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‘An 88-year-old man who lives
alone attends ED with cough,
weakness and dyspnoea, which
you diagnose as viral bronchitis.
As an avid reader of the Acute
Geriatric Series in Emergency
Medicine Australasia, you identify
that he scores 6 on the Clinical
Frailty Scale, that is, he is moder-
ately frail (needing help with all
outside activities and with keeping
house).1 You recognise that he is
at increased risk in the short term
if discharged, and wonder if he
will be safer if admitted?’

What is safe?
If risk is the probability of suffering
harm, safety is reduced exposure to
risk. In general, physicians are more
risk averse than patients, and equate
risk reduction with hospital admission.
This is especially powerful for emer-
gency physicians – we transfer risk to
inpatient teams by admitting the
patient, whereas we accept risk our-
selves in discharging. Discharging a
patient to outpatient care has risks of
inadequate social, medical and physi-
cal support at home. This risk is not
minimal – inadequate supervision for
the cognitively impaired or an unsafe
environment can cause falls,

worsening of illness, or death. Almost
one-third of older adults will experi-
ence an adverse outcome (ED revisit,
subsequent hospital admission, admis-
sion to a long-term care facility or
death) within 3 months of the ED
visit.2

However, admission also poses a
risk for older patients including
deconditioning (loss of muscle mass),
loss of independence (functional
decline) and the iatrogenic harms of
delirium and hospital-acquired
infections.3–6 These risks are often
downplayed or ignored by physi-
cians and are almost entirely
unknown to patients.
Central to the theme of ‘what is a

safe discharge?’ is shared decision-mak-
ing, incorporating the risks and benefits
of both admission and discharge, valu-
ing not just the medical problems but
also other circumstances; patient vul-
nerability to harm, encompassing an
assessment of mobility, function and
cognitive status, are weighed against
protective factors like home support.
A full evaluation of these issues

and discussion with patients and
carers is time consuming for the busy
ED clinician. The result is that we
often do not meaningfully involve
the patient in this decision or do not

allow appropriate time to ensure
understanding.7 In one study of inde-
pendent older patients without any
prior diagnoses of cognitive impair-
ment discharged from the ED, for-
mal testing revealed that 62% had
cognitive impairment, with severe
impairment in 23%.8 Not under-
standing a patient’s cognitive status
and health literacy can result in mis-
communication and poor discharge
planning.9 Presumably it also results
in poor admission planning, but this
has never been studied.
How can the ED clinician measure

risk and present it in interpretable
form to patients and carers within the
time constraints of the ED? How can
we avoid the temptation to admit as
the path of least assumed risk? Help
can come from a geriatrics-trained
staff member or from a multidisci-
plinary team of nurses, nurse practi-
tioners, pharmacists, dieticians,
physiotherapists, occupational thera-
pists, case managers, social workers,
and/or geriatricians. The ability of
each ED to achieve this multidisci-
plinary input is dependent on
resources, with larger EDs more
likely to have support. Even without
help, ED clinicians must recognise the
critical issues: understanding the
patient’s vulnerabilities, protective
factors and, most importantly, goals
and values before an admission or
discharge decision.
There are multiple ways to assess

for these critical issues. Some formal
tools are listed in Table 1. Although
these tools are validated in the ED,
this does not mean that ‘high risk
patient’ equates with hospital
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admission. Some conditions are
beyond the scope of restorative care.
ED clinicians must understand the
limits of current medical therapies in
restoring patient-oriented outcomes
such as mobility or cognition – sepa-
rating the concept of improving from
that of supporting. Admission of a
patient with Parkinson’s disease and
falls related to her disease process
leads to deconditioning, further
decline, and increased risks from not
being able to administer her medica-
tions on her typical schedule. Despite
being ‘high risk’, this patient will ben-
efit more from a referral to an outpa-
tient exercise programme or fall risk
clinic for chronic management.22

Assessment of discharge risk
Screening instruments

The ideal prognostic screening
instrument for discharge risk will be
well calibrated across a broad range
of illness severity, disability, socio-
economic status and health literacy.
The instrument will be accurate
enough to significantly reduce (nega-
tive LR <0.1) or increase (positive
LR >10) the probability of adverse
outcomes. This ideal tool does not
exist. However, there are many dif-
ferent validated prognostic screening
instruments that offer some insight
into patient risk.13,23,24 Constructs of
frailty have also been trialled to pre-
dict adverse patient outcomes such

as risk of nursing home placement or
hospital readmission.25,26 Unfortu-
nately, no tool provides the accuracy
and simplicity needed in the ED to
be a standard solution for all
patients and all EDs. The tools have
a common characteristic of a high
false positive rate (see Carpenter
et al. for full comparison).27

The advantage of using a formal
risk stratification tool is not that it
accurately prognosticates, but that it
guides ED clinicians to consider the
elements of risk involved. For exam-
ple, the Identification of Seniors at
Risk tool asks if the patient needed
help at home prior to the ED visit,
and also addresses visual and mem-
ory impairment.14 This both reminds

TABLE 1. Suggestions of tools or screening instruments for use in the ED to evaluate for post-discharge risk factors (this
list is not all inclusive)

Assessment Tools Interventions

Medication effects10,11 • AGS Beers Criteria
• UpToDate Drug Interactions
• AGS app

• Pharmacist consultation
• Discussion with primary care

physician about de-prescribing
Mobility12 • Timed Up and Go

• 4 Stage Balance Test
• Sit to Stand Test

• Physiotherapist (PT) evaluation
• Home safety assessment, and

admission for placement if unable to
walk well with assistive devices

• Referral for outpatient PT
assessment

Activities of daily living13–16 • Identification of Seniors at Risk
• TRST
• Older Adult Resources and Services
• Functional Status Assessment of

Seniors in Emergency Departments

• Address any unmet needs for
assistance

• Arrange close outpatient follow up
by a home health team (nurse,
therapist or community paramedic)

Driving safety17 • Trail making test
• Fitness to drive screen

• Driver safety course
• Family discussion
• Referral for more resources and

assessment
Cognition18–20 • MMSE

• MoCA
• Short Blessed Test
• Ottawa 3DY

• Referral for full cognitive evaluation
• Admission if unable to follow

medical instructions at home or lack
of assistance at home

Delirium21 • Delirium Triage Screen
• bCAM
• 4AT

• Medical evaluation for causes of
delirium

• Appropriate delirium management

Beers Criteria: https://www.sigot.org/allegato_docs/1057_Beers-Criteria.pdf or find this in an easily searchable form on
the AGS app. Drug Interactions: https://www.uptodate.com/drug-interactions/?source=responsive_home#di-druglist. Trail
making test: http://elderlydrivingassessments.com/images/individ/adres.pdf last page in the document. Fitness to drive screen-
ing: http://fitnesstodrive.phhp.ufl.edu/us/. AGS, American Geriatrics Society; bCAM, brief Confusion Assessment Method;
MMSE, Mini-Mental State Examination; MoCA, Montreal Cognitive Assessment; TRST, Triage Risk Screening Tool.
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the clinician of the importance of
these issues, and also may help in
identifying the ED patients who will
benefit from alternatives to admis-
sion. These include observation for
further multidisciplinary geriatric
assessment prior to discharge or Hos-
pital at Home programmes.14,28–30

Each ED must carefully consider how
such an instrument can help their
team although acknowledging their
limitations. It may be that a tiered
response is useful with early screening
using one of these tools and then pro-
gressing to more complex evalua-
tions, similarly to fall risk
evaluations. Although there is no per-
fect fall risk tool (see the articles on
falls and postural hypotension in this
series31,32), using a tool can give you
and the patient objective evidence of
their need for further fall risk
evaluation.
Risk also depends on social and

cultural differences. A Turkish study
found that living alone increased
sevenfold the rate of ED returns at
30 days.33 However, Lowthian et al.
in an Australian cohort study found
that those who lived alone were not
more likely to return to the ED at
30 days.34 Differences between stud-
ies can be related to access to care
and community resources; in the
Australian cohort, 97% had a gen-
eral practitioner.

What can we do to improve
these screening tools?

Future discharge risk assessment
tools must consider the heterogeneity
of this population, and investigate
new conceptualisations of risk and
outcome measures.

• What is an adverse outcome? The
‘adverse outcomes’ used to vali-
date these tools (such as ED
revisits) may not be the best mea-
sure. Patient-oriented outcomes
such as functional decline or
health-related quality of life may
be better.35

• Can the patient tell us? Involving
the patient in shared decision-
making at the time of discharge
can help with identifying risk. In
an inpatient study, patients who
did not feel ready for discharge
were 70% more likely to have ED
revisits, death, or an unplanned
readmission by 30 days.33 Addi-
tionally, the nurse’s perception of
whether the patient was ready for
discharge can be even more pre-
dictive than the patient’s percep-
tion.36 This has not been
investigated in the ED but a dis-
cussion with the patient about
their readiness and comfort with
discharge gives the patient the
opportunity to bring up some of
the issues listed in Table 1 without
using formal assessments.

• Can life space be predictive? Life
space refers to the spatial area
(home, bedroom, outside home)
that a person moves through in
their day and the assistance they
require to move through this
area.37 It is measured by a simple
tool with up to nine yes/no ques-
tions starting with ‘During the
past 3 days, have you been to
other rooms of your home besides
the room where you sleep?’37

Older adults have a significant
reduction in their life space after
an index ED visit and rarely
recover.38 This measure may
encapsulate other markers (such

as frailty and functional status)
more accurately than other tools.

What can the ED do?

If you have identified a patient at
heightened risk after discharge, what
is the next step? Comprehensive
Geriatric Assessment (CGA) is a
comprehensive and multidisciplinary
review of social and health issues
including cognitive function in order
to develop a coordinated and inte-
grated plan for treatment and long-
term follow up. Although generally
time consuming, and considered by
some an oxymoron for the ED envi-
ronment, models have been devel-
oped for this to occur in the ED
itself or in an ED co-located unit,
such as an Observation Unit or
Frailty Unit.29,39,40 Using an Obser-
vation Unit provides a setting and
time for these assessments to occur
without interrupting the flow of
medical care in the ED.41–43 There is
an experience with a co-located
Emergency Frailty Unit that facili-
tates CGA including geriatric assess-
ment and has been shown to reduce
ongoing admissions and representa-
tions to ED.41 A similar successful
strategy is to include more staff into
the ED itself to provide concurrent
assessments. Examples of this strat-
egy include Aged Care Services in
Emergency Teams nurses, transi-
tional care nurses, and care coordi-
nation teams.39,44,45

Other programmes use home
assessment teams that will evaluate
the patient within 24 h of the ED
discharge.46 In-person assessments
seem to provide better outcomes
than phone follow ups, as discharge
follow up by telephone has not been

TABLE 2. Questions to consider prior to discharging an older adult from the ED

• Have you accounted for any cognitive deficits or changes in mental status?
• Have you assessed for safe ambulation (if ambulatory)?
• Have you discussed the level of care needed at home and whether carers will be available?
• Do you have any concern for abuse or neglect, even self-neglect?
• Have you double checked any new prescriptions for medication interactions?
• Have you confirmed good understanding of the discharge instructions with the patient and caregiver?
• Does the patient feel comfortable and ready for discharge? Is there anything the patient is worried about?
• Has the plan of care been communicated with the patient’s general practitioner?
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shown to reduce ED revisits or com-
plications.47,48 The most intensive
discharge follow up is a hospital at
home programme. These pro-
grammes require more time in the
ED or ED Observation Unit to set
up, but may reduce overall health-
care costs, functional decline and
nursing home use after an ED visit.49

Programmes arranging for services
in the community rather than admis-
sion have shown good outcomes.50,51

Ultimately, the burden is on the
ED clinician to ensure a safe transi-
tion to home. We recommend going
through a structured series of ques-
tions to help (Table 2). This struc-
ture encourages a detailed and
standardised assessment of issues
likely to be relevant for older adults.

Conclusions
Emergency clinicians must under-
stand the complications and limita-
tions of acute admission for the
elderly patient and the risks and dif-
ficulties after ED discharge.
Although we do not have an ideal
risk screening tool, the concepts
raised by such instruments encour-
age a deeper exploration of patient-
and community-centred factors to
promote a safer transition of care.
When possible, there must be consid-
eration of CGA in the ED or an ED
Observation Unit, coordination of
outpatient resources, or hospital at
home programmes.
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