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Preface

Geriatric emergency medicine has emerged rapidly as a sub-
specialty within emergency medicine. The emergence of this
new subspecialty fills a growing need, which is the provision
of high-quality emergency care to the elderly population in
the United States and elsewhere in the world. Today, people
65 years of age and older account for 13% of the US population
and 20% of emergency department (ED) visits. By 2030, elders
will comprise 20% of the US population.

Elderly patients, in addition to often having multiple
comorbidities, have a unique physiology which may mask
the presentation of acute illnesses and injuries. The first sec-
tion of this textbook presents chapters outlining some of the
fundamental physiologic differences between the elderly and
the general population. It includes an overview of geriatric
emergency medicine, and chapters on the geriatric emergency
department, the general approach to the geriatric patient, prin-
ciples of resuscitation, pharmacology, generalized weakness in
the elderly, management of trauma, and pain management in
the elderly.

The second section focuses on the expedited evaluation and
management of common high-risk chief complaints of elderly
patients. This section includes chapters on chest pain, dyspnea,
abdominal pain, altered mental status, syncope, dizziness and
dysequilibrium, headache, and back pain.

The third section reviews the various systems in order to
provide the reader with a comprehensive review of geriatric
emergency medicine. Chapters include ophthalmologic and

ear, nose and throat emergencies, neurologic emergencies,
pulmonary emergencies, cardiovascular emergencies, gastro-
intestinal emergencies, genitourinary and gynecologic emer-
gencies, rheumatologic and orthopedic emergencies, infectious
diseases, hematologic and oncologic emergencies, psychiatric
emergencies, and metabolic and endocrine emergencies.

The fourth and final section is devoted to special topics
unique to geriatric emergency medicine, including alternative
geriatric care and quality metrics, functional assessment, pallia-
tive and end-of-life care, social services and case management,
falls and fall prevention, financial issues in geriatric emergency
medicine, and elder mistreatment.

We want to thank the authors, many of whom are nation-
ally recognized leaders in geriatric emergency medicine, for
their well-referenced, excellently written, informative chapters.
We would like to thank Jonathan Howland for his extremely
helpful contributions. We also want to thank the editors at
Cambridge University Press, especially Nicholas Dunton,
Joanna Chamberlin, and Katrina Hulme-Cross for their expert
guidance and patience. Most of all, we would like to thank those
of you who read this text or use it as a reference; we sincerely
hope you find it useful in your practice and pursuit of geriatric
emergency medicine.

Joseph H. Kahn, MD, FACEP
Brendan G. Magauran Jr., MD, MBA
Jonathan S. Olshaker, MD, FACEP, FAAEM
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=B General principles

Chapter

Jolion McGreevy and Joseph H. Kahn

Geriatric emergency medicine

The care of elderly emergency department (ED) patients often
presents multiple clinical, social, ethical, and economic chal-
lenges. As a result, elders commonly influence flow and tax
resources in EDs to a greater degree than more acutely ill
younger adults. Consider a 75-year-old woman with diabetes,
hypertension, and heart disease who presents with weakness
after falling at home. The initial differential diagnosis for this
elderly woman includes typical and atypical presentations of
many life-threatening conditions. She will likely require exten-
sive evaluation and treatment, and her disposition may depend
on, in addition to her diagnosis, her ability to manage her mul-
tiple comorbidities, her personal financial resources, her family
support, and the availability of home-care providers or rehabili-
tation facilities in the community. In addition, treatment and
disposition decisions will need to take into account her base-
line functional status and her beliefs about which clinical and
social interventions align with her vision of a quality life.
Emergency departments vary in their ability to care for eld-
erly patients [1]. Clinicians at a small community hospital with
close ties to primary care providers can make collaborative
decisions about care and disposition, reducing both unneces-
sary admissions and repeat ED visits, Clinicians at a large cen-
ter are more likely to have immediate access to specialists who,
for example, can definitively manage an expanding subdural
hematoma sustained in a fall. Larger facilities also tend to have
more extensive resources, including ED social workers and case
managers, to connect elders with skilled nursing and rehabili-
tation facilities. Regardless of the size of a given hospital, recog-
nition by clinicians'and administrators that the care of elders in
the ED does not end with addressing the chief complaint is an
essential step toward improving the quality of care for the rap-
idly growing cohort of elders in the United States (US).
Research questions related to the emergency care of elders
abound, as do opportunities to improve geriatric emergency
medicine (EM) education in residency programs. In the US,
the population of adults over 65 years of age is growing much
faster than the population as a whole, with the fastest growth
observed in the “oldest old,” persons aged 85 years and above.
In the US, approximately 30% of the annual Medicare budget
is directed toward patients in the final year of life, with 80% of

Overview of geriatric emergency medicine

the expenditure paying for Intensive Care Unit (ICU) level care
in the final month [2]. A study from two emergency depart-
ments in the United Kingdom found that half of elder patients
who died in the ED had visited the ED or had been admitted to
hospital within the previous year [3]. Elders should be given an
early opportunity to express their end-of-life care preferences,
particularly with regard to cardiopulmonary resuscitation. Yet
do-not-resuscitate orders (DNR) are often written in the last
days of life [4]. Earlier discussions with patients and families
regarding prognoses also allow for introduction of palliative
care options. Improving the quality and efficiency of care and
the satisfaction of elders and their families is an exciting chal-
lenge in EM - one that will have a significant impact on the
overall quality and cost of health care nationally.

Population aging

Elders are a heterogeneous group. Individuals over 65 years old
vary greatly in terms of functional status, comorbidities, risk of
adverse medication effects, financial resources, social support,
and treatment goals. A health-conscious individual among the
oldest old may be overall better off than a much younger per-
son with multiple comorbidities. However, on average, elder
patients are more likely to come to the ED by ambulance, spend
more time in the ED, require more tests, and be admitted to
higher levels of care. All of these increase the cost of care for
the elderly.

Today patients over 65 years old account for 13% of the US
population and 20% of ED visits [5]. By 2030, elders will com-
prise 20% of the US population [6]. Among elders, the fastest
growth is seen among the oldest old who, by 2050, will account
for double the population segment compared with that in the
year 2000 [7]. Given that this group has the highest ED visit
rate among elders, the expansion of this age cohort will likely
have a substantial impact on ED utilization. By 2050, the ratio
of working adults to elderly will be 2:1, compared with 4:1
today [8].

In countries with extensive health care safety nets, working
taxpayers bear an enormous financial burden that will no doubt
continue to increase. The economic impact of care for the eld-
erly depends not only on the increase in the number of persons
in this age cohort, but also on changes in family structure as a

Geriatric Emergency Medicine, ed. Joseph H. Kahn, Brendan G. Magauran Jr., and Jonathan S. Olshaker. Published by Cambridge University Press.

© Cambridge University Press 2014.



Section 1: General principles

whole. As nearly all developed countries shift toward a higher
prevalence of one-child families, more individuals and couples
will be the sole support for elderly parents.

Although elders are on average more financially secure
today compared with a few decades ago, ED personnel increas-
ingly find themselves talking to patients and families about
the relative safety and cost of self-care at home versus alterna-
tives, such as home health professionals and nursing homes [9].
Home health care is the second fastest-growing job category in
the US [10]. The percentage of elders living in nursing homes
has remained constant over the last two decades, but the popu-
lation is trending toward older, more dependent patients, creat-
ing more competition for limited nursing home beds [9].

Emergency departments need to provide efficient, high-
quality care to a rapidly increasing number of elderly patients
and at the same time work with families, primary care physi-
cians and other community care providers to improve out-of-
hospital care for elders and decrease costly repeat ED visits and
hospital admissions. Prevention of costly acute care visits will
become increasingly important as the health care system shifts
away from fee-for-service toward a global payment system.

Health system aim

High-quality care of geriatric ED patients contributes to the lar-
ger health system aim of maximizing active (disability-free) life
expectancy. By identifying acute conditions in older patients,
ED clinicians reduce death and disability. Older patients are
more likely than younger patients to display atypical signs and
symptoms of acute illness; yet clinical research that specifically
addresses the diagnosis and treatment of emergent conditions
in elderly patients is limited.

Emergency departments can further improve the health
of elder patients by preventing adverse medication events and
screening for cognitive and functional impairment that may
lead to injury or limit older patients’ ability to perform activ-
ities of daily living (ADL). However, just as elder-specific evi-
dence for acute disease management is limited, there is a dearth
of high-quality studies related to ED-based assessment of func-
tional status and injury risk among elders [11].

Health systems are not limited to formal health care pro-
viders. Family members play an important role in promoting
the health of geriatric patients. Elders who lack social support
are at increased risk of repeat ED visits [ 12]. Interventions that
reduce the burden on informal caregivers, such as arranging
for home health services, may reduce ED and hospital util-
ization and ultimately be a cost-effective way to improve the
health of elderly patients, especially given that such patients are
at increased risk of functional decline following discharge from
the ED [13].

While larger hospitals may have personnel in the ED who
can set up home health services, smaller hospitals will likely
need to work closely with primary care physicians to ensure
that geriatric patients who are discharged from either the ED or
inpatient wards receive appropriate evaluation for subsequent
home health nced. Geriatric patients who have been hospital-
ized within the previous six months or who suffer from depres-
sion are at increased risk of returning to the ED or having an

adverse event, such as a significant decline in functional sta-
tus, long-term hospitalization, or death [12]. Although there is
no evidence-based standard of care regarding the prevention
of adverse events among geriatric patients following discharge
from the ED, some simple screening tools, including self-
reporting questionnaires, have been studied. Limited evidence
suggests that ED screening for abuse, depression, substance
abuse, and decline in cognition, vision or hearing can effect-
ively identify elders at risk for adverse events after discharge
from the ED or hospital [13,14]. However, it is not clear to
what extent a busy ED should accept responsibility for screen-
ing, given its primary aim to evaluate and treat for acute ill-
ness. One solution is to have social workers and case managers,
rather than physicians, screen elders for conditions or home
situations likely to reduce active life expectancy [15,16].

The extensive needs of elders during ED visits have prompted
the development of separate EDs dedicated to this population.
Geriatric EM physicians specialize in managing acute illness
in the elderly. An “atypical presentation” in an elderly patient
may be seen as fairly typical by a clinician who specializes in
the emergency care of the elderly. A section of an ED devoted
to elderly patients allows these clinicians, in collaboration with
ED social workers, case managers, and pharmacists, to take the
time necessary to consider the effects of multiple comorbidities
and polypharmacy on clinical presentations and to employ ger-
iatric-specific screening tools without slowing the care of other
patients. A central aim of geriatric EM is to develop more fair,
affordable, evidence-based interventions for the prevention
and treatment of conditions that reduce the active life expect-
ancy of older persons.

Clinical challenge
Complex patients

Geriatric patients are complex, and medical evaluations of eld-
erly patients in the ED tend to be more costly and time-inten-
sive than evaluations of younger patients. There is a higher
percentage of emergent and urgent ED presentations among
elders than among younger patients [17].

The American College of Emergency Physicians (ACEP)
predicts that by 2030 the number of people over age 65 in the
US will be 70 million, comprising 20% of the population. This is
up from the year 2000 when there were 35 million people over
age 65, comprising 13% of the population. By 2030, geriatric
patients will account for at least one quarter of ED visits [18]. In
addition, the oldest old population in the US continues to grow.
In 2010, there were 1.9 million people aged 90 and above; by
2050, according to US Census Bureau predictions, there will be
9 million Americans in this age group [19]. Geriatric patients
presenting to the ED tend to have multiple comorbidities, so
their evaluations are frequently not straightforward. They also
have a higher likelihood of serious illness than their younger
counterparts [17]. Homebound elders have a higher rate of
metabolic abnormalities, cardiovascular disease, cerebrovas-
cular disease, musculoskeletal disorders, cognitive impair-
ment, dementia, and depression compared with the general
elderly population [20]. A recent study by Grossmann et al. in
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Switzerland revealed that elderly patients presenting to the ED
are under-triaged as frequently as 23% of the time, especially
for the chief complaint of generalized weakness [21].

Polypharmacy isa common problem among elderly patients
presenting to the ED. Elders may see multiple physicians,
including their primary care physician (PCP) and specialists,
and each may prescribe multiple medications. Comprehensive
medication lists may not be available to ED providers, com-
plicating the evaluation and treatment of elderly patients in
the emergency setting. Transitions in care make patients par-
ticularly vulnerable to medication-related problems [22].
Medications that are potentially inappropriate for elders are
frequently prescribed as first-line treatment [23]. Interestingly,
the majority of hospitalizations for adverse drug events in the
elderly are not due to inappropriate medications, but rather
to commonly used medications such as warfarin, insulin,
antiplatelet agents, and oral hypoglycemics [24].

Cognitive impairment may make the obtaining of a reli-
able history very difficult. Patients may not be able to express
themselves well as a result of dysarthria, confusion, or demen-
tia [17]. Acute medical conditions may cause delirium, mak-
ing communication with elderly patients even more difficult
than when they are at their baseline [17]. Elderly patients
frequently do not remember why they were sent to the ED,
highlighting the importance of communication with family
members, emergency medical service (EMS) providers, and
chronic care facilities [17]. After discharge from the ED, the
incidence of worsening morbidity and mortality is higher for
elders than for younger people. For this reason, communica-
tion with PCPs, family, and long-term care facilities is essential
prior to discharge. This helps ensure that the intended treat-
ment plan is carried out, timely follow-up care is arranged, and
the patient will be returned to the ED immediately if he or she
decompensates.

Elders who are discharged from the ED subsequently have
a high risk of unplanned readmission. Screening tools such
as the Identification of Seniors at Risk (ISAR) and the Triage
Risk Stratification Tool (TRST) have been developed to predict
which geriatric patients are at high risk for readmission [25].
Because Medicare may penalize hospitals with high readmis-
sion rates, some US hospitals now hold elderly patients for
observation rather than admitting them [26].

In Europe, short-stay geriatric units allow ED geriatric
patients to be admitted for brief periods, without increasing
readmissions in the subsequent month [27]. The disposition
of elderly patients living at home may depend on whether
informal caregivers and home health care providers can help
patients maintain safe environments and manage their chronic
conditions. Even minor injuries may make it unsafe for mar-
ginally functioning patients to remain in their homes. The add-
itional burden of acute illness or injury may be too much for
family members caring for these patients. This is an import-
antassessment for the emergency physician or case manager to
carry out, as additional home care resources may be needed or
patients may require temporary placement in skilled nursing
facilities. Elderly ED patients should also be screened for elder

abuse and neglect, which have mandated reporting require-
ments. With training, Emergency Medical Technicians (EMTs)
can accurately identify elders at risk for abuse and neglect and
notify staff at receiving hospitals [28].

Chest pain and dyspnea are the most common ED pres-
entations among elder Americans, accounting for 11% of ED
visits in this population. Elderly people often have atypical,
subtle signs and symptoms of serious diseases such as myocar-
dial infarction, surgical abdomen, and sepsis and, therefore,
often require extensive work-up, even for seemingly minor
complaints. Multiple trauma can be particularly devastating to
elderly patients. Methodist Health System in Dallas, Texas has
created a geriatric trauma unit to facilitate treatment of both
acute injuries and chronic illnesses though a multidisciplin-
ary approach [29]. Lancaster General Hospital in Pennsylvania
has instituted a trauma protocol for the elderly, which attempts
to promptly identify and aggressively treat occult shock. This
protocol has significantly reduced mortality in geriatric trauma
patients [30].

Important research questions related to the complexity of
emergency care in the elderly include the following: whether
medication management and functional assessment screening
and intervention in the ED allow more geriatric patients to be
safely discharged home; whether multidisciplinary geriatric
units improve the safety and efficiency of ED disposition plan-
ning; and whether outpatient use of parenteral antibiotics can
safely reduce and/or shorten hospital admissions among eld-
erly patients [11,31].

Expensive care

Care of the geriatric emergency patient tends to be more
expensive than that of their younger counterparts for a var-
iety of reasons. Geriatric patients are more likely to arrive by
ambulance than younger ED patients. The hospital admission
rate is higher among elder patients, as is the proportion of
these patients who require ICU-level care. More than 75% of
geriatric patients who present to the ED in their final month
of life are admitted to the hospital [32,33]. Many emergency
medicine physicians feel less confident in the management
of older patients and desire more training in the field of geri-
atric emergency medicine [34]. This has prompted efforts to
increase exposure to geriatric topics in EM residency training,
including through high-fidelity simulations of atypical presen-
tations in the elderly. Because of the higher incidence of ser-
ious disease and increased likelihood of subtle presentations
of life-threatening illness, more tests are ordered in elderly
patients than in younger people. This expensive care is counter
to the American push to decrease health care expenditures at
all levels, including emergency care.

Research questions include whether more expensive care
with more testing and higher rates of inpatient and 1CU-level
care translates into a decrease in morbidity and mortality
for elderly patients. Another important research question is
whether EMS can perform accurate home assessments prior
to transferring patients to the hospital without delaying their
medical care [35].
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Chaotic environment

The ED environment per se can work against efficient care of the
elderly patient. The noise and activity level may disorient and
agitate even reasonably well-functioning elderly people. Staffin
EDs may find it challenging to accommodate the needs of the
geriatric patient [36]. Geriatric patients may not be able to tol-
erate lying on stretchers for extended periods of time and often
have increased toilet needs compared with younger people [32].
Furthermore, trying to get down from the stretcher and walk to
the bathroom unassisted is a frequent cause of falls in the ED,
Patient falls have been targeted by the Centers for Medicare
and Medicaid Services as an event which should never happen
in the hospital [37]. Overtaxed nurses and nursing assistants
may be unable to provide the care demanded by the geriatric
patient in a busy ED. Similarly, emergency physicians, who are
accustomed to performing a goal-directed history and phys-
ical exam focused on a single chief complaint, may not have
the time to perform the comprehensive evaluation that many
elder patients require. This may cause the emergency physician
to miss important findings that signal a more serious clinical
problem than originally suspected.

Since the creation of the first geriatric emergency depart-
ment at Holy Cross Hospital in Silver Spring, Maryland in
2008, other hospitals have followed suit, including St. Joseph’s
Regional Medical Center in New Jersey, St. Joseph Mercy Ann
Arbor Hospital in Michigan, Mt. Sinai Medical Center in New
York, and Newark Beth Israel Medical Center in New Jersey
[38]. There are currently at least 35 geriatric emergency depart-
ments in the US [39]. These geriatric EDs address the special
needs of the geriatric patient, with a quieter environment, more
comfortable stretchers, and a higher staff-to-patient ratio. They
often have better access to social services and case management
than the typical ED. The patient satisfaction ratings are very
high in geriatric EDs, and many more geriatric EDs are in the
planning stage across the US [40]. Geriatric EDs will be dis-
cussed in more detail in Chapter 2.

Chronically ill elders should be connected with pallia-
tive care services. Palliative care can be initiated in the ED for
patients who do not desire aggressive resuscitation [41]. Many
patients who would prefer to die at home with their loved ones
are transferred to the ED when a near-terminal event occurs,
and EDs should link these patients with palliative care provid-
ers [42]. It is important to note that palliative care is no longer
administered only as a last resort; it also includes open com-
munication with and support for patients and families and pro-
vision of pain management for patients who are being treated
for any serious illness [43]. Unfortunately, pain in the elderly
patient presenting to the ED is often undertreated. Further
research is needed to determine the extent to which geriatric
emergency departments and initiation of palliative care ser-
vices in the ED improve patient and family satisfaction.

Families

A review of the literature by Luppa et al. identified six factors
that predict nursing home placement in the elderly: increased

age, low self-rated health status, functional and cognitive
impairment, dementia, placement in a nursing home in the
past, and multiple prescription medications. Predictors less
strongly supported by evidence include male gender, depres-
sion, limited education, low economic status, and a history of
stroke, hypertension, incontinence, or prior hospitalizations
[44]. Nursing home care is often both expensive and imper-
sonal, and in many cases sustainable home care is a better
option for the elder patient and his or her family.

Home care requires additional resources for most families,
including visiting nurses, visiting nursing assistants, lab collec-
tion at home, and nurse practitioner and physician home visits
[45]. In order for elders to remain in their homes and continue
to be active members of their communities, not only are add-
itional medical and social services required, but these services
must be integrated [46]. Education of the patient and family
regarding safe home care should include instruction on accident
and fall prevention. The importance of home assessments and
fall prevention cannot be overestimated, as a fall may represent
a sentinel event leading to rapid decline in function [47].

Maintaining continence may allow for continued home
care in the elderly population, and programs promoting con-
tinence may delay long-term care facility placement [48].
Before an elderly person loses decision-making capacity, a
health care proxy should be identified. The health care proxy is
often the next of kin or closest family member, but this should
be established prior to the occurrence of a catastrophic event.
Also, advance directives should be discussed with the patient
and family and health care proxy while the elder still has the
ability to express his or her wishes. This makes it easier for the
health care proxy to make a reasonable decision when a cata-
strophic event occurs. The decision to withhold medical care
is very difficult for a loving family member, and establishing
the patient’s wishes in advance can be extremely helpful in a
time of crisis.

Research questions related to the involvement of family
members in the care of the elderly include what percentage
of elder Americans have a health care proxy, what percentage
have advance directives, and whether families and medical care
providers make decisions in accordance with advance direct-
ives when serious medical illness strikes. It is also important
to develop home care models that effectively reduce ED visits,
hospitalizations, and long-term care placements [45,49].

Special challenges

Certain groups within the elder population are especially chal-
lenging. Low-income inner city and rural families often lack
health insurance and additional resources needed to care for
an elderly person at home. Racial disparities in health care in
the US may affect access to adequate home care. Many immi-
grants are uninsured and unaware of available resources to
enable home care of elders. Elderly people who do not receive
medical care on a regular basis are unlikely to have a health
care proxy or advance directive, often leaving their families in
crisis when they sustain serious medical illnesses or injuries.
Additional research is needed to identify patterns of home care
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versus placement in skilled nursing facility based on geography
and demographics.

Palliative care in the ED

Palliative care for chronically ill older patients reduces pain,
dyspnea, and depression [41,50]. It also reduces ED visits and
hospital stays and increases patient and family satisfaction [41].
Most older people prefer to die at home [42]. However, many
die in emergency rooms or intensive care units. Older patients
who die in the ED often have recent visits to the same ED or
admissions to the same hospital (3], yet few have advance dir-
ectives or contact with palliative care services. ED services that
link chronically ill older adults with palliative care, home care,
and hospice services improve well-being and reduce ED visits
and deaths in the hospital [42,51]. Research priorities related
to ED palliative care include clinician education, ED-specific
screening tools, outcomes for palliative care initiated in the ED,
and appropriate, cost-effective alternatives to inpatient admis-
sion for geriatric patients who cannot safely return home [52].

Interfacing with PCPs and care facilities

Strong communication between EDs and PCPs can reduce
hospital admissions. Primary care providers can see geriatric
patients either in the clinic or the patients’ homes and treat
many acute illnesses and exacerbations of chronic diseases
before they lead to costly ED visits and hospitalizations. When
elder patients require hospital-level care, primary care provid-
ers can notify EDs in advance of the reason for the visit and,
perhaps more importantly, note which aspects of the antici-
pated follow-up care they can provide upon discharge. In some
instances, clinicians in the ED may be able to rule out a life-
threatening condition and allow a patient to return home if
they are able to arrange expedited follow-up with the primary
care provider.

Collaboration between ED clinicians and hospital care pro-
viders is also essential. While ED clinicians may screen elders
likely to be discharged for conditions that would increase their
risk of repeat ED visits or adverse events at home, they may rea-
sonably defer screening and prevention planning for elders who
are being admitted to the hospital. Inpatient providers can reduce
repeat ED visits and hospitalizations among elders by carefully
reviewing patients’ medication lists for undertreatment, poten-
tial adherence problems, and adverse medication events, as well
as by screening for depression and malnutrition and by com-
municating with outpatient providers [53]. Additional research
on ways to improve communication among ED clinicians, hos-
pital providers, and community primary care clinics is needed to
increase the likelihood that geriatric patients who are discharged
from the ED or hospital are able to return home as active as or
even more active than before the hospital visit.

Geriatric emergency medicine education

Emergency departments in the US need to continue to increase
their ability to provide consistent, high-quality care for geriat-
ric patients [54,55]. The dramatic increase in volume of ED vis-
its by elder patients expected over the next decade threatens to

strain clinician knowledge and department resources further,
putting elders at increased risk for less than optimal outcomes.
Emergency physicians should be comfortable evaluating and
treating geriatric patients; yet many find it more difficult to care
for elder patients than for younger adults and feel they received
inadequate geriatric-specific training during residency [56,57].
Hogan et al. (2010) developed a set of competencies which resi-
dency programs, as well as geriatric EM fellowships, can use to
develop curricula. Broadly, geriatric EM competencies include
the ability to recognize atypical presentations, manage trauma
and cognitive disorders, assess the risks and benefits of inter-
ventions in elderly patients, manage medications, participate in
safe transitions of care, and contribute to the long-term man-
agement of comorbid conditions [54].

There are only a few geriatric emergency medicine fellow-
ships in the US, compared with more than 100 geriatric sub-
specialty training programs for internists [58,59]. The vast
majority of geriatric EM training occurs in residency pro-
grams, Given that both residents and attending physicians
benefit from additional training in the care of the elderly, close
teaching collaborations with geriatric medicine departments
should be developed. Such collaborations would allow emer-
gency physicians to learn from geriatricians, who have signifi-
cant experience in the care of the elderly, but perhaps more
importantly, they would lay the foundation for better continu-
ity of care between emergency departments and primary care
offices. Close collaboration between emergency physicians and
geriatricians can facilitate safe transitions for elders with acute
illnesses from their homes to acute care settings, rehabilitation
facilities, and back to their homes. Such continuity of care is
critical if the health system is to meet the needs of a dramatic-
ally increasing elderly population.

Summary

The aging US population will present numerous challenges to
the health care system in the coming decades. EDs will need
to prepare by improving education in geriatric emergency
medicine for nurses and physicians and devoting additional
resources to the care of elderly ED patients. Patients with atyp-
ical presentations of serious disease need to be identified rapidly
and treated aggressively. Elders with chronic illnesses and func-
tional decline need social services and case management, with
input from families and primary care physicians, to determine
appropriate disposition, establish advance directives, and con-
nect with palliative care services. Measures that reduce costly
hospital admissions and repeat ED visits will help hospitals
continue to provide high-quality care to elder patients as the
health care system shifts toward global payment. Innovation in
response to these challenges may lead to a new paradigm of car-
ing for the elderly emergency department patient in the US.

Pearls and pitfalls

Pearls

« Currently, elders comprise 13% of the population and 20%
of ED visits in the US By 2030, 20% of the US population
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will be over age 65 and will account for over 25% of ED
visits.

There is a role for screening elderly patients for impaired
functional status prier to discharge from the ED. Case
managers and social workers can carry out many screening
responsibilities.

Emergency department visits provide an opportunity to
discuss advance directives, establish health care proxies,
and connect elder patients and their families with
palliative care services,

Pitfalls

Elderly patients frequently have atypical presentations of
serious disease.

Geriatric patients discharged from EDs or inpatient
wards have high rates of repeat ED visits and subsequent
readmission to the hospital.

Polypharmacy is a common problem among elderly
patients presenting to EDs.
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Introduction

Populations have been experiencing longevity and improved
health in recent decades, forcing professions around the globe
to struggle to keep up with the effects of this demographic tsu-
nami. Health care in particular has had to grapple with shifting
paradigms of aging, replacing the outdated notion of 65 and
older as “old age” Once viewed as a homogenous cohort, it is
now recognized that people 65 years of age and older are a het-
erogeneous population that can be further divided into at least
three categories: young-old (65-74), the old (75-84), and the
oldest old (85+).

The emergency medicine (EM) literature reflects the dis-
cussion and strategies to embrace this segment of the popu-
lation while recognizing that resources are limited [1-5].
Interestingly, this discussion has been consistent for the past
30 years. In 1982, Gerson noted the potential impact the shift
in demographics would have on the emergency medical system
and urged a national data reporting system to prepare for the
increased demands on emergency medical and advanced life
support services [6]. Lowenstein et al. noted trends related to
health and demographics that stimulated public interest in the
aging population which remain applicable today: the increas-
ing size of the population, the additional financial and personal
support required as the population ages, and that they are the
largest consumers of health care and account for a dispropor-
tionate share of expenditures for health care [4]. Thirty years
ago, 19% of emergency patients were 65 years of age and older
[4], had a longer length of stay in the emergency department
(ED) [5], higher ED charges (5], more diagnostic tests [5],
higher rates of hospitalization [3,5], and high rates of recidiv-
ism [1,2,4]. Researchers concluded that the health community
needed to “prepare now to meet the growing needs of the frail,
chronically impaired elderly” [4] since EDs were already facing
overcrowding and limited resources on a daily basis [2]. Past
recommendations included evaluating how emergency care is
delivered to the elderly and possibly considering a “geriatric
emergency health center” similar to trauma centers or pediat-
ric emergency departments [1].

The geriatric emergency department

Mark Rosenberg and Lynne Rosenberg

Where are we today?

As predicted, the appropriateness, effectiveness, cost, and out-
come of emergency care provided to this cohort are of special
concern [4]. Emergency departments continue to be the gate-
way to the acute health care system as well as long-term health
care, and provide emergency treatment and primary care as
needed [4]. In recent years, the ED has been utilized as a safety
net to provide medical care or as a point of transition between
levels of medical care [7].

Older patients continue to use the ED more frequently than
younger patients, representing up to 24% of the general ED
population [8]. Similar to 30 years ago, older patients continue
to have longer lengths of stay in the ED [8-10], require more
diagnostic tests [8,9], have higher rates of admission [8], and a
higher ICU admission rate [7-9].

Advances in education have resulted in geriatric fellowships
and core geriatric modules in most EM curriculums of health
professionals. However, the geriatric patient as a whole experi-
ences poorer clinical outcomes [9] due to misdiagnosis [7] and
lack of appropriate outpatient resources [8]. Other contribut-
ing factors include the current paradigm of the ED with a focus
toward rapid assessments and dispositions versus the complex-
ities and needs of the geriatric patient (Table 2.1).

Barriers

Barriers to emergency medical care for older populations are
significant. Stereotypes of confused, dependent elderly may
contribute to the reluctance to engage these patients when
they present for treatment in the ED. Health professionals,
in general, are often not comfortable with older patients
[1,8] regardless of abundant educational programs and
research studies focused on the geriatric population and their
specific need.

Many obstacles to emergency care are intrinsic within the
ED model of care. The ED is not an environment conducive
to eliciting a comprehensive history and work-up for these
patients. The complexity of an older patient presenting for
emergency treatment may not be taken into consideration as
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