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RECOMMENDATIONS 

1. 1. 2. Emergency departments have an explicit policy recognizing older people as core users 
of ED services and stating that excellent care of older patients is a department priority. 

3. 2. 4. Emergency departments establish a locally appropriate process for interdisciplinary 
assessment of complex older patients, particularly those likely to be discharged. 

5. 3. 6. Emergency departments involve family members and caregivers in the care of older 
people during their ED stay. 

7. 4. 8. Emergency departments prioritize training and education of ED staff to develop 
competence in the emergency care of older people. 

9. 5. Emergency departments develop standardized approaches to common geriatric 
presentations. 

6. Emergency departments have equipment and modify the physical space to support the 
needs of older people. 

7. Emergency departments ensure high-quality transitions of care. 

8. Emergency departments identify and collect data about key quality indicators about the 
care of older ED patients. 
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INTRODUCTION 

 

Canadian Emergency Departments (EDs) welcome more patients over the age of 65 than any 

other population segment – between 20% and 40% of all visits depending on the location (1). 

This proportion of ED visits, which is higher than the proportion of this age cohort in the general 

population, has increased dramatically in the past 15 years and is estimated to continue to 

grow (2). Yet many ED providers and users would say that departments have been slow to 

address specific changes that would lead to more efficient department function and better 

outcomes for this population. This position statement by CAEP aims to provide guidance to EDs 

interested in making effective changes. 

  

Presentations by older patients are often clinically challenging; with complexity represented by 

overlapping and atypical symptoms, superimposed on cognitive impairment, polypharmacy, 

multiple comorbidities, and functional and social impairment(3). These presentations require 

added vigilance and awareness by ED providers during assessment and treatment, including 

collateral history and advanced diagnostics; challenging within the structural confines of an 

overcrowded ED (4). ED visits can be seen as sentinel events, with numerous studies showing 

functional decline, frequent repeat visits, and increased mortality in the months following 

discharge from an initial ED visit (5). Despite these realities, little has changed in most EDs 

regarding the care of older patients over the past three decades. Simply put, Canadian EDs are 

not designed, nor are staff adequately trained to provide optimal care of older people (6). 

Various models exist for satisfying these recommendations including the creation of a 

completely separate section of an ED dedicated to care of only older patients. For most EDs 

that will not be practical. There is opportunity throughout each step of their ED journey, from 

triage to disposition, to improve care and ultimately outcomes. CAEP reinforces that the 

recommendations presented here are suitable for inclusion in most Canadian EDs and will lead 

to an improvement in quality-of-care and safety, not just for older patients, but for all ED 

patients.    
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The CAEP Geriatric Emergency Medicine (GEM) Committee developed this position statement 

underpinned by the core philosophy of geriatric care: a team approach. It is the collaborative 

product of an expert panel of Canadian specialists in geriatric emergency medicine, user and 

advocacy groups, stakeholders, and the CAEP GEM Committee members representing rural and 

urban EDs in all regions of Canada.  

 

This position statement approved by CAEP includes eight recommendations supported by 

evidence and expert consensus representing good care of older adults in Canadian EDs. It 

provides examples of possible change. It is not exhaustive as there are also many opportunities 

for changes to enhance the experience and outcomes of older people and their caregivers in 

the ED. This position statement must be interpreted with a spirit of creativity and innovation in 

its application to all EDs, small and large. CAEP supports implementation of all eight 

recommendations and recognizes that changes will contribute to improved care for older 

Canadians in EDs.   

 

RECOMMENDATIONS 

 

RECOMMENDATION 1 

 

Emergency Departments have an explicit policy recognizing older people as core users of ED 

services and stating that excellent care of older people is a departmental priority. 

 

The care of older patients represents a significant portion of Emergency Department (ED) 

resources. Older people account for a high proportion of ED visits relative to their percentage of 

the population; and their visits are associated with higher system costs, such as diagnostics and 

admissions (1). This high-usage population will increase the burden on an already strained 

system, as the number of people aged 80 and over is predicted to triple between 2015 and 

2050 (2). Anticipated cost to the system has made ED usage by older people a focus of research 

and quality improvement initiatives. However, a pure system-level approach risks shifting the 
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focus away from the practical changes within an ED that impact daily care. EDs must recognise 

the importance of the older population and identify that this demographic is a core component 

of their service delivery, and this acknowledgment must be carried from the ED through to 

hospital level and leadership.    

 

The care that EDs and entire hospitals provide and the outcomes they achieve are strongly 

influenced by what they say matters to them. In Canadian EDs, older people are a core 

population and excellent care for them should be a priority for every department. In 

recognition of this reality, an important and effective intervention for every Canadian ED is to 

formally declare that the optimal care of older people is an essential part of its mission and 

values. This first step, at the level of the ED or of the hospital, commits the institution to 

consider and adopt or adapt some or all of the recommendations that follow. It sets a clear 

strategic path and can be integrated into a department’s five-year strategic plan, demonstrating 

that excellent care of older people is a priority.   

 

Practical examples of this recommendation: 

1. ED groups identify excellent care of older patients as a department priority through a 

mission statement or departmental strategic plan.   

2. ED groups identify two recommendations from this position statement as priority quality 

improvement projects for implementation over the next two years.   

3. ED groups establish a working group of MDs and nurses to identify opportunities for 

improvement in older person care.   

4. ED leadership works with the hospital’s executive to ensure that care of older patients is 

established as a priority. 

 

RECOMMENDATION 2 

 

Emergency departments establish a locally appropriate process for interdisciplinary 

assessment of complex older patients, particularly those likely to be discharged.   
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ED presentations by older adults are often a complex mix of acute and chronic medical 

problems; adverse drug events; and issues related to functional, social, and cognitive 

impairment combined with unmet care needs (7). There is a common dictum in older person 

care that “geriatrics is a team sport” (8) since management of interrelated problems is too 

complex for any one clinician. EDs are traditionally organized to focus on rapid assessment and 

stabilization of single medical problems by any acute care-focussed physician. As a 

consequence, they often fail in the more comprehensive evaluation of acute and chronic 

problems across multiple domains – including cognition, medication, mobility, functional, and 

social.  

 

A comprehensive geriatric assessment (CGA), the geriatrician’s tool, operationalizes this multi-

domain approach (9,10). A CGA uses a team of clinicians rather than a single physician to 

address a wide-ranging list of modifiable problems that lead to improved health outcomes. 

Undeniably, a CGA is not feasible in most Canadian ED settings. However, an ED can develop 

local resources to reproduce this team-based approach. EDs may implement a focused geriatric 

assessment by an interdisciplinary team that complements the physician’s medical assessment. 

Evidence suggests that interdisciplinary care of older patients leads to: reduced ED length of 

stay, decreased ED revisits, decreased hospital admissions, improved functional outcomes, and 

increased system-level healthcare cost savings (10,11) 

 

An interdisciplinary approach to care of older patients is possible even in smaller hospitals if 

there is a willingness to be creative and innovative and to utilize local resources. It requires a 

commitment to its importance and value. Implementing all the roles described below is not 

feasible in many settings, yet solutions do exist. For example, an ED could provide specialized 

geriatric training to a cohort of ED nurses who could function as geriatric resources or practice 

leaders. Similarly, a social worker already present in the ED could be supported to develop a 

focussed geriatric skill set. Sites without access to in-hospital OT/PT services might establish a 

pathway for prompt outpatient follow up; or develop a liaison with community-based care 
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services that expedites in-home assessment for patients with recurrent falls or functional 

decline; or create a database of local community resources and referral forms. An ED might 

arrange for a specific number of hours of in-hospital pharmacist support to the ED for more 

complex medication reconciliation and safe prescribing. The activities of the interdisciplinary 

team may be complementary or interchangeable. As such, the size and composition of the 

team will be based on local resources, availability, and skill set. 

 

The following describes the various activities that this interdisciplinary team (one or more 

people) can accomplish. 

 

Care coordination: Obtaining collateral information from multiple sources; expanding 

the health history; performing extended (functional, cognitive, and social) assessments; 

coordinating transitions of care and community follow-up including with primary care 

provider; accessing support networks; assessing for possible elder abuse or neglect; 

assisting with applications for assisted living, acute rehabilitation, or long-term care 

(12,13). This activity can be fulfilled by a geriatric nurse or social worker or another 

trained clinician. The benefits of these activities have been well studied and are 

associated with a decrease in the rate of admissions from the ED, decrease in ED revisits 

as well as improving overall cost-effectiveness (14–17). An example is Ontario’s nearly 

20 years of experience with a network of Geriatric Emergency Management nurses in all 

larger EDs (18). 

 

Mobility assessment: Adequate mobility assessments include evaluating for causes of 

pain; ability to transfer and need for specific mobility aids; mobility requirements once 

discharged (19–21). Another activity should be functional assessment: evaluating need 

for specialized equipment (ground floor commode, bathroom grab bars, transfer pole); 

recommending home modifications to optimize function and safety; educating the 

patient and caregivers about alternative methods of performing daily activities (22,23). 



CAEP Position Statement: Care of Older People in Canadian Emergency Departments 

 6 

Physiotherapists and occupational therapists may perform key elements of these 

activities, often supported by other providers. 

 

Medication review: identifying potentially inappropriate medications that may have 

contributed to the patient’s visit; suggesting alternatives or appropriate deprescribing; 

reviewing compliance and barriers and solutions (e.g. daily medication dispensers); 

communicating with other primary and specialist care providers; linking with community 

pharmacist(s) (24,25). Pharmacists often perform this activity, however other team 

members (physicians and nurses) can perform them also, using ED-specific tools and 

scores for identifying high risk or inappropriate medications and deprescribing. Many 

resources exist within this area, for example through the Canadian Deprescribing 

Network where users can find deprescribing algorithms, educational videos and patient 

videos (26).  

 

Consultant services: Access to specialist consultation services is essential for many older 

patients, for example geriatric medicine, geriatric psychiatry, palliative care, wound 

care, or addictions medicine (27). This access may be through in-department 

consultation or community-based follow-up depending on patient need and local 

resources.   

 

Each member of the team brings unique but often overlapping or complementary areas of 

expertise that optimize the success of the ED visit and reduce further morbidity for the patient. 

If well resourced, an ED may implement this entire team and develop a workflow that 

integrates it into the ED. In smaller EDs significant value can come from targeted 

implementation of these roles. While direct, in-person assessment is preferred due to the 

nature of information gathering in older patients, advances in telemedicine may afford 

opportunities for remote assessments. 
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Individual EDs will address the goal of interdisciplinary assessment in different ways. The reality 

remains that adequate assessment and care of complex frail older ED patients is beyond the 

skillset of any single clinician. Assessment by two or more members of an interdisciplinary team 

will improve patient experience, enhance staff satisfaction, and reduce overall health system 

costs (28). 

 

Practical examples of this recommendation: 

1.  EDs implement a full-time nurse-led role to focus on assessment and care coordination of 

older patients. 

2.  ED providers work with their inpatient rehab service to ensure same-day consultation by a 

PT and/or OT in the ED.  

3.  EDs collaborate with its local palliative care providers to facilitate ED consultation for 

patients with palliative care needs.   

4.  EDs develop a process to hold certain patients, even over-night, for extended assessment 

by an interdisciplinary team to avoid unnecessary admissions, thus adding value to both 

the hospital and the patient.  

 

RECOMMENDATION 3 

 

Emergency departments involve family members and caregivers in the care of older people 

during their ED stay.  

 

Language can be complex in this area with people strongly attached to particular designations. 

Whatever we choose to call them – caregivers, care providers, carers, family members, “chosen 

family,” loved ones, neighbours, informal caregivers, paid help, neighbours, housing staff or 

other – care is provided to older people by many different people. For simplicity and with no 

intent to exclude anyone, we have chosen to use the term “caregivers.” They are an essential 

part of the older patient’s ED experience and the ED’s ability to provide optimal care. They 
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should be welcomed and included throughout the ED care episode. Their presence adds value 

in many ways:   

 

Source of clinical information: Caregivers provide the ED team with essential clinical 

information that may not be available from any other source. For example, delirium 

screening; distinguishing delirium from dementia; differentiating between acute and 

chronic functional decline; and identifying frailty all requires knowledge of a patient's 

baseline. Caregivers are the only source of this and other key information. The essential 

collateral information supplements history taking from patients, around medication 

changes, functional and cognitive status (29). Finally, identifying caregiver stress, 

burnout, unmet needs, and potential older person abuse and neglect all rely on the 

clinical team’s ability to observe the interaction between the patient and their 

caregivers (30).  

 

Help with care: Caregivers in the ED should be invited to participate in patient care, 

while also respecting their individuals needs as well. Caregivers can help the clinical staff 

to provide important bedside care. They can mobilize, feed, toilet, clean the patient, and 

even perform advanced tasks like insulin titration, peritoneal dialysis, wound care and 

dressings (which they routinely provide at home). Further, the presence of caregivers 

can help with orientation and stimulation, thus preventing incident delirium; and help 

reduce the severity of behavioural and psychological symptoms of dementia (BPSD) and 

the need for chemical and physical restraint (31). 

 

Communication and advocacy: Caregivers are important advocates. They usually want 

to be more involved in communication during and after a hospital visit, as they often are 

caring for the patient when they are discharged (32). EDs can enhance that role by 

providing notebooks to patients and caregivers to document conversations and 

questions in real-time, particularly at the time of discharge to enhance understanding of 

diagnoses, management plans, follow-up and transitions of care (29,33).  
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EDs should adopt a policy about the presence of caregivers for older patients in the ED that is 

unique from the standard visitor policy. Even during periods of visitor restrictions 

accommodations must be made to allow for their presence. ED clinicians should be trained and 

encouraged to promote and facilitate the presence of caregivers in recognition of their 

essential role. Printed Information – for example, a caregivers’ charter of rights -- can be 

provided early in the ED visit to welcome them, as well as to facilitate their involvement. This 

process of welcoming them will include ensuring there is adequate space and seating for them 

and access to food during ED stays.   

 

Role for volunteers: It is frequently the case that older patients do not have caregivers in the ED 

or in their lives. In that case volunteers can serve an important role. Extensive work has been 

done demonstrating the impact on clinical outcomes of trained volunteers as adjuncts to care 

of admitted older patients (improved functional recovery, decreased incidence and severity of 

delirium, decreased length of stay) (34). Volunteers can also benefit older patients in the ED, 

supporting the clinical team to provide care and improving the experience of the older patient 

during a long ED stay (35). When in place, volunteers can function as essential ED team 

members, and should be recognised as such through their training and development, including 

during times of increased departmental constraints such as infectious disease outbreaks. Roles 

may include social stimulation and engagement, orientation activities, supporting nutrition and 

hydration and comfort. Ellis et al. have described the development of a Canadian volunteer 

programme to engage with older adult patients in the ED (36).  

 

Practical examples of this recommendation: 

1. EDs establish a policy that caregivers of older patients are welcome in the ED at all times 

and ensure their comfort. 

2. EDs ensure caregivers contact information is accurate and up-to-date at each clinical 

encounter. 

3. EDs implement an initiative to use specially trained volunteers to support older ED 

patients.  
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RECOMMENDATION 4 

 

Emergency departments prioritize training and education of ED staff to develop competence 

in the emergency care of older people.   

 

It is a truism that clinicians working in EDs have generally received limited focused geriatric 

education during their professional training; and yet education for ED clinicians is essential to 

ensure quality emergency care of older patients (37,38). Educational programmes for ED 

clinicians have been shown to positively impact knowledge and clinical practice regarding care 

of older adults (39). EDs committed to improving care of older people should provide their 

clinicians with in-house educational opportunities. Lastly, there are longstanding concerns that 

geriatrics exposure and training in undergraduate and postgraduate medical education is 

lacking, with just 34% of Canadian emergency medicine residents in their final year of training 

expressing comfort with all key domains of geriatric emergency medicine (40). While the focus 

of this statement is on the ED itself, medical and interprofessional learners form a key part of 

many ED teams, and their geriatrics-focused educational needs should be addressed (41). 

 

As highlighted in recommendation two, interdisciplinary teams are considered to be a superior 

model for delivering high-quality health care to older adults in a range of settings. As such, 

interprofessional education (IPE) is the standard in the field of geriatrics (38). ED-based 

interventions with demonstrated benefit involve team-based IPE, and include emergency 

physicians, medical trainees, nurses, physical and occupational therapists, geriatricians, social 

workers, prehospital providers and pharmacists (42). IPE should be the norm in ED-based 

geriatrics education. 

 

Educational interventions should be preceded by a needs assessment (42,43). Each ED has 

unique educational barriers, which may include competing educational demands, level of 

enthusiasm, geographical constraints, and scheduling challenges. Successful strategies for 
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surmounting these challenges include matching the needs of learners (both trainees and 

practicing providers) to the teaching method employed, and consideration of how such 

interventions will be incorporated into existing ED care (39,44). 

 

Educational interventions should focus on the areas in which learners express or demonstrate 

the least confidence (43). These often include common geriatric syndromes such as falls, 

delirium, dementia, as well as geriatric trauma, medications, atypical presentations, end-of-life 

care, and transitions of care (39). Members of the care team, including allied health 

professionals and nurses, often have a strong understanding of the challenges of caring for 

older patients in general and in their own ED. Their input on priority topics should be actively 

sought (45). 

 

Effective educational modalities have included didactic presentations; online learning modules 

such as Geri-EM.comvii and CAEP GeriEM CPD Courseviii; and interactive case based sessions 

(39,43,46). Interprofessional “bootcamps” (intensive workshops) are the best studied model of 

geriatric IPE generally. Cardinal features of these workshops include active learner 

participation, exchange between learners from different professions, providing opportunities 

for self-reflection, open discussion of myths and misconceptions about individual professions, 

and the use of clinical case studies (47,48). 

 

Practical examples of this recommendation: 

1. EDs encourage completion by MDs and RNs of recognized education about ED care of older 

patients. Examples of online resources:  www.geri-EM.com for physicians; Geriatric 

Emergency Nursing Educationix course for nurses. 

 
vii https://geri-em.com  
viii https://caep.ca/cpd-courses/geri_em/ 
ix The Geriatric Emergency Nurse Education course by the American Emergency Nurses Association. For more 
information see: https://www.ena.org/shop/catalog/education/online-learning/the-geriatric-emergency-nursing-
education-(gene)-niche/c-23/c-100/p-251 

http://www.geri-em.com/
https://geri-em.com/
https://caep.ca/cpd-courses/geri_em/
https://www.ena.org/shop/catalog/education/online-learning/the-geriatric-emergency-nursing-education-(gene)-niche/c-23/c-100/p-251
https://www.ena.org/shop/catalog/education/online-learning/the-geriatric-emergency-nursing-education-(gene)-niche/c-23/c-100/p-251
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2. EDs include at least one geriatric-specific topic in yearly educational activities such as 

geriatric trauma, common medication problems, geriatric Morbidity and Mortality rounds, 

atypical presentations, palliative care skills, etc. 

3. EDs support participation in a geriatric-focussed course or conference. Information on 

these can be found on https://caep.ca/em-community/get-involved/geriatric-emergency-

medicine-committee/ under Resources or Upcoming Events. Examples include the 

Sherbrooke Geriatric EM conferencex, the CAEP GeriEM courseii, or a Senior-friendly ED 

Course. 

 

RECOMMENDATION 5 

 

Emergency departments develop standardized approaches to common geriatric 

presentations.   

 

While every patient in every ED is unique, it is also true that older patients commonly come to 

EDs with presentations that are nearly unique to this age group (49). These presentations 

include the common geriatric syndromes: falls, weakness, acute functional decline, frailty, and 

delirium. Other common presentations involve trauma and polytrauma from ground-level falls, 

polypharmacy, end-of-life care, atypical presentations of disease, and dementia. We 

recommend that individual EDs implement a standard approach to all of these presentations. 

 

Each institution should develop its own approach based on local resources and needs; but some 

examples of high-yield areas for standardisation of approach could include: 

 

• Implementing standard practices for ALL older ED patients that would ensure basic care 

needs are met, with a focus on mobility, hydration/nutrition, sensory optimisation, 

orientation, and symptom management.  

 
x https://www.usherbrooke.ca/cfc/formations/offre/offre-detail/colloque-en-medecine-durgence-et-urgence-
geriatrique/4255/  

https://caep.ca/em-community/get-involved/geriatric-emergency-medicine-committee/
https://caep.ca/em-community/get-involved/geriatric-emergency-medicine-committee/
https://www.usherbrooke.ca/cfc/formations/offre/offre-detail/colloque-en-medecine-durgence-et-urgence-geriatrique/4255/
https://www.usherbrooke.ca/cfc/formations/offre/offre-detail/colloque-en-medecine-durgence-et-urgence-geriatrique/4255/
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• Developing a structured approach, using an institutionally developed order set or 

pathway, for older patients who have fallen. This should address identify potential 

causes of falls (identified by history, screen for abuse, physical examination and 

functional assessment), to manage the related injuries, to plan the discharge, and to 

prevent future falls or injury, ideally including an in-ED assessment by physiotherapy 

(21). 

• Adding one or more standardized ED-validated screening tools to the primary 

assessment of all older patients such as a screen for delirium (e.g., the Delirium Triage 

Screen plus the b-CAM (50) or the Ottawa 3DY (51)); a screen for cognitive impairment 

(e.g., the Mini Cog (52) or the care provider-completed AD8 (53) or the 4AT (54), an 

assessment of frailty and functional status (e.g., the Clinical Frailty Scale (55) or the 

Identifying Seniors at Risk screen (56) or the interRAI ED Screener (57) or the PRISMA -7 

(58), many of which are Canadian tools.) Using one or more of these tools will allow for 

standardised care and improve the detection of the geriatric syndrome in question 

when compared to usual practice.  

• Establishing trauma protocols (59) to include geriatric issues such as expanding the 

criteria that trigger a trauma code (60) and including a geriatric trauma consultation 

service (61) changes to triage criteria to recognize the impact of normal changes of 

aging physiology and medication effects on vital signs and pain response; changes to 

medication doses; addition of goals of care discussion early in the trauma process (62). 

• Developing order sets to guide standardized approaches to common conditions. These 

could include an approach to the investigation of causes of delirium including guidance 

for the physician about appropriate non-pharmacologic and pharmacologic 

management of the symptoms of delirium (hypoactive and hyperactive); an approach to 

the management of the imminently dying patient with guidance about advanced 

palliative-care symptom control; an approach to managing acute pain in older adults; or 

a protocol to guide assessment by the interdisciplinary team where available.   
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Practical examples of this recommendation: 

1. EDs ensure basic needs of older people are provided through standardised care 

practices. Minimum requirements include regular mobilisation and practices to reduce 

pressure injuries; appropriate hydration and nutrition; removing unnecessary monitors 

and lines; and supporting access to functioning sensory and mobility aids. 

2. EDs implement a specific pathway utilising evidence-based screening tools for the 

prevention, detection, investigation and management of delirium. 

3. EDs implement a falls pathway which encompasses assessment, investigation and 

management, as well as addresses primary and secondary prevention. 

 
 
RECOMMENDATION 6 

 

Emergency departments have equipment and modify the physical space to support the needs 

of older people.  

 

As a minimum standard, EDs should be safe and responsive to the needs of older patients, 

particularly those with cognitive and mobility impairments. Making efforts to accommodate the 

basic needs of older people and their caregivers through simple enhancements of the physical 

environment and equipment can improve the quality of care, as well as the experience of 

patients, caregivers, and providers. 

 

If a department is planning a major re-design or new build, inclusion of age-friendly design 

elements should be a stated requirement of the architectural design (63). Simple and effective 

changes may include the choice of paint finishes, door handles, lighting, windows, walls and 

flooring (64). 

 

However, there are also some basic low-cost modifications and equipment additions that are 

possible in existing EDs. Every ED should have easy access to gait aids such as walkers for 

patients to utilise while present in the ED and upon discharge. This permits mobility among 
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regular users of such devices (which may have been left at home during a trip to the ED). It also 

allows for an adequate assessment of mobility and function for people with new injuries or 

functional decline; may help make decisions about disposition; ensure timely discharge 

decision-making is possible; and may be part of a safe transition back to the community. Other 

simple additions to the ED’s supplies include: non-slip socks (permitting mobility and decreasing 

in-ED falls); bedside commodes and raised toilet seats (for safe use and independence, but also 

to allow assessment of ability to complete activities of daily living); a large-face clock and 

orientation board for the date in each room; access to warm blankets and palatable food and 

drink (during a long period of ED investigation); and sensory aids like reading glasses, over-the-

ear hearing amplifiers, earplugs and eye shields (for those held-overnight patients facing a 

sleepless night). Aside from being necessary improvements in comfort, each of these also 

decreases incident delirium. An ED can bring many of these improvements together in a mobile 

geriatric cart (65) with an impact on patient well-being and experience. These carts may contain 

items listed above, including sensory aids, personal care equipment, information and resources 

for patients/carers, nutritional supplements and items to assist in orientation and mental 

stimulation.   

 

Additional consideration should be given to equipment that is important to older patients’ 

assessment and stay in the ED. For example, ensuring an adequate number of appropriately 

sized blood pressure cuffs as well as condom catheters are available, and supporting those at 

high risk of pressure injuries with pressure relieving mattresses.  

 

It is worth stating that many of these simple, low-cost additions would benefit all ED patients, 

regardless of age, and improve general patient experience.   

 

• EDs provide access to gait aids such as walkers for patients to utilise while present in the 

ED and for use in their home upon discharge.   

• EDs ensures older people have a process in place to ensure older peoples nutritional 

needs are met. This should include access to appropriate nutrition, including high-

calorie options, texture appropriate options such as thickened fluids and pureed foods, 
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and regular reassessment of diet restrictions (for example, NPO orders are reviewed 

every 4 hours by the ED provider).  

• EDs utilize basic delirium prevention techniques including verbal re-orientation, visible 

clocks with dates in every room, and maintenance of day-night lighting and sound 

restrictions where possible. These could be included a part of a delirium pathway (see 

Recommendation 5). 

 

RECOMMENDATION 7 

 

Emergency departments ensure high-quality transitions of care.  

 

It is not adequate to merely provide high-quality care in the ED. EDs must also play a role in 

successful transitions of care for older patients moving into and out of the department. EDs 

receive older patients from many different sources and discharge to many different 

destinations – independent living, retirement homes, long-term care, community-based care, 

palliative care, rehabilitative care, and institutions such as hospices, jails, shelters, and 

psychiatric hospitals. Similarly, many different people are involved in even one individual older 

patient’s care – pre-hospital providers such as paramedics and family physicians; consultant 

physicians, surgeons, and psychiatrists; community-based nurses and allied health 

professionals; personal support workers; and the care providers highlighted in recommendation 

three. The ED is an important interface between all these sites and people. The ED needs to 

ensure that there is an excellent transition of care between it and all of them to promote 

safety, continuity and coherence of care. Any of these changes is valuable. Based on the local 

needs, they should be developed to facilitate and improve transitions. 

 

Various communication tools, and strategies can be implemented in the ED to improve the 

continuum of care, patient safety and satisfaction (5,66–70):   
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Before the ED visit:  

• EDs should have a process to allow direct contact between a referring clinician (family 

physician, consultant, and especially long-term care staff whether physician or nurse) and a 

responsible clinician in the ED, ideally the physician. This may be by direct phone 

conversation, telemedicine options, or electronic communication including automatic 

prompts or information transfer.   

• EDs should work with their local care homes to develop a process to ensure complete 

records are sent with patients including specific concerns, complete current medication list, 

goals of care or personal directives, and description of baseline cognitive and functional 

status. 

 

In the ED: 

• Prehospital providers can provide valuable insight into the patient and their home 

environment. Information should be solicited and incorporated in the patient’s medical 

record. 

• Every effort should be made during the ED assessment to contact relevant other clinicians 

involved in the older patient’s care. Each of them has an important perspective on the 

complex care of this person and may be involved in the follow-up plan. This is particularly 

important when the patient is coming from an institutional setting. This reinforces the 

importance of having a team or at least one other clinician available to share this essential 

work.  

 

At the point of discharge:  

• Simply worded, legible, and preferably typed discharge instructions should be given and 

explained to all patients and carers to ensure understanding of investigations completed, 

diagnosis, treatment plan and return to care/follow-up instructions. They should be 

adapted to meet the patient’s and caregiver’s reading and health literacy level, language, 
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and culture. Discharge templates can be adapted for ambulatory, community-dwelling 

patients, or care homexi residents.  

• A discharge summary which includes diagnosis, care needed, follow-up appointments, 

medication and functional status changes should be sent to the care home, the family 

physician, and all clinicians involved with the patient’s care. If follow up is necessary, direct 

communication should be made - phone call, voice message, fax, email, electronic medical 

record. 

• Information should be sent to the patient’s community pharmacy to underline any changes 

in medication. 

• Where possible, a care coordinator (for example an ED geriatric nurse coordinator or 

discharge coordinator) should be involved in discharge of patients. This may involve 

coordinating home-based care planning, referrals such as falls prevention or memory 

support programmes, meals-on-wheels, friendly visitor programmes, access to an 

intensive home care team, substance use support, and addressing social needs.  

• All ED staff should have basic knowledge about resources in the community; and the 

role of primary care physicians and community health and social care services in follow 

up care. Having up to date directories is one way to aid providers regarding such 

evolving resources.  

 

After the ED visit:  

• EDs should develop a programme of phone follow-up to high risk or complex older patients 

to ensure the success of the discharge plan and to prevent early ED return visits. 

• EDs should develop linkages to community-based services, such as community 

paramedicine, home-based primary care, or remote monitoring services (e.g. falls 

monitors, emergency alert buttons). 

 

 
xi The term ‘care home’ refers to the variety of congregate care facilities where older people are cared for. This 

includes long-term care homes, nursing homes, personal or private care homes, group homes. 
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We acknowledge these transition of care activities may seem onerous and time-consuming. 

Nonetheless, they are a good investment of time: an effectively planned and executed 

transition of care avoids ED revisits and re-hospitalisations; reduces overall ED length of stay 

(considering all the avoided visits); and enhances outcomes and improves patient experience 

for older patients. 

 

RECOMMENDATION 8 

 

Emergency departments identify and collect data about key quality indicators about the care 

of older ED patients.   

 

It is essential to identify quality indicators specific to the care of older ED patients to ensure 

delivery of up-to-date and evidence-informed care. Quality indicators provide objective 

measures to help define minimum standards of care and serve as the foundation for ongoing 

improvement. Quality indicators allow EDs to identify areas of success and areas for 

improvement, to communicate needs and accomplishments to hospital administrators, and to 

guide future initiatives (71, 72).   

 

Health systems data, which often includes aggregate level data to describe utilisation, differs 

from quality indicators. However, health system data is important to understanding some basic 

service demands (for example ED peak presentation times). EDs should gather data specific to 

their older population which can be broken down by age groups (for example 65-74 years; 75-

84 years; 85+ years) as there can be significant variation across age cohorts. These data can 

include: percentage of the entire ED census; gross number; time of day of registration; number 

from long-term care or other residential care settings; ED length of stay; percentage of hospital 

admissions; number of diagnostic imaging interventions; number of referrals; rate of return to 

ED at 3- and 7- and 30-day periods.    

 

Specific quality indicators in any location will differ based on local needs and resources. 

However, when selecting them, a combination of structure, process and outcome measures 
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should be used. “Structure” refers to the context within which care takes place -- a 

department’s or a hospital’s capacity at a systems level. Examples would be the proportion of 

emergency physicians with geriatric-specific training, or the number of rooms appropriately 

equipped for older adults. “Process” refers to the interactions and activities of care -- the 

adherence of the workflow to evidence-based practices. Examples would be the proportion of 

older adults who receive medication reconciliations or delirium screening or have discharge 

instructions printed. “Outcome” refers to the impact of interventions on at the level of the 

individual patient or the health system. These outcomes should be linked to process measures 

earlier in the emergency management pathwayxii. Examples would be that appropriate 

screening of frailty in the ED (a process measure) leads to increased referrals to geriatric 

services from the ED; or assessment by a pharmacist (a process measure) leads to decrease in 

the number of medications for a patient; or assessment by a geriatric nurse care coordinator 

leads to a decrease in ED length of stay or rate of hospital admission. 

 

Several studies have outlined quality indicators relevant to older adults in the ED (37,38,71,73). 

Schuster et al. identified five priority areas: screening for delirium, medication review, geriatric 

specific training for emergency staff, screening for patients with geriatric needs, and 

identification of patients with risk of falls or recurrent falls (38). Such indicators should act as a 

starting point for EDs as they evolve their own specific ones, matching their changing care and 

needs, as well as those of older adult patients. As EDs learn about the needs of older patients, 

how they are meeting them, and opportunities for further improvement, they should develop 

new and more relevant indicators.  

 

More sophisticated quality indicators should be specific and sensitive to the care of older 

patients. It is important to include metrics relevant to the institution, for example, ED length of 

stay, rate of hospital admission from ED, rate of ED return visit. However, these metrics are not 

sensitive to geriatric patient needs, complexity or preferences, and may reflect health system 

 
xii Further information on this topic is available from the Institute for Healthcare Improvement: 

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx 
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barriers rather than the quality of ED care. It is equally important to include some metrics that 

are patient-centred and consider patient preferences and priorities (for example, patient 

reported experience or outcome measures (PREM/PROM)). Examples might include receipt of 

clear discharge instructions, or a marker of patient satisfaction, percentage screened for elder 

abuse, or impression of quality care (74,75). Inclusion of patients in data collection through 

patient-reported outcome measures or experiences (75) facilitates shared-decision making and 

may add context when making efforts to improve patient care and satisfaction.   

 

When selecting quality indicators, one must account for the data elements required for each 

indicator. To ensure consistent and reliable data, outcomes should be based on data routinely 

collected in the ED, or available to ED clinicians during usual care. If they require data collection 

outside routine processes, this should prompt a re-evaluation of collection methods to include 

the required data.  

 

CONCLUSION 

 

Through eight recommendations that utilise up-to-date evidence and expert consensus, this 

position statement can be used by providers and ED leaders to elevate the care of older people 

in EDs across Canada. Making the care of older people an ED priority acknowledges their 

importance and these recommendations and examples, while not exhaustive, should be used as 

a starting point for change. By ensuring locally appropriate processes are created to facilitate 

interdisciplinary care, that family members and care providers are acknowledged as core parts 

of the care team, and by prioritizing geriatric focused training and education, EDs can transform 

the care and ED experience of older people. Standardised approaches to common geriatric 

presentations and ensuring appropriate equipment and space in the ED exist will enable 

providers to meet the needs of older ED users more effectively and efficiently. Developing clear 

communication strategies and care coordination will enhance transitions of care. Utilising 

quality metrics will allow for evaluation and to promote further improvement. Improvements 

will not come without investment in time, personnel and financial costs. Emerging evidence 
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suggest that aside from improving the quality of care and the older person’s experience in the 

ED, these recommendations can also lead to important cost-savings both for the ED and the 

health system (11).  

 

Older people are core ED users, whose presentations are often clinically complex, and who 

experience unique challenges in the ED. Nearly every ED struggles to provide quality care to its 

older patients; but with the spirit of innovation, creativity and positive change, an ED can 

improve their experience of care. As highlighted through these recommendations and 

examples, no ED is too big or small to improve care of older people. The Canadian Association 

of Emergency Physicians recognises the need for change; and the opportunities that exist; and 

supports the implementation of all eight recommendations. 
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