Palliative care 

 Advance Care Planning 

 Facility staff education 

 Fast track to outpatients / day procedure 



Take home 

messages 

 Individualise your management plan 

 Entertain a wide differential diagnosis for 
the atypical presentation 

 In the agitated older patient, find the 
unmet need 

 Communicate plans / manage 
expectations with 
patients/families/RACFs 

 Document your discussions, impressions, 
follow up plans in the discharge 
summaries 



Resources on geriatric emergency 

medicine 

 The Portal of Geriatrics Online Education. www.pogoe.org 

 E-Learning in Geriatric Emergency Medicine. www.geri-em.com 

 Geriatric Emergency Department Guidelines 

www.acep.org/geriEDguidelines 

 Emergency Medicine Cases 

http://emergencymedicinecases.com/episode-34-geriatric-

emergency-medicine/ 
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