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• Paziente di sesso femminile, 75 anni

• Nefrite in età giovanile

• Cardiopatia ipertensiva da molti anni

• Episodio di ischemia cerebrale transitoria circa 10 anni addietro

• Insorgenza di stato confusionale acuto al proprio domicilio per cui 
viene condotta in Pronto Soccorso. Al momento della valutazione 
iniziale la sintomatologia si è già risolta e la paziente riferisce solo 
parestesie all’arto inferiore dx.



• In PS PA 140/80, FC 78, SaO2 98%

• Valutazione obiettiva generale sostanzialmente negativa

• Valutazione obiettiva neurologica sostanzialmente negativa

• TC encefalo: modesta ipodensità della sostanza bianca 
periventricolare, modesta atrofia, calcificazioni a carico dei sifoni 
carotidei e dell’arteria vertebrale dx

• La paziente viene ricoverata in Geriatria



• Il giorno successivo al ricovero comparsa improvvisa di dolore ed 
edema progressivamente ingravescente all’arto inferiore dx.

• Eco-color-doppler vascolare: trombosi della vena femorale comune 
estesa caudalmente fino alla vena poplitea













Infections

Infectious source is not identified in 

one-third of the older patients

Frail older adults with significant UTIs 

are more likely to present with 

delirium than urinary symptoms.

The additional challenge in this 

setting is avoiding unnecessary use 

of antibiotics

UTI is difficult to diagnose accurately

in the ED due to frequent absence of 

urinary symptoms

Serious acute infectious disease is 

both more common and deadly in 

older adults.

Immune senescence, medications, 

cognitive impairment, and preexisting

conditions complicate rapid detection

The classic findings of fever, 

respiratory or urinary tract symptoms, 

vital sign abnormalities, and 

increased white blood cell count are 

not reliably present

65% of ED patients diagnosed with 

sepsis are over 65 years old and 

septic shock has 30% to 50% higher 

mortality in older adults



Infections



The most commonly used disease severity scores are inappropriate for risk 
stratification of older emergency department sepsis patients: an 
observational multi-centre study



Peptic ulcer

Among patients over 60 years 
old with endoscopically proved 

peptic ulcer disease,
35% report no abdominal pain.

Appendicitis

Among older adults with 
appendicitis, 25% have no 
right lower quadrant pain.

Ruptured abdominal 
aortic aneurysm

Fewer than 50% of older patients with 
ruptured abdominal aortic aneurysm 
present with the classic combination 
of hypotension, abdominal pain, and 

palpable abdominal mass

Abdominal pain

35% 25% 50%

A conscientious approach to older adults with abdominal pain 

includes a high index of suspicion for severe disease, a broad 

differential, risk stratification based on severity of presentation and 

acute change from baseline, and consideration of factors conferring

increased risk.





• Symptoms are often unreliable with acute myocardial infarction; only 50% of 
patients 65 years old to 75 years old and 40% over 80 years old complain of chest 
pain. 

• Instead, older adults present with shortness of breath (49%), diaphoresis (26%), 
nausea and vomiting (24%), syncope (19%), and delirium (5%). 

• Diagnostic tests are insensitive and nonspecific due to chronic electrocardiogram 
abnormalities and nonischemic elevations of cardiac biomarkers.

• Other conditions in the chest pain differential also present atypically in older 
adults:
• Pulmonary embolus, for example, is less likely to present with shortness of breath or pleuritic 

chest pain. Furthermore, the specificity of D-dimer drops significantly with age, to less than 
5% over 80 years old. 

• Secondary spontaneous pneumothorax mimics symptoms of underlying chronic obstructive 
pulmonary disease (COPD), and rapid diagnosis with physical examination and radiography is 
complicated by chronic fibrous and bullous changes.

Chest pain



Chest pain





Conclusioni
• Older patients in the ED can be considered to represent a distinct population, one 

for whom the usual body-part and body-system approaches of emergency 
medicine do not produce a fulsome assessment. 

• The usual 1 patient/1 problem approach frequently fails the clinician when faced 
with patients with several different active problems at the same time, including 
psychosocial and cognitive and functional problems, which have an impact on 
assessment and disposition. 

• Acknowledge the principal domains of geriatric emergency medicine—cognitive 
impairment, atypical presentations of disease, functional assessment, medication 
management, trauma and falls, and end-of-life care. 

• Having a standardized, organized way to think about those commonalities—an 
approach—will have a significant impact on both the quality of care a patient 
receives and efficiency of the EP’s and department’s work flow.


