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GEM CURRICULUM

Sub-heading

s Pre-hospital care;
+ Assessment

o Triage,

o Primary clinical assessment and stabilisation of life threaten-
ing conditions,

o Secondary clinical assessment,

o Clinical assessment in older people-what's different?

Chapter

Competency

Pre-hospital care

To understand the risk of under-triage in older people(ie vital signs may be in the normal range, but not normal for that patients -
&g normotension in someone with systolic hypertension)
To recognise the need o take a collateral history or documentation about the patients usual status and medical history

Chaprer Sub-heading Coampency tal
i

E2) Ta be dbleto undertake an assessment of Basic and Extended Activities of Daily Livingand incorparate that findings into she clinical
management plan

E T appreciate the imparance of the patiants home drcumstances on hisar her funcrional abiliry-this can be G ltzory (ag .
estabiiched care home resident with supportive care) or may need further considerations 2 pan of thedischarge plnning process [
(&g no carer but increased dependency)
Inmpreting invesriganions in dder paople

ES T be aware afthe high pravalence of zxympramatic baseriuria and o nae that Jsympramatic hastenuri iz not the mme 353
Urinary Tract infection, nor does it need reatmeant

36 To have anawarmnessof the altered laboraory findings andreference ranges that impactof das interpretasion-for cample reduced. § oo
menall function, age adjusted DuDimer and high-sensitive Traponins

E Insidenial or long-stan ding abnarmal findings are mone cxmmen an older people and should not usually be inves Sgated unless they .
are dinically releant -
Aluz, neglect & mfeguanding

Primary df = To recognise imjury paster suggestive of abuse and for neglect

| Tobe dhleta . rding alder peopie 2 madicines pr ha

falls & under-nurmison
Mon speaic presen T A

& Ceneraie a differentialdiagnasis recognising nd sympiems such nd fever may be absen tor bess prominen tin alder
people with acute coronary syndrome: acute abdomen, or infectious processes o
Troums

5 Injuries tend tobe under recogised and undermanaged in clkder people, expecially thos e with fmilty or cognitive impairment, and
their outoomes are worse-dinicans should demanstrate greater awareness in this populason hnd

-} Tor kenow that alder peophe are at indreased risk fram Taumasic brain injury because of more friatie blood ves sz and mediczion
affecting bl eeding s, fezrures of THI may bemasked in shis population due to cenebral amophy “arcommodasng intra-cran il

Secnnidany colisdions
—_
Chapier Sub-heading Compeency

+« Management of older people-what's different?
o Nonspecific presentations,
o Management of geriatric syndromes (e.g. falls, confusion,
continence),
o Pitfalls in the management of common conditions—‘atypical
presentations’,
Comprehensive Geriatric Assessment (CGA),

Aﬁb

o Medication: review and reconciliation,

o Pain management,

o Transitions of care and disposition,

o Principles of rehabilitation in older people,
o Ethical issues, including advance directives,
o Palliative Care.

ComoySP et al. EurGeriatr Med 2016
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Tansimians of care and dispasisan

Toheablets carefully consider theenmpeting 6 sks 2xsonated with standard, promcal driven trezment in alder peopie, forexample
Tio e abibe 10 'wees gh up the nisk ofb ke-ding associaed with triple therapy” (Aspinin, Oopidogredand LowMualeoul ar Weight Hepanin )
Toappres iz the nisk of rous ne urinary cathesrs toassessfl uid stam s, tharmayi norease the risk ofcarhesr assonated UTland sepsis
To ap precate that wrinary cshedrs an cause subs niial problems with dedrusor ins@bility and uninary incontinence 25 well 25

impaining dignity and increasing the risk of Gk
ldemify and implement measures tha proeo alder people from d sveloping L tnomen i oom plicason s oommen to the: EDin duding

inwasive bladder atheenianon, spinal immobil zaton, and ceniral line placement

Medicagion : review and reoon aliation

To be aware shar med icarian can bea omman cuse of prsentations & g blesdingwith ans.coag s, hypoghcasmia with an.
diabetic medicaion of toiy 25500 Zed with drugs with narow therapeusc windows

To be aware of the importance that medicarion erandliason adds to the clinical axsexsment and management of al der people
Desribe the changes in pharmacakinetics and pharmacnd yramics seen in older people

[Pres cnibe: appropriaes dnugs and Gos ages oonsi dening the cunnent med icanion, aouie and chronic diagno s, funcional staus, and
kenoeviedge of agerelated physiclogicd changes (renal funaion, cemal nervous s psbam s en sniy )

Comjplianoe-2wanene=ss that older p soplemay not betalking medicasion 25 prescribed berause ofa rangeof neasons induding side-efleas
Eeqrch for interact ons and document reasons for use when prescn bing drugs that present high risk either aloneor in drug-drog or
drug-diszase IMeTaDons (¢.8 b andazepines, digown, insulin NSAIDS, opiids, and warknn)

To understand the need and be able © 2o0ess support newd y presconibed drugs 1o older people and caregives & dischargs, checlang
tharshey understand how andwhythe dug should be raken, the poccible side-efflacts, and how and when the dru g chou i be stopped

Define the dffecs of age, body size argan dysfunchion and aoncurrent illness on drug diseribusion and metabolism
Ta be aware of the importance of eady analgesia in prewenang delinum- eg. Bscio-ilac block for hip fracure

Ta be able o wark within 2 mulad isaplinary team incoporEing pagent prederences io deermine when esalation of cane is
indicated, and when it may not be ap propriate

Enow how 1o aocess the |ocl pabways for hospice cre and how © manage older people in hospics carne while in the ED
Enow when o instiue or seek devsdloping an end of lide cae plan

[Eshical issues, induding advance diecoves

To understand the kacaljnasonal legal posimon of advanoe direcives and Power of Attorney

To be dhle o formulate 2 best ineress dedsion in the smergaoy conhext

Tobeahil oo und arstand evhical dilemmas around standards eficar wersus goalse feare | dor scample, best pracice management of an
anoute comnary syndrome may not be appropriae or relevant inan older person with end s@ge demensia who has a limited Ll
expectancy for whom the goals of cre may be comion elated )

Far esery cam ansgon {imra- or exira haspi@l], she pracimoner will be able o formulate Se following inkrmazson

Physial ogcal parameters with the indrviduaised climical inerpreqion

Cinical narmmnive includ ing commun ianion nesds and ey informants

Medicagon and any changes

Thaughs aboue discharge planning and the home snwironmeant

Escalation sz including advance care plans
Toassess and documeen @ suitability for dischange consi dea ng the: EDdiagn osis, induding oognd ave funciion, the abil ity in 2mbu Laory
pasiens to ambulae safedy, availabili ty of approprias nunnsonfssoal suppart and sthe avail abi by of access toappropriate foll cw-up
thempies
Ditsc harge planni ng should include an assecsmentof whether the pagentisable i givean accurase histary, participae ind senmining
the plan of care and understand discharge in s oans
Prov deslalled nursing homes and primary cane prowd ers with an ED visit summany and plan of care, including follow-up when
appropriae
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GERIATRICS/ORIGINAL RESEARCH

[ncreasing Rates of Emergency Department Visits for Elderly
Patients in the United States, 1993 to 2003

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 Robents[@t al. Ann EmergMed 2008
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Albert M et al. NCHS baitBrief 2013



THIE ITFALTARN PIORGRE
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Salvi F et al. Intern Emerg Med 2007
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Older Adults in the Emergency Department:
A Systematic Review of Patterns of Use, Adverse

Outcomes, and Effectiveness 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

AminzadehF, DalzielWB. Ann EmergMed 2002
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AGE & |LOSITINHEHECED

Time (hrs.mins)

9.36 1

8.24 4

7.12 1

6.00 -

4.48 4

3.36 1

2.24 1

1.12 A

0.00

BPhase 4
CPhase 3

M Phase 2
[JPhase 1 I

10-19 20-29 30-39 4049 50-59 60-69 70-79 B80-89 90+
Age decades (yrs)

APhase 1: Triage to ED admission
APhase 2: ED admission to first
diagnostic procedure

APhase 3: First to last diagnostic
procedure

APhase 4: Last diagnostic procedure

to hospitalization or discharge

Ross$ PPRilaJAESQB12]16t bt



Older Adults in the Emergency Department:

A Systematic Review of Patterns of Use, Adverse

Outcomes, and Effectiveness 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

AMore often present problems of medical nature

AHigher rate of adverse outcomes (i.e. ED return, functional decline,
hospitalization, death) in the 3-6 months after an ED index visit

ATheir ED diagnoses tend to be less accurate

AminzadetiF, Dalziell WB. Ann EmerigMed 2002
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(a) ib} el i) el
Number at Raturned Number of Episodes
Alive at Tied Hospitalized Riek aof
Beginning of during for Entire Return o Mean per Patient
Period® Period Period Pariod (a—al n (e'd) n ifiel
2-31 days 1,122 11 0 1,122 216 |1"EI.3| 260 1.25
32-61 days 1,111 16 12 1,099 134 12.2 160 1.1%
62-01 days 1,095 11 12 1,083 06 8.0 112 117
02-121 days 1,084 12 11 1,073 06 8.0 118 1.21
122-151 days 1,072 5 & 1,068 77 7.2 o0 117
162—-181 days 1,067 & b 1,062 o3 0.2 118 1.20
Total (& months) 1,122 &1 0 1,122 492 43.0 BET 1.76
MeCusked et al. Acad EmergMed 2000
25.0%
200% + |
ED diagnosis
150% 17 B Final diagnosis
10.0% 44
- I_I ’—I ’_I
O.ﬂff( T T T T T T |_. T T I_I_\ S P ' et al’
& > -~ o 2 o > i
N & \_\i‘? _ \'&\C’Q S &S O &F ,;;\C’\ Ann EmergMed 2010
. o - = Q0 s P o : &
OQ»‘“QJ c}{ﬂ.‘“‘ \“-;”\ ‘50;"” &\%'.‘\Q & Q&"} g}b s > Af‘} adaptedfrom
e ) " ~ e . _
=R & S & TS Lewis Vet al.
Q° o JGerontol A 2005
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F. Salvi + V. Morichi + A. Grilli « R. Giorgi + G. De Tommaso « P. Dessi-Fulgheri

The elderly in the emergency department: a critical review of problems
and solutions Intern Emerg Med (2007) 2:202-301

AThe€lderly in the EDiiscaddiagnesticchallenge

Disease presentations in the elderly:
A Classic

A Silent

A Pseudosilent

I- Weakness/fatigue

I~ Functional decline
I~ Falls/immobilization
I Incontinence

i Delirium

- ASSOocdriaid” cCcr i Si S O “Theresultsof your tests were negative. Get lost”




ATYPICAL FFRESENTATRONS

ASolo il 40% degli anziani segue la regola i1 sintomo = 1 malattiad
I~ IMA senza dolore toracico
I FA come sintomo di crisi tireotossica; iposodiemial/ipotiroidismo

I Astenia (deficit funzionale acuto) quale sintomo principale di
scompenso cardiaco, infezione (polmonite; sepsi)

I~ Sincope quale presentazione di embolia polmonare

18+
I:I'I=I‘-|:|:- I:I'|=I'-ﬂ:' - 437
16- :; | p< 0,001
14 -
18- 35
% 10- {n=25) E 30 -
S g 25° 21
B il e £ 20-
6~ =13} & 15-
b 10-
2= 5 -
D-Famuas'ws " Digesive  Impsired Delirium and/  Others 0 '
pnea igestive  Impai irium a .
ancifor fall symptoms/  general  or impaired Chest pain Atypical presentation
navsea  condtion  vigilance

GrosmaittreP et al. Arch Cardiovas®is 2013



ACUTE FUNCTTONAD BECLENE

A
Fever /_/_

N

Diagnosis of

: Haospital
urinary tract discharge
infection
T Urine culture
- T . Fal 2207 B Fever, dyspnoea Diagneosis of Preumaenia
Hé)spltal
IalmllssllolnlIIIIIIIIIIIIIIIII200'
o 3 &6 9 12 15 18 21
Hospital
Days | 180- - fisharge
1604 /
Chest radiegraph
1404
\Hosp'rtal 207 C Fal
admission 18
120 rrrrrrerrerrrrerrroerrrrerrrrerrid 16-
1 4 7 10 13 16192225283_'4
Days Hospital
127 Hospital Dyspnoeaﬂ-r""t' \diso arge
10 | admission
B4 Tinetti not applicakle Diagnosis
6 Hypoxemia AECOFD
44 Chest radiograph
2
|:]IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII
o &6 12 18 24 30 36 42 48 54 BO 66
Days

Bellelli G et al. Aging ClinExpRes2012



Patients Presenting to the Emergency
Department With Non-specific Complaints:
The Basel Non-specific Complaints (BANC) Study

Patients presenting with an EST 2-3

E list of specific chief complaints:
Pain (chest, abdominal, head, leg, joint, back)
Dryspnea, cough

Weakness lecalized, stroke-like symptoms
Swollen extrematy {leg, arm)

Diarrhea

Drysuria

GCS score = 14, confusion, intoxication, seizure
Bleeding (e.g. GI, lung)

Syncope

Anxiety, psychotic symptoms, suicidal ideation
Skin lesion, allergic skin reaction

Fever

Wertigo

Palpitations

Nausca with vomiting

Trauma

]

b

Is there a chief complaint after the initial
assessment (history, physical examination,
ECG reading) leading to a standardized YES

work-up or treatment?
v
Wital signs out of 4>| YES |—>| Exclusion |
range Y
After initial assessment, can you establish YES

aworking diagnosis with sufficient
certainty?

Inclusion
e —

Non-serious Condition
Serious Condition

—

Generalized weakness | _ p=0.05
Fealing exhausted I:_ p=0.12
recenttal | [N p=0.32

Gait disturbance I:- p=0.01
Tired or sleepy I:- p= 0.64
Caonfuzsion [:- p=0.75

Lack of appefite _ p<0.01
Dizziness | [ p=0.6
nNausea | [ p=0.12

Diffuse pain I:. p=0.2

T T T T
50 100 150 200

Mumber serious and non-serous conditions

NemecM et al. AcatiEmergMed 2010




DELIRTUM

Prevalence (%)* Incidence (%)* Outcomes (adjusted RRT)

Surgical 3
Cardiac = 11-46 Cognitive dysfunction 1.7; i =
functional decline 1.9 H °
Mon-cardiac - 13-50 Functional decline 2.1; g o |
cognitive dysfunction 1.6 |
Orthopaadic 17 12-51 Demeantia or cognitive £ 3 -
dysfunction 6-4-41-2; S 7
admission to institution 5.6 S Ko Dl
Medical [ S S S S A )
General medical 18-35 11-14 Mortality 1.5-1.6; . Days After Enrolment
functional decline 1.5 NoDoldam 520 a0 o - s s 471
Old age medicine 25 20-29 Falls 1.3; mortality 1.9;
admission to institution 2.5
Intensive care 7-50 19-82 Mortality 1-4-13.0; g -
longer length of stay 1.4-2.1; 2
extended mechanical f s
ventilation 8.6 g 7
Stroke - 10-27 Mortality 2-0; any of increased § :
length of stay, functional £ 3+
Impa'lrrnent or dEﬁth 21 % ] Mon-Nursing Home Nursing Home
. e . s 7 No Delirium No Delirium
Dementia 18 Ch Cognitive decline 1-6-3-1; S A Delirum Delirom
admission to an institution 9-3; ‘ % A % P N
mc:urtaht:,- G4 No. a Risk Days After Enroliment
Nen-Nursing Home
Palliative care, cancer A7 b v f4 “ by o
Nursing Home
Mursing home or postacute care 1 20-22 Mortality 4.9 ”323112:2 = = « “ =
Emergency department -7 - Mortality 1.7

Inouye S et al. Lancet 2014 Han JH et al. Ann Emerg Med 2010



DELIRIUM: CAUSE

- Farmaci

- Ritenzionefecalee/o urinaria

- Infezione(polmoniteed IVU)

- Malattie endocrinemetaboliche
Ipo/iperglicemia
Ipo/ipertiroidismo
Insufficienzaenale/epatica
squilibriidro-elettrolitici

- Malattie cardiovascolari
iInfarto miocardico
scompenseardiaco
aritmie
emboliapolmonare

Cause meno.comuni

- Alcool (abuso 0 astinenza)
- Ictus

- Ematomasubdurale

- Neoplasie (cerebrali)

Cause rare

- Anemia

- Malnutrizione

- Trauma cranico
- Epilessia



CAUSE: AMCRONMNIMNMI

atrogenic (drugs) Drugs Vascular
Environment Infections
nfections
Low oxygen Nutrition
njury (trauma) Infections Drugs
llness exacerbation Ritention Injury (trauma)

_ _ Ischemia Cardiac
nconsistent environment

Undernutrition Autoimmune
nconsistent caregiver

Metabolic Tumors

S patient depressed? Subdural haematoma Endocrine




F. Salvi + V. Morichi + A. Grilli + R. Giorgi + G. De Tommaso « P. Dessi-Fulgheri

The elderly in the emergency department: a critical review of problems
a“d SOIutions [ntern Emerg Med (2007) 2:292-301

ATheelderly in the EDiiscaddiaghaestic.challenge
- Atypical’presentations
- Dehrium
APolyphiarmacy
- AdverseiDrug/Reactions/{APR)
- [nappropriate: prescriptions



AGE & /ADR

Figure. Estimated Annual Incidence of Adverse Drug Events Treated in US Emergency
Departments

107

L T

0

et 1000 Individuals

0 5 10 15 20 25 20 35 40 45 50 55 60 685 70 75 BO 85 =00
Fatient Age, v

Estimataed Annual Inddencs

The estimated annual population rate of adverse drug events (dotted line) is 2.4 per 1000 (95% confidence
interval, 1.7-3.0). Error bars represent 95% confidence intervals. Data are from the 2004- 2005 Mational Elec-

tronic Injury Surveillance System—-Cooperative Adverse Drug Event Surveillance project.

Budnitz DS et al. JAMA 2006



MORE FREQUENTILY | IMPLIED DRUGS

Drugs classes more frequently involved are:

- NSAIDs / Anticoagulants - Antibiotics

- Hypoglycemics (oral or insulin) - Diuretics

- B-blockers & CCB - BDZ, a-H1

Most commonly implicated medications+

Warfarin 254 17.3 (12.7-21.9)
Insulin G616 12.0 (8. 4-16.6)
Aspirin 232 5.7 (3.3-8.2)
Clopidogrel 173 4.7 (1.5-7.9)%
D gooocin 1320 3.2 (1.6-4.7)
Metformin 103 2301.4-3.2)
Glyburde 98 2.2 (0.9-3.5)
Acetaminophen—hydrocodone Ja 1.7 (1.0-2.5)
Fhenytoin 78 1.5 (0.8-2.2)
Glipzide &7 1.5 (0.8-2.1)
Lewvofloxacin G 1.4 (1.1-1.8)
Lisinoprl 62 1.4 (0.8-2.0)
Trmethoprim—sulfamethoxazole 52 1.2 (0.89-1.7)
Furosemide 48 1.2 (0.6-1.8)

Budnitz DS et al. Ann Intern Med 2007



ADR & POTHENTEALLY
INAFPROPRIAMEE MAEDICATIONS

AADR represent 10-16% of the ED visits of elderly patients, but the
diagnosis is correctly done only in 50% of the cases

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

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

Table 3. Muluvanate Predictors of Inappropriate Medicanon Admimstranon m Elderly Emergency Departmemt (ED)
Panents, 1992-2000

Rate per 1,000 ED

Charmcteristic Visits (95% CI) Odds Ratio 95% Cl P-value
Mumber of medications received in ED
0-1 43 (37=-50) 1 Referent
2-3 205 (185-226) 6.0 53-6.7 < .001
46 244 (219-270) B1 7.2-9.2 < .001

Caterino JM et al. JAGS 2004



F. Salvi « V. Morichi + A. Grilli « R. Giorgi + G. De Tommaso « P. Dessi-Fulgheri

The elderly in the emergency department: a critical review of problems
a“d so'“tions [ntern Emerg Med (2007) 2:292-301

ATheelderly in the EDiiscadiaghaestic challenge
- Atypical’presentations
I~ Delirium
APolyphiarmacy
i- ADR
- [Inappropriate: prescriptions
ACognitive assessment
AFunctional assessment



Un certo grado di deterioramento cognitivo € presente nel 15-40% degli
ultraé5enni in PS (specie se >80 anni e/o istituzionalizzati), ma viene
riconosciuto solo nel 27-50% dei casi, con implicazioninel | 6accur
del | 6 an dumdedrsmge, ritardo in diagnosi/terapia) e comprensione

delle indicazioni fornite alla dimissione

Lo stato funzionale viene pressoché ignorato (75% casi), eppure:
i il sono disabili in almeno una IADL o BADL
I soltanto il 22% e completamente indipendente in tutte le ADL

T 1l 74% afferma che il declino funzionaled al | 0 densimtomoeé stato

determinante nella decisione di ricorrere al PS

I il 28% non sarebbe in grado di badare a sé stesso a domicilio: il 20%

viene dimesso ugualmente

Hustey FM et al. Ann Emerg Med 2002
Wilber ST et al. Acad Emerg Med 2006



