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Learning objectives 

Recognise the aging milieu 

 

The approach to the aged patient  
 Physical 

 Mental (often but not always) 

 Social 

 

A few specifics of elderly care 

 

Put some of these into practice with a few cases 

 
 

Refer to ED lecture series and self directed 

workbooks 



Introduction 

 Why is this a separate topic? 

 Proportion of elderly to ED is increasing 

 They do not follow ‘the rules’ 

 Symptoms less clear 

 Complications more likely 

 Mortality much higher 

 

 

 

 



What is aging? 

 



What is aging? 

‘Ageing is a progressive physiological process 

that is characterised by degeneration of organ 

systems and tissues with consequent loss of 

functional reserve of these systems.’ 

Dr Reena Hacking, 

Dr Dominic O’Connor, 

Anaesthesia UK, 2006 



The future 

Globally, the proportion of older people is growing faster 

than any other age group. In 2000 one in ten, or about 600 

million, people were 60 years or older. By 2025, this figure 

is expected to reach 1.2 billion people.  

Moreover, life expectancy at birth has increased globally 

from 48 years in 1955 to 65 in 1995, and is projected to 

reach 73 in 2025.  

By 2050, people over 80 years old are expected to account 

for 4% of world’s population, up from 1% today. 

 
http://www.who.int/ageing/publications/Hutton_report_small.pdf 

 



The Merck Manual 2006 

 14.5% of ED visits ≥ 65 yr1.  

 65% of people admitted to hospital are over 

65 years old2  

 Elderly patients tend to be sicker1: 

 >40% of ED elderly patients are admitted  

 6% go to intensive care units 

 50% are prescribed new drugs 

 
1. http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elderly/hospital_c

are_and_the_elderly.html#v1135701 

2. Emerg Med J 2013;30:88 doi:10.1136/emermed-2012-201997 Editorial - On the edge. Geoffrey 

Hughes 

http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elderly/hospital_care_and_the_elderly.html#v1135701
http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elderly/hospital_care_and_the_elderly.html#v1135701


The problems after ED 

 High subsequent re-admission rate (20% - 

?period)  

J. Acc and Emerg. Med 1996; 13:256-257 

 

 >50% of attendees to ED >65 years old will have 

increased dependency 

Archives of EM, 1984;1:205-213 



What we will explore 

 Physiology of the elderly 

 What is ‘normal’ 

 Physiological reserve 

 Assessment 

 Co-morbidity 

 Poly-pharmacy 

 Treatment and End of Life decisions and 

discussions 

Social issues 

 



Physiology 



The geography problem 

 

“The farther you get from your 21st birthday 

the more likely there is to be a problem . . .” 



Respiratory 

Approximate values for   Effect of  

70 Kg 40 y/o male    advancing age 

(Litres)     

 

TLC   6.0   Reduced 

FVC   4.5   Reduced 

      (4.0 aged 70) 

FEV1   4.0   Reduced 

      (3.0 aged 70) 

RV   1.5   Increased 

FRC   2.5   Unchanged  



Respiratory 

 Airway elasticity reduced  

 Closing capacity may encroach on normal tidal 

volumes 

 Upper airway obstruction 

 Cervical Spine mobility decreased 

 Loss of teeth affects airway support 

 

 PaO2=100 - (age/4) mmHg 

 



Cardiovascular 

 CO falls 3 per cent/year 

 Vasculature decreased elasticity 

 LV strain 

 Deteriorating conduction system 

 AF, varying degrees of block 

 AF – reduces CO by 30% 

 Fast AF even more severe 

 Cumulative ischaemic events 



Cardiovascular 

 Reduced autonomic homeostasis 

 Inability to respond to low BP 

 Reduced cardiac adrenergic receptors 

 Do not respond to vasopressors 

 Valvular disease 

 Aortic stenosis (western) 

 Mitral rheumatic (3rd world) 

 



Renal 

 eGFR reduces 1% per geography year 

 Cumulative deterioration  

 Renal artery stenosis 

 Diabetic nephropathy 

 Obstructive nephropathy (e.g. prostatic 

hypertrophy) 

 Nephrotoxic drugs 

 NSAIDS  

 ACE-I 

 Dehydration 



Neurological 

 30% reduction in brain mass by age 80-yrs-

old 

 Cumulative insults 

 Atrophy 

 

 Cognitive decline 

 Risk to wellbeing (injury, medication, 

comprehension of instruction)  

 Multifactorial causes 

 

 



Musculoskeletal 

 Osteo-arthritis 

 Osteoporosis 

 Vertebral collapse 

 Loss of muscle mass 

 5% muscle strength per day in hospital 

 



Consequence 

 Of patients >65 years old: 

 85% have one chronic disease 

 30% have >3 chronic diseases 

 loss of physiological reserve 

 Reduced ability to recover 

 Susceptibility to complications 

 Atelectasis during operations 

 Increased hemorrhage in stroke thrombolysis 

 Increased mortality and morbidity 



Pneumonia 

 50x increased incidence in residential care 

 May present as abdominal pain 

 CURB 65 



Other issues 

 Fragile skin 

 Tears  

 Bed sores 

 

 Drug pharmacokinetics 

 Relatively high adipose fraction 

 Lower blood protein 

 MAC (6 % reduction per decade)  

 Slower metabolism (1%  decline per year after 30) 



In ED 

 Lower rates of intensive therapy 

 Meals and medication missed 

 Parkinsonian drugs especially  

 Environment confusing and uncomfortable 

 Delayed discharges to ward 

 Longer stays overall 

 



Assessing the elderly 

 Communication difficulties 

 Talk to patient first 

 If possible, talk to patient alone 

 Formal, respectful approach 

 Optomise your environment for consult 

 Stay near middle of field of vision 

 Do not ‘assume’ 

 

 Histories from multiple collateral sources 



Assessing the elderly 

 The ‘elderly RWC’ 

 FBC    CXR 

 U&E    ECG 

 Urine dip   Postural BPs 

 Low threshold for CT head especially if 

warfarinised  

 Mobility need to be assessed 



Presentation to ED 

 Non-specific presentations 

 Falls – 69% of >80y.o. attendances  
J. Acc and Emerg. Med 1996; 13:256-257 

 MI manifests as chest pain in < 50% of patients > 

80 yr 

 Non-localising abdominal pain may represent 

serious intra-abdominal pathology 

 Beware renal colic in the elderly (AAA) 

 ‘The organs of the aged do not cry’ 

 Probe history and examine thouroughly 



Falls 

 primary cause of injury for adults aged ≥65 

 

 35% of people >65 yrs known to fall each 

year 

 

 60% of falls attended by ambulance are 

taken to ED 



Falls 

 Often classified as ‘simple mechanical’ 

 

 Often occur in familiar environment 

 

 Likely to represent functional decline 

 

 If patient or witness unable to give clear 

account of mechanism – consider syncope  



Syncope 

 Often multifactorial 

 Assess (in addition to full history) 

 pre-syncopal symptoms 

 medication 

 recovery 

 If no ongoing instability, treated pts can often 

go home (if safe at home)  

 ‘Rules’ for syncope admission often over 

inclusive (e.g. all over 70 years old) 

 

 



Syncope 

 Altered mental status caused by transient 

interruption or decrease in cerebral blood 

flow 

 Morbidity/mortality higher than in younger 

people 



Syncope 

 Cardiogenic 

 NSTEMI (may be result of syncopal 
episode) 

 Stokes-Adams attack 

 Tachyarrhythmias 

 Bradyarrhythmias 

 Sick sinus syndrome 

 Beta blocking agents 



Syncope 

 Seizure disorders 

 Vasomotor depression 

 Diabetic neuropathy 

 Antihypertensive agents 

 Vasodilators 

 Diuretics 



Syncope 

 Consider volume depletion 

 Depressed thirst/inadequate fluid intake 

 Occult bleeding 

 

 TIAs very rarely causes LOC – has to 

affect brainstem (basi-vertebral) 

 

 Troponin indicator of outcome 



Seizures 

 All first time seizures in geriatric 

population are danger sign 

 CT head mandatory 

 High probability of hemorrhage 



Adverse drug reactions 

New Engl J Med (2011;365:2002–12)  

‘most emergency hospitalisations for 

recognised adverse drug events in older adults 

resulted from a few commonly used 

medications, with the four most implicated 

being warfarin, insulin, oral hypoglycaemic 

and oral antiplatelet agents.’ 



Polypharmacy 

 25% of prescription drug use is by people 

>65 

 

 Physiological changes/ability to compensate 

 

 Compliance 

 Own/other medication 

 Confusion when doses or regime changed 



Warfarin 

 In patients with AF an INR <2.0 results in a 

significantly higher risk of embolic stroke—

without the expected reduction of the risk of 

hemorrhagic stroke 

 Greater fluctuations in INR than younger 

patients 

 



Warfarinising the >75 with AF 



Warfarinising the >75 with AF 



Head injury 

 NICE guidelines (UK) 

http://www.nice.org.uk/nicemedia/live/11836/36257/36257.pdf 



Head injury 

 NICE guidelines (UK) 

http://www.nice.org.uk/nicemedia/live/11836/36257/36257.pdf 

Up to 30% of patients 

without this but on 

warfarin will have 

evidence of an 

intracranial bleed 



Unexpected complications . . . 



Tetanus immunisation 



Ethical considerations 

 Withholding treatment 

 When to stop a resuscitation 

 ‘DNRs’/advanced directives 

 Clarity of documentation 

 How do we broach the subject with patients 

and families?  



Emerg Med J 2011;28:507-512 doi:10.1136/emj.2010.095067 

The sepsis six and the severe sepsis resuscitation bundle: a 

prospective observational cohort study 
Ron Daniels1, Tim Nutbeam2, Georgina McNamara1, Clare Galvin1 

‘the younger patients (possibly more likely to 

survive) were more likely to receive EGDT. 

However, the elderly were just as likely to 

receive the other bundles . . . ’ 

 

 

Your thoughts on this please 



But what if you survive? 

Bring out yer’ 

dead! 

I don’t want to 

go on the cart! 

Don’t be 

such a baby 

I want to go 

for a walk . . 

. 



Avoiding ED or admission 

 Discharge coordination 

 Knowledge of system and alternatives to acute 

hospital admission 

 Liaison with other organisations 

 Access to GP or other clinics 

 Education of long term residential staff 

 



Relax for 15 . . . 



After the break 

Cases  

 Ethical dilemmas and strategy 

 

 Clinical cases 



Ethical considerations 

 Withholding treatment 

 When to stop a resuscitation 

 ‘DNRs’/advanced directives 

 Clarity of documentation 

 How do we broach the subject with patients 

and families?  



Ethical considerations 

 Withholding treatment 

 When to stop a resuscitation 

 ‘DNRs’/advanced directives 

 How do we broach the subject with patients 

and families?  



Emerg Med J 2012;29:720-724 doi:10.1136/emermed-2011-200287 

Emergency clinicians' attitudes and decisions in patient scenarios 

involving advance directives 
Rebecca E Wong, Tracey J Weiland, George A Jelinek (St Vincent’s, Melbourne) 

 In each of the following scenarios you have 

three choices: 

 

 Palliation 

 

 Limited treatment 

 

 Commence Full treatment 



Emerg Med J 2012;29:720-724 doi:10.1136/emermed-2011-200287 

Emergency clinicians' attitudes and decisions in patient scenarios 

involving advance directives 
Rebecca E Wong, Tracey J Weiland, George A Jelinek (St Vincent’s, Melbourne) 

 Scenario 1: a 75-year-old patient with 

major trauma 

 Recent MEPA (advanced directive) for no 

resuscitation 

 Scenario 2: an 85-year-old nursing-home 

resident with dementia, cancer and sepsis 

 Active directive for full treatment 

 Scenario 3: a 65-year-old man with 

prostate cancer and respiratory distress 

“Just let me die” 



Emerg Med J 2012;29:720-724 doi:10.1136/emermed-2011-200287 

Emergency clinicians' attitudes and decisions in patient scenarios 

involving advance directives 
Rebecca E Wong, Tracey J Weiland, George A Jelinek (St Vincent’s, Melbourne) 
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major trauma 

 Recent MEPA (advanced directive) for no 

resuscitation 

 Scenario 2: an 85-year-old nursing-home 

resident with dementia, cancer and sepsis 

 Active directive for full treatment 

 Scenario 3: a 65-year-old man with 

prostate cancer and respiratory distress 

 “Just let me die” 
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 Active directive for full treatment 

 Scenario 3: a 65-year-old man with 
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prostate cancer and respiratory distress 

 “Just let me die” 



Emerg Med J 2012;29:720-724 doi:10.1136/emermed-2011-200287 

Emergency clinicians' attitudes and decisions in patient scenarios 

involving advance directives 
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 Scenario 1: a 75-year-old patient with 

major trauma 
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 Active directive for full treatment 
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 “Just let me die” 



Ethical considerations 

 Withholding treatment 

 When to stop a resuscitation 

 ‘DNRs’/advanced directives 

 How do we broach the subject with patients 

and families?  



89 y.o. male 

 Off plane from NZ 

 Seen to become confused/LOC during flight 

 Reviewed by paramedics in airport – ‘I’m 

completely well’ 

 Stoical and insistent he leaves with family 



In Ballarat 

 Fall in garden of family 

 Facial injury 

 No LOC 

 Feels well and wants to go home to see 

family 

WHAT DO YOU DO? 



What we did . . . 

 HR 50bpm 

 BP 142/65mmHg 

 ECG -  



 FBC – Hb 12.2, WCC 9.6, Plt 129 

 U&E – Na 137, K 4.9, Ur 11.8, Cr 122 

 Consider 

 Postural BPs 

 Urine dip 

 Full neurological examination 

 



Drug history 



Medication review 

 Inhibace 

 cilazapril (ACE-Inhibitor) 

 Hydrochlorothiazide (Thiazide diuretic) 

 Diltiazem CD 

 Dose range 240mg to 360mg daily  

 Metopralol  

 Dose range 25mg to 100mg daily 

 



Discharge 

 No CT head 

 

 Advised to increase water intake 

 

 Stop Metopralol 

 

 GP review 



75 y.o. female 

 18 hours of non-specific abdominal pain 

 

 Colicky 

 

 Not associated with any other symptoms 

 

 Slightly reduced appetite 



AXR 



Bloods 

 Hb 11.2, WCC 7.8, Plt 202 

 

 Na 136, K 3.5, Ur 10, Cr 110 

 

 CRP 12 

 

 Urine dip - NAD 

 

 



CT abdomen 
TECHNIQUE: Post-oral and intravenous contrast-enhanced CT abdominal 

scan has been performed from the lung bases down to the level of the lesser 

trochanters. 

FINDINGS: The appendix is thickened, measuring up to 10.0mm in 

diameter. It is located retrocaecally and is associated with mesenteric fat 

stranding. No evidence of extraluminal gas or fluid collection to suggest an 

appendicular abscess. 

There are at least four large faceted calcified gall stones within the gall bladder. 

The gall bladder is not thickened. 

There are no inflammatory changes around the gall bladder. 

The remaining intraabdominal organs are normal. Small and large bowel loops 

are normal. The bladder is moderately distended. The lung bases are normal. 

No suspicious bony lesions. 

 

CONCLUSION: The appearances are in keeping with acute appendicitis, with 

no evidence of perforation or abscess identified. 

 



Summary 



Resources 

 http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elder

ly/hospital_care_and_the_elderly.html#v1135701 

 

 http://lifeinthefastlane.com 

 

 EMJ archive 

http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elderly/hospital_care_and_the_elderly.html#v1135701
http://www.merckmanuals.com/professional/geriatrics/provision_of_care_to_the_elderly/hospital_care_and_the_elderly.html#v1135701
http://lifeinthefastlane.com

