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The Older patient in ED

 Increasing proportion of ED workload 

 3 Cases : Agitated and confused

Fall with a fracture

Weak and Dizzy

Drug Interactions and Effects in the Elderly

Acute Coronary syndrome

Abdominal pain and Constipation

 The ED environment



Over 70          “Geriatric Hospital”

65-74        The Young Old

75 -84        The Middle Old

85 +           The Oldest Old !







Case 1: The  agitated patient

 80 year old woman

 Waited 5 hrs to be seen in ED

 Increasingly agitated, pulled out IV trying to get out of bed

 FROM DAUGHTER - increasing confusion over the past week

 Chronic knee pain, memory loss and incontinence

 PMH HTN , oseoarthritis, deafness

 Meds paracetamol, bedrofluazide, cilazapril

 Patient rambling speech and difficut to maintain her attention



Delirium

 The acute and fluctuating onset of in-attention, with disorganized 

thinking, and/or altered level of awareness. Unlike dementia (which 

progresses slowly) delirium happens acutely.

 In the elderly, 70% of delirium is initially “hypoactive,” which can delay its 

detection in the ED.









Causes of Delirium “DIMES”

 Drugs and drug withdrawal – largest category in older patients! Be 

very diligent at reviewing Rx and OTC meds.

 Infection – the three most common are PUS: Pneumonia, UTI and Skin

 Metabolic – order and review blood results carefully for metabolic causes

 Environmental – too hot/ too cold

 Structural – CNS events (spontaneous or traumatic subdural bleeding, 

stroke, etc.) Consider CT scan when indicated

 **Don’t forget urinary retention and constipation/faecal impaction as 

a cause of delirium in the elderly.**



Treatment of Delirium

 When non-pharmacological treatments are inadequate for managing 

agitation, chemical sedation may help.

 Avoid benzodidiazepines (unless treating a patient in alcohol or 

benzo withdrawal) as they worsen confusion, ataxia, and dis-inhibition in 

older patients.

 Start with low-dose haloperidol (0.5-1.0 mg po or IV if necessary, q30 

minutes prn, and reassess after 3 doses). Add respiridone if haloperidol 

alone is not effective. Note: Avoid antipsychotic medications in patients at 

risk for prolonged QTc or extrapyramidal side effects (using other 

antipsychotic medications, or past history of EPS, Parkinson’s)





Indications for a CT Head

History of head trauma

Substantially impaired consciousness

New focal neurologic findings

No explanation for deterioration from basic 

workup





Case 2 : The Fallen patient

 Aged 90 brought in by ambulance

 Carer heard her fall in bathroom

 In pain short Left leg and externally rotated 

 Was seen in ED one week prior after she had a 

fall sustaining bruises only



A Fall in an Elderly Patient

 Assess Cause of the fall

 Has there been syncope ?

 Assess the Injuries sustained

 Establish a Safe discharge plan

 Consider prevention options (Osteoporosis Rx)



Risk factor for falls

A history of previous falls (especially falls 

leading to injuries)

Psychoactive medications and drugs (Alcohol)

 Impaired hearing and eyesight

Poor proprioception/general weakness

Loss of mobility due to inactivity



Before sending home a patient 

who falls

Do a basic “road test” of mobility and balance, 

which can predict future falls. A timed “get up 

and go” test (the time to rise from a chair and 

take 6 steps) predicts future falls, with 

risk increased if the time is >15 seconds.

Enlist team members (OT nurse, Physio, 

pharmacist), family, and community services to 

optimize the patient for their discharge.

















Case 3 :    Weak and Dizzy 

 Aged 89 rest home resident “weak and dizzy”

 Triaged as low priority

 Feels ok just tired and nauseated

 Feels like she did last time she had a UTI

 PMH  A Fib , CHF

 Meds:  Frusemide, aspirin, hydroclorthiazide, digoxin

 Vitals normal apart from pulse 42, irregular

 Bloods elevated urea and creatinine digoxin towards the 
upper end of therapeutic level





Could there be a life threatening 

diagnosis ?

 1) infection

 2) metabolic derangements

 3) malignancies

 4) depression

 5) medication side effects or toxicity.

 Digoxin toxicity in the geriatric patient





Drugs with High-Risk and Low 

Benefit

 Benzodiazepines – can cause severe agitation and 

disinhibition, and side effects last a long time in elderly

 Codeine – a weak analgesic with strong opioid side effects

 NSAIDS – may trigger acute renal failure, exacerbate 

hypertension, and cause severe gastritis in the elderly

 Anticholinergics – side effects, such as delirium, are common 

in elderly



Drugs with High-Risk but also High-Benefit

 Anti-coagulants – approx. 2/3 of all drugs interact with 

warfarin, especially antibiotics, high doses of tylenol, 

amiodarone, PPIs, SSRIs, and anticonvulsants. When making 

any medication changes, arrange close follow up for INR 

surveillance, and inform them of bleeding risk & signs.

 Hypoglycemics including Insulin – all hypoglycemics may 

precipitate low glucose, and falls!

 Opioids – CNS effects of opioids are higher, so start at lower doses.





The Dunedin HOME team

ED Obs Ward and IM unit every day



HOME Team Weekly Dashboard



FRAILTY ? 
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 It is possible to reduce frailty 





Acute Coronary Syndrome

 Dx is often delayed as elderly patients with MI often 

present later, with atypical symptoms and less 

definitive ECG findings.

 Older patients are more likely to have a “painless

heart attack,” and if they do have pain, 20% will 

describe it as “burning” or as “indigestion.”

 Patients >85 years old are more likely to present with 

SOB than with CP and ECG is non-diagnostic in 

43%



Abdominal pain and Constipation

The 3 most common surgical causes of abdominal pain in the elderly:

 Cholecystitis—consider this when working up sepsis in older 
patients, who may present without localized tenderness, nausea, fever, 
vomiting, or elevated WBC but have high mortality 

 Bowel obstruction—femoral hernia is a commonly missed cause of 
bowel obstruction in the elderly

 Appendicitis—presents atypically in the elderly with higher rates 
of perforation and mortality 



The environment in the ED

 Non-glare lighting, aisle lighting 

 Non-skid flooring and beside beds, guard rails and hand rails

 Efforts at noise control (reduce distracting ambient noise) 

 Higher ambient temperatures. 

 Real beds instead of stretchers space for family members to sit comfortably.

 Egg crate bed padding, Low (LoLo) beds

 Space for patients to mobilise whilst waiting

 Work space for case managers, social workers and other ancillary personnel 
that will provide support services which will be critical to keeping patients out of 
the hospital.

 GEDI’s: Geriatric Emergency Department Interventions. Some of these include 
recliners in lieu of stretchers hearing amplification devices, magnifying glasses, 
telephones with large numbers, clocks and signage with large lettering,



The Geriatric ED



Accreditation for Geriatric EM



In summary :

 Increasing proportion of ED workload 

Delirium/Falls/Weak and Dizzy

Drug Interactions and Effects in the Elderly

Acute Coronary syndrome

Abdominal pain and Constipation

 The ED environment is important



But the real truth is…


