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 Introduction

The rapidly aging population is now shifting the 
focus of healthcare. As the population lives lon-
ger, a greater percentage of individuals are living 
longer, more active, and subsequently at more of a 
risk to suffer from a traumatic injury. This means 
that more older persons are at risk to fall down 
and fracture a hip and suffer from a subdural 
hematoma and more at risk to be struck in a cross-
walk and suffer from multiple trauma. Injuries in 
the geriatric population presenting to the emer-
gency department (ED) are undergoing a change 
in presentations and complexity. Geriatric trauma 
is increasing both in absolute number and propor-
tion of annual trauma admissions, with admis-

sions in level I and II trauma centers up from 23% 
in 2003 to 30% in 2009 [1]. The geriatric trauma 
patient is three to five times more likely to die 
from trauma than a younger patient who sustains 
a similar mechanism of injury [2, 3].

As the number of elderly patients continues to 
grow, the healthcare system will need to embrace 
the challenges of caring for older adults [4]. 
Certainly there exists some major differences in 
mechanisms of injurious forces suffered by older 
patients compared to 18–25-year-old counter-
parts, as well as patient tolerance for injury with 
resultant trauma. Blunt trauma is overwhelmingly 
the predominant mechanism of injury for geriatric 
patients. Enhanced care means increased vigi-
lance for recognizing preinjury health issues and 
risks for increased morbidities and mortalities in 
these patients. It is therefore imperative that emer-
gency physicians are able to be prepared to care 
for these individuals who oftentimes have com-
plex medical conditions, arrive with atypical pre-
sentations that can obscure the diagnostic process, 
and require special needs during their visit. Rapid 
early intervention for medical complexities is 
important as older populations tend to have worse 
outcomes than their younger counterparts [2, 5]. 
This chapter explores these evolving management 
models within the context of contemporary emer-
gency care for geriatric adults.

Historically, the traditional emergency care 
model has been used in the diagnostic process in 
the care for geriatric patient. This model focuses 
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on a linear and therapeutic medical decision 
making. While this can be useful in younger indi-
vidual who comes into the emergency room, it is 
ineffective for an older emergency or trauma 
patient. The geriatric emergency care model is 
multifactorial and incorporates essential ele-
ments of older adult well-being including social 
isolation, transportation limitations, fixed 
incomes, cognitive status, and functional disabil-
ity (Fig. 5.1) [1, 6].

 Role of the ED Doctor 
in the Prehospital and Hospital 
Triage

The role of the emergency physician in prehospi-
tal care of the acutely injured patient has changed 
markedly in the past decade with increased role 
and responsibility as surgeon coverage in trauma 
has also changed. The idea that only a surgeon 
can adequately assess an injured patient is over. 
Now in this age of mostly nonoperative manage-
ment of nonorthopedic injuries, the emergency 
department assessment has proven most valuable 
in optimal resource allocation with apparently 
similar outcomes. The initial evaluation of trauma 
starts with discussing triage with prehospital pro-
viders. Emergency physicians have always served 

as leaders in EMS care and their expertise in tri-
age is well documented [7, 8].

Emergency physicians are the first line of care 
for the majority of patients presenting to the 
 hospital. Even when sent from an office for medi-
cal clearance; the judgement for patient stability 
is attained through ED screening. Decisions on 
trauma center activation also rest with a discus-
sion between the emergency medical services 
(EMS) and emergency physician in order to 
decide whether a patient is triaged to trauma or 
can be sent to the emergency department.

The current American College of Surgeons’ 
Committee on Trauma guidelines recommend 
that all injured patients aged 55 years and older 
should be considered for transfer to a trauma 
center as a special consideration [9]. There is 
little current support in the literature for age, 
alone, to upgrade trauma patients and this semi-
arbitrary number needs to be amended. The tri-
age rule, to send all patients with advanced age, 
has not been found statistically correct [10, 11]. 
The problem with this data is that it is not inde-
pendent of other factors such as preexisting dis-
ease, medication (especially those affecting 
platelets and coagulation), and decreased men-
tal capacity and level of self-care. The ability to 
ascertain such information, prehospital, at the 
scene or en route, is most difficult. The reliabil-
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ity of such information, from an injured patient 
or rarely bystander/family member, is not a rea-
sonable expectation.

More recent research has failed to find that 
enhanced consideration of age 55 years of age 
results in reduced mortality with an unaccept-
able rate of over-triage to trauma centers [10, 
12]. Age alone, as secondary triage criteria, 
needs reconsideration without physiologic or 
serious mechanism of injury findings. There are 
trauma attendings that believe that over-triage 
rates approaching 30–35% are acceptable to pre-
vent increased death or disability and that it must 
be increased for geriatric trauma patients [13]. 
Trauma team activation must account for a lack 
of a clear history of events and understanding of 
the injury mechanism. Early over-triage often 
occurs because injury mechanism or initial 
assessment appears to warrant trauma center 
evaluation. It is well understood that older 
patients have lower physiologic reserve and 
delay in injury detection is linked to worse out-
comes [14, 15].

Use of prehospital predictors such as Revised 
Trauma Score function poorly for geriatric 
patients and yet not enough treating emergency 
physicians and trauma surgeons recognize this 
fact. New reports using systolic blood pressure 
criteria in the National Trauma Triage Protocol 
for geriatric trauma “110 (SBP in mmHG) is the 
new 90” are vital to improving care of geriatric 
patients [16]. These added “considerations” 
require more time and thought on part of 
EMS. More widespread teaching of early shock 
markers in geriatric patients is needed. These 
include narrowing of the pulse pressure, higher 
“normal” resting heart rates and blood pressures, 
and less physiologic reserve as well as less toler-
ance of the usual 2.0 L of IV fluid bolus resusci-
tation in patients with increased rates of renal 
and cardiac dysfunction [16]. Shock Index (SI) 
is an accurate and specific predictor of morbidity 
and mortality in geriatric trauma patients. It is 
not part of usual triage at this time but has been 
found superior to heart rate and systolic blood 
pressure for predicting mortality in geriatric 
trauma patients. A value (SI = HR/SBP) greater 
than or equal to 1 should be transferred to a 
Level 1 trauma center [17].

Additionally rapid neurological assessment 
with Glasgow Coma Score (GCS) also requires 
some modification for prehospital decision mak-
ing in geriatric patients. Changing the EMS 
trauma triage cutoff for elders from GCS 13 to 
GCS 14 results in improved sensitivity for clini-
cally relevant outcomes. In injured elders, with 
GCS 14 have greater odds of mortality and TBI 
than younger adults with GCS 13 [18].

EP are best positioned to retrain or at least 
reorient prehospital providers. They must make 
quick determinations in the department if geriat-
ric patients at greatest risk for occult injuries 
need early enhanced care approach; that can only 
be received from a trauma team activation. 
Geriatric patients often with minor mechanisms 
may require ED upgrade for higher risk injuries 
such as hip and pelvic fractures and likely TBI.

Information of prescription drug use is not 
known prehospital. Therefore, patients at 
increased risk from medication with antiplatelet 
or anticoagulants suffer delayed intervention. 
Preexisting disease states often require trauma 
center triage and the ED is better equipped and 
experienced to serve as a better arbiter to decide 
on trauma team activation with enhanced rapid 
diagnosis and treatment of such injury.

It is extremely common for EMS to under- 
triage geriatric injuries, usually nonvertical fall 
from standing and low-speed vehicular crash 
which account for majority of geriatric trauma 
mechanisms [12, 19–21]. Due to preexisting 
injuries, lower bone densities, and greater rates of 
anticoagulant and antiplatelet medications more 
injuries result from low-force trauma [22]. 
Accurately describing injuries in geriatric 
patients rarely is fully available prehospital. An 
abundance of evidence describes that injured 
geriatric patients are less likely to be appropri-
ately triaged for initial care at trauma centers 
despite the fact that the risk for adverse, postin-
jury outcome is more likely due to limits of 
patient comorbidities, and cardiovascular reserve 
as well as “general frailty” [12, 20, 21].

The study of the Maryland system found that 
among over 26,000 patients, under-triage was 
found increased among geriatric patients (>65 
years) compared to younger patients 50% versus 
17.8%, p < 0.001, respectively [20]. There clearly 
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is a discoverable bias against elderly receiving 
transport to higher trauma center level. The reason 
includes EMS provider bias, due to beliefs they 
possess for poorer geriatric patients outcomes 
[23]. Too often decisions are made that older 
patients fail to survive many complex injuries and 
may be under-triaged. However, the opposite is 
actually true, where the majority of geriatric 
trauma victims return to independent living [24].

 Diagnostic and Therapeutic 
Decision Making in the ED 
for Geriatric Trauma

Care of the whole patient, especially the chroni-
cally ill, geriatric patient, is likely outside the 
norm for most trauma attendings and their trauma 
team. The ED is more used to such complicated, 
multisystem medical failures. The determination 
of what caused the trauma and obtaining pre- 
event status is valuable and can alter treatment 
decisions. This precipitating medical event in 
older trauma patients will complicate assessment, 
response to treatment, and outcome. This problem 
in geriatric trauma requires treating physicians to 
assess initially for traumatic injury but also be 
well aware of possible medical conditions that 
may also need treatment that caused or at least 
contributed to the traumatic injury. Hypoglycemia, 
stroke, or seizure while driving may mimic a TBI 
and needed intervention delayed [24].

Does a fall and hip fracture require a trauma 
center evaluation? An intertrochanteric fracture 
from a fall alone is an ISS of 9 and if there is 
another abrasion or injury we now are pushing 
double digits in a patient likely with significant 
comorbidities and older age, would rapid evalua-
tion and earlier operative clearance and resuscita-
tion improve outcome? This question has been 
addressed by having designated geriatric teams 
care for such patients routinely in the ED. There 
are many evidence-based reports of success and 
improved care with shorter hospital days and 
fewer complications when the patients were admit-
ted in the past, under orthopedic teams with medi-
cal consults [25, 26]. Geriatricians routinely 
oversee the medical management for the patient 

and provide operative risk assessment and surgical 
clearance. Then the designated orthopedic surgery 
team can focus solely on the perioperative and 
postoperative care of the prosthetic and healing. 
The improved care comes from better medical 
workup of ongoing causation of the trauma, not 
just repairing a specific injury, which likely fails to 
address a larger ongoing medical problem [27].

The role of the treating physician in a trauma 
center has been shown to be optimized when the 
most experienced physicians are present. The 
great problem is not that a board-certified EP 
cannot be adequately trained to care for an injured 
geriatric patient and achieve similar outcomes as 
a surgeon. The concern is that in the setting of 
overcrowded EDs there is inadequate triage, 
time, and personnel to assure that geriatric 
patients are both assessed and treated in a manner 
that reduces delays in detection and maximizes 
early and appropriate resuscitative efforts, and 
relief of suffering. The current state of ED over-
crowding appears to clearly point toward figuring 
out enhanced geriatric medical in trauma centers, 
due to lack of adequate timely intervention in the 
ED. For acutely injured patients. there is not 
good data to prove this assertion currently. 
However; this finding appears to be so obvious 
that waiting for randomized, controlled trials 
may not be necessary. ED triage of geriatric 
trauma only works in efficient, not overcrowded, 
ED where the lag from triage to physician assess-
ing critical and emergent patients is minimal.

In the latest edition of Optimized Care of the 
Injured patient, the role of attending physician is 
clearly described as “having the best and the 
brightest medical professionals available to treat 
injured patients” [28]. The guidelines state the 
responsibility for board-eligible or board- 
certified general surgeons and emergency medi-
cine physicians to be “available 24 h a day in 
facilities providing the highest level of care and 
cannot abdicate that responsibility to a resident in 
training”[8, 10, 28]. In addition, the attending 
requires significant trauma experience more than 
simply Advanced Trauma Life Support certifica-
tion. ATLS was designed not for a leader in 
trauma care, but as a minimum standard for care 
of trauma patients in setting of limited resources.
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The need for an experienced trauma leader is 
most apparent in dealing with complicated geriat-
ric patients where occult injury is not usually 
apparent, history seldom is clear, and most often 
the mechanism of injury is underwhelming. 
Minor fall from standing can produce significant 
traumatic brain injuries such as subdural hema-
toma and hip fractures, whereas a younger patient 
may not even seek care for a similar fall. Early on, 
altered mental status, headache, and minor neuro 
changes that may be symptoms of TBI can be 
masked by prior CVA, dementia, medication, or 
prior chronic complaints. Almost none of the ACS 
COT triage criteria will adequately predict most 
injuries in geriatric patients [9, 28]. The usual is 
anything but usual in geriatric trauma patient care. 
Under-triage occurs too frequently in this popula-
tion due to minor-appearing mechanisms expect-
ing same outcomes as with younger, healthier 
patients with many fewer pre-existing disease 
states. Most providers fail to consider the frailty 
and medication use of geriatric patients. Also, 
there is failrly widespread use of antiplatelet and 
anticoagulant therapy in geriatric patients com-
pared to younger matched set, as well as a lesser 
ability to withstand minor mechanism without 
suffering fracture, is well documented [29, 30].

Recent findings in ED and trauma ordering of 
head CT, using the ACEP guidelines instead of 
Canadian head CT decision rules, show great 
increases in nontherapeutic uses of brain CT 
[31]. Actual positive findings are small, less than 
5% of all scans, and those with occult findings 
requiring neurosurgical intervention are less than 
1% of all geriatric brain CT obtained. This is not 
stating that traumatic lesion does not occur in 
geriatric patients; geriatric brain injury is 
increased compared to nonelderly and occurs 
despite less severe mechanisms [32, 33]. Since 
most geriatric head injuries happen from falls 
from a standing mechanism, usual trauma team 
activation by mechanism is not met. However, 
resultant injury rates occur with significant TBI 
resulting greater than 10% of time (brain AIS >2) 
[29, 30]. Furthermore, initial GCS on these 
patients is not sufficiently low <13, to achieve 
trauma team activation, or patients are assumed 
chronically altered and end up in the ED [18].

There are no matched prospective evaluations 
of isolated geriatric head trauma treated in ED 
compared to trauma center evaluation. The use of 
nonstandardized scores like the CRASH CT 
found that elderly patients with TBI deserve tai-
lored assessment and care by providers familiar 
with the issues that make their clinical course 
unique [33]. The increased rates of preexisting 
disease, higher rates of anticoagulants, and com-
plicating comorbidities all make it essential for 
rapid evaluation and diagnosis of these patients to 
optimize their outcomes. Too often delayed detec-
tion will lead to lower success for neurosurgical 
intervention. Trauma center care results in obtain-
ing brain CT faster and more often than compa-
rable ED evaluations of geriatric fall patients.

The older patient is a truly changing dynamic; 
age is no longer the major determinant as well as 
general health. In past studies, increasing age was 
directly correlated with preexisting disease states 
[34]. However, the younger patient with renal 
disease has increased mortality independent of 
age and ISS. Similarly, once a patient has more 
than two PED, they have 18% increased mortal-
ity controlling for injury compared to those with-
out PED, independent of age [34, 35]. In the new 
view of trauma patients, a healthy 65-year-old 
should do better than a hypertensive, diabetic, 
obese 38-year-old patient. We are currently lack-
ing good studies for at what age, even a healthy, 
disease-free geriatric patient starts to note 
increased mortality compared to an also healthy 
younger patient. Knowledge of a patient’s usual 
heart rate and blood pressure, or at least a good 
approximation, is most important. When in 
doubt, use usual markers such as lactate, and 
shock index and pulse pressure which can rapidly 
assist the treating physician as to early presence 
of hypoperfused shock state.

The role of the emergency physician can be 
critical in the early resuscitation of the elderly 
trauma patient and unfortunately in the busy ED 
fails to provide sufficient early intervention that a 
trauma center could improve upon. The critical 
immediate postinjury assessment and  resuscitation 
period is too often full of delays in exact injury 
identification and inadequate and long course in 
adequate fluid response.

5 The Role of the Emergency Physician for Injured Geriatric Patient Care in the ED



46

The early need for invasive monitoring, espe-
cially in the geriatric patient, is an important ques-
tion that had been well studied in the late 1980s by 
Scalea et al. with improvements in outcome dem-
onstrated with early invasive monitoring with pul-
monary artery catheters [36]. This major 
improvement came at the same time that the PA 
catheter was being blamed for increased mortality 
in the medical ICU population; that makes Scalea’s 
study even more important [37]. Recently, the 
rapid and heavily invasive approach to sepsis treat-
ment has been demonstrated as adding little 
improvement in patient outcome in large multi-
center studies from North America, the United 
Kingdom, and Australia (respectively) PROCESS, 
PROMISE, and ARISE [38–41]. All found the 
usual ED care of the sickest sepsis patients was 
equal to advanced, more invasive care, even in 
geriatric patients [42].

It is clear that repeat evaluation using standard 
resuscitation methods performed as well as inva-
sively monitored patients have improved out-
comes. Sepsis is not exactly the same mechanism 
as trauma, but the resuscitation timing is not so 
different. Most important is bedside assessment 
and continuous reassessment until the patient has 
demonstrated improvement and stability not only 
in vital signs but also in biomarkers. The availabil-
ity of a senior physician at the bedside is the key 
difference in trauma center handling of the geriat-
ric patient and a focused exam in the ED. The 
usual consultation the next day as is routine for 
geriatricians with orthopedic cases is not adequate 
for trauma. Only the emergency physician and 
trauma surgeon are available on an immediate 
basis 24/7 to provide not only consultation but also 
immediate assessment and intervention.

 Pitfalls of the Emergency 
Department

The emergency physician often has too many 
other responsibilities during a shift to focus 
solely on resuscitation of single patients for pro-
longed time periods. It is a failure of the ED, lim-
ited by overcrowding with patients, which 
reduces availability for the physician at the bed-

side to provide necessary patient care adn resus-
citation in a timely manner.

In geriatric patients, a key question in resus-
citative decision is the timing of transfusion of 
blood products versus early crystalloid for trau-
matic shock. In the emergency department the 
great majority of geriatric patients receive IV 
fluids, mainly crystalloid. This is done not to 
assure renal perfusion and maintain normal 
pulse pressure, but instead to treat standard 
vital signs: tachycardia, and hypotension. In 
geriatric patients, all too often overlooked or 
overcompensated for is the concern of decreased 
cardiac output, and the risk of decreasing pul-
monary oxygenation and increasing lung water 
from fluid overload.

However, most recent data favors judicious 
fluid resuscitation favoring keeping patients 
slightly dryer, but meeting needed improvement 
in pressure and biomarkers [28]. If resuscitation 
forgoes invasive monitoring of central pressures 
and oxygenation, frequent repeat marker analy-
sis is necessary to confirm lack of occult shock 
state. It is relatively rare to get back to the excel-
lence of the late 1980s and early 1990s when 
traumatologists like Scalea were resuscitating 
geriatric patients with PA catheters with contin-
uous ScvO2 to detect acute changes in perfusion 
[37]. These interventions like the Early Goal 
Directed Protocols, outlined so well with Rivers 
in 2000 [38], are rarely employed now, nearly 
two decades later, as evidence-based medicine 
retrospective analysis has failed to support such 
important interventions in their entirety.

The most recent sepsis research into proto-
cols found that “usual care” in the ED has 
improved greatly [39–41]. The problem remains, 
however, that are we really comparing similar 
patients? In stage II and III traumatic shock, 
patients, especially geriatric patients, benefit 
greatly from excessive intervention and moni-
toring in the trauma bay compared to the 
ED. Even trauma centers have gone away from 
invasive monitoring and more expectant care. 
This style of  resuscitation may reduce some 
morbidity of over- resuscitation but will not 
allow for optimal care of some of the most 
severely injured geriatric patients.
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The lack of recognition of decreased baseline 
mental capacities directly impacts excessive 
workup and causes increased hospital length 
of stays. Cognitive impairments including 
 dementia (in many forms) have been found in 
over one- quarter of geriatric ED patients, 
although less than one-third of these patients 
actually had documentation. Delays in emer-
gency department patient assessments have 
become more routine now than at any time in 
the past 30 years. Misunderstanding of even 
falls from standing in the elderly on ED triage 
nurse and even with physician- assisted triage 
will result in delayed assessment and significant 
delay in some brain trauma and orthopedic inju-
ries. Only the careful and thorough rapid trauma 
team evaluation allows for such improved out-
come in injured geriatric patients.

The acceptable rate of radiographic and lab 
evaluation is not always that much different from 
that obtained in the ED with the huge caveat that 
it is done in much more rapid and organized man-
ner. Trauma team activation allows for a better 
“team” assessment of injured patients, especially 
geriatric, and without the time delay that could be 
more than 2–4 h and set the patient up for 
increased morbidity and mortality form delay in 
diagnosis, proper consultation with specialist, 
and delivery of therapeutic operative care.

This is not to say that the ED always underper-
forms. It is, however; most likely that a large per-
centage of geriatric patients brought to the ED 
after suffering a traumatic injury are misunder-
stood due to appearances and underestimation of 
injury mechanism. Usual mechanisms of injury 
in geriatric patients include low falls, not vertical 
falls, from height, lower vehicular speeds, and 
fewer blunt assault and penetrating traumatic 
injuries, which make ED personnel to mistreat 
injured elderly patients.

 Difficulties to Determine Final 
Destination of the Patient

There are two main decisions to be made on 
patient arrival by EMS: whether to keep the 
patient in ED or upgrade to trauma team activa-

tion. Often, difficulty in properly assigning geri-
atric patient destination is very institution 
dependent. The key determinant should always 
be patient stability. In any case, an unstable 
patient, with any possible trauma, should undergo 
trauma activation. The exception would be if 
medical causation is clearly identifiable as cause 
of the traumatic event, and those patients can stay 
in ED if an emergency attending physician is 
immediately available to care for the patient.

Since many geriatric patients present follow-
ing relatively minor mechanisms but with semis-
ignificant derangement of initial presentation, 
there is a great variability in triaged destination. 
Reviewing mechanisms in geriatric trauma is an 
important clue to optimal destination of the 
patient for care. If there is a high-speed vehicular 
crash with an alert patient, trauma activation is 
most appropriate as long as no obvious arrhyth-
mia, or correctable mental status abnormality. 
Causes of high-speeed MVCs such as diabetes 
(medication-induced hypoglycemia), seizure, 
stroke or cardiac arrhythmia causing syncoope; 
all could be important to treat than soley ruling 
out the traumatic injury. Fall from standing, down 
steps, or other minor mechanical mishap during 
what should be normal ambulation likely is better 
treated in the emergency department.

An ideal scenario is to have a geriatric patient 
evaluated where nursing and support staff is most 
comfortable with the disease process. For exam-
ple, oversight of medical emergencies that 
include monitoring for arrhythmias as well as 
neurologic or respiratory issues that involve non-
invasive ventilatory support is better managed in 
the emergency department whereas injuries that 
involve open fractures, traumatic brain injury, 
complex wounds, and surgical abdomens are 
much better taken care of through trauma activa-
tion. The clear key is speed to determine diagno-
sis and comfort level with treatment intervention. 
Administering large amounts of blood products 
in ventilated patients goes best in trauma whereas 
insulin or amiodarone drips are better managed 
in the emergency department. A list of suggested 
causative mechanisms and hospital disposition 
focuses on optimal outcome based on perceived 
timely intervention.

5 The Role of the Emergency Physician for Injured Geriatric Patient Care in the ED
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The greatest impact on outcome, excluding 
severity of injury and underlying preinjury gen-
eral health, is time to treatment of a medical 
cause of trauma. Rapid assessment utilizing 
whole-body scan radiograph, FAST, and identi-
fying perfusion deficit in geriatric trauma is 
much more important in this population as they 
have reduced clinical reserves to withstand 
even short periods of shock. Proper triage pre-
hospital would be optimal, but current geriatric 
guidelines are limited and difficult for even the 
best prehospital provider to accurately discern. 
Age alone is a poor predictor. An important 
example would be a 48-year-old (nongeriatric 
patient) on dialysis with history of liver disease 
and prior TED on a newer anticoagulant who 
suffered a trip and fall compared to a healthy 
64-year-old biking. Limitations on handling 
medically complex patients have clearly been 
identified in trauma centers where consultation 
to nonsurgeons is limited and not planned. 
Having the emergency physician take lead on 
such cases clearly can improve speed, knowl-
edge, and care of the patient.

Again, there is limited data to confirm this 
mostly anecdotal finding. Multicenter investiga-
tions to determine the optimal destination of 
contnued patient resuscitation are needed. It also 
remains unclear where geriatric postoperative 
patients or nonoperative observation patients can 
best be monitored. Most medical wards are not 
adept at usual surgical monitoring and surgical 
wards may not be as comfortable with medical 
patient care. The treating team needs to be 
actively directing care, so the ultimate placement 
should rest with the physician providing the 
greatest ongoing care.

During the assessment phase in the ED elderly 
patients routinely receive less analgesia than non-
elderly patients [43]. They are under-resuscitated 
due to overestimation of nontolerance of fluid 
administration and delays in definitive care due 
to ED delay in diagnosis and proper consultation, 
with many specialty evaluations (surgical) wait-
ing until the following day. There are also issues 
with delays in initiating proper diet in geriatric 
patients and in ensuring that diet placed in front 
of them actually gets consumed. Few studies 

exist that document the impact of advanced nutri-
tional assessment, but of the existing studies that 
demonstrate poor nutrition, mortality is increased 
in geriatric pneumonia patients who lack ade-
quate diet at 72 postadmit [44].

Would comfort care measures be better 
attained on a trauma service than admitted geri-
atric trauma in the ED. There are currently 
insufficient studies that compare similar patients 
with significant outcome markers. The determi-
nants of a reduced mortality are multifactorial 
and difficult to unbundle from inherent patient 
physiologic and protoplasm issues compared to 
rapidity and thoroughness of interventions as 
well as accuracy.

 Significance and Repercussions, 
in the Outcome, Related to the ED 
Patient Stay Before Final Decisions 
Are Made

Does a trauma team activation for a geriatric fall 
patient with rapid imaging of brain and a total 
body scan for possible associated fractures 
improve the usual ED care? The new ‘usual’ wait 
to be seen in the E.D. needs to be compared for 
morbidity and mortality. However, improvements 
will likely not be discernible by measuring mor-
tality differences due to low death rates and mor-
bidity change will also be difficult to determine 
for comparison will not be easy to match to con-
trols. Length of stays may be shorter in the ED 
with a simple return to home, whereas detecting 
additional injury can result in longer stays. This 
more accurate placement, to rehabilitation sites; 
However, will cause delays in proper SNF place-
ment [45]. To avoid anecdotal conclusions, mul-
tisite studies must be designed to see if the idea of 
geriatric trauma centers will improve care, reduce 
morbidities, and reduce longer term disability.

Geriatric trauma centers and even geriatric ED 
sections require a closer evaluation. Among acute 
injuries, patients older than 55 and certainly over 
65 years are less likely to be involved in usual 
traumatic injuries due to much reduced exposure 
to causative mechanisms [46]. Falls, vehicular 
crash, and some interpersonal violence are the 
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leading presenting mechanisms to trauma centers 
and ED for geriatric injuries. In pediatric trauma 
care there is a clear advantage to having the 
trauma team evaluate patients and lead to reduced 
delays in intervention and improved outcomes. 
Before creation of the trauma team, relevant spe-
cialists were individually called to the ED for 
patient evaluation. When a formal trauma 
response team was organized, time required for 
ED treatment of severe trauma was decreased, 
and consequently survival was better than pre-
dicted compared with the reference major trauma 
outcome study population [47]. The need for geri-
atric trauma center with enhanced designation 
and a better integrated surgical-medical coopera-
tive team format would allow for enhanced inte-
gration of care in most expedient manner [47, 48]. 
Delays will exist in all complicated patients, but 
identifying early and initiating protocol-driven 
diagnostics can reduce delays in identifying med-
ically sick and needy trauma patients.

 Conclusion

In years to come, the proportion of older 
patients presenting to the emergency depart-
ment is expected to increase exponentially. 
These patients are at greater risk for adverse 
outcomes than younger patients. The currently 
used disease- oriented models do not suffi-
ciently consider the complexity of older ED 
patients. In order to address these emerging 
issues and provide better care for the growing, 
aging population care, future emergency medi-
cine management models will need to incorpo-
rate appropriately trained personnel, reliable 
streams of communication between prehospital 
trauma services and emergency department as 
well as inpatient services, well-developed and 
comprehensive protocols, and lastly a geriatric-
friendly infrastructure. The implementation 
and wide use of such age- centered approaches 
will help to further improve the quality of care 
for acutely injured geriatric patient.

The emergency physician is uniquely pre-
pared and capable to assist the trauma team in 
both assessment and concern for preexisting ill-
ness concerns as well as limited tolerance for 
“usual” resuscitation protocols. The medical 

side of trauma care is not foreign to trauma sur-
geons. However, the focus may be alternatively 
delayed. Trauma team activation for geriatric 
patients requires a true “team” approach with 
the surgeon needing to recognize early if the 
presenting injury is actually secondary to the 
causative medical condition that may be 
responsible for the injury. In that case, early 
consultation with the emergency physician can 
be vitally important in optimizing outcome. 
There is limited, existing evidence-based prac-
tice detailing who is really most capable of pro-
viding care to injured elderly patients.

Prehospital Geriatric Patient Assessment
Criteria for injured Geriatric Patient to be sent 

to Trauma Center, Not the E.D.

Vital Signs

GCS < 15 with any suspected TBI
SBP ≤ 100 mmHg or any Shock Index  

(HR/SBP) > 1
HR > 110 or > 90 if patient is on Beta Blocker or 

other heart rate controlling medication
RR < 10 or > 24 or assisted ventilation to main-

tain pulse Ox >94%

Mechanism Criteria

Falls (any height) with any evidence of TBI
Any vehicular pedestrian collision,
Any vehicular crash with a long-bone fracture or 

multiple body regions injured
And all traumatic injury mechanism with the 

following age and pre-existing disease states
All patients > 70 years
Age > 55 years with more than 2 preexisting 

conditions
Age > 65 with more than 1 preexisting condition

Preexisting Disease Considerations:

Stroke
Diabetes
Active Coronary Artery Disease, Prior MI
CHF
COPD
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Use of Anticoagulant or Clotting Disorder
All Immune Compromised patients (AIDS, 

Cancer patients on Chemotherapy)
Liver or Renal Failure and Hemodiaslyis 

patients

For resuscitation, judicious use of fluids initial 
bolus of 500CC less likely for interosseous infu-
sion success.
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