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Adams, J. G. and L. W. Gerson (2003). "A new model for emergency care of geriatric
patients." Academic Emergency Medicine 10: 271-274.
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and delirium in aged hip fracture patients." Archives of Gerontology and Geriatrics 35(3):
253-259.

Aminzadeh, F. and W. B. Dalziel (2002). "Older adults in the emergency department: a
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interventions." Annals of Emergency Medicine 39: 238-247.

Basic, D., D. Conforti, et al. (2002). "Standardised assessment of older patients by a
nurse in an emergency department." Australian Health Review 25(4): 50-8.

The primary aim of this study was to evaluate the ability of a nurse practitioner
in geriatrics, working in the emergency department of a tertiary referral hospital, to
assess high-risk elderly patients comprehensively. A secondary aim was to explore
patient characteristics associated with referral to community aged care services. Of 469
patients assessed by the nurse, 327 (70%) were admitted to the hospital. A
comprehensive set of data was obtained for 334 (71%) patients. For 142 patients not
admitted, 163 new referrals were made, mostly to the Aged Care Assessment Team.
Those referred were more likely to be living alone and non-English speaking. They were
also less satisfied with the support they received from family and friends. A single nurse
working in a busy emergency department can successfully identify patients with
increased care needs, and direct high-risk patients to existing services.

Beveridge, R., Ducharme, J, Janes, L., Beaulieu, S., Walter, S. (1999). "Reliability of the
Canadian emergency department triage and acuity scale: Interrater Agreement." Annals
of Emergency Medicine 34: 155-159.

Birrer, R., Singh, U. and Kumar, D.N. (1999). "Disability and dementia in the emergency
department." Emerg Med Clin North Am. 17(2): 505-517.

Bridges, 1., J. Meyer, et al. (2000). "A health visitor for older people in an accident and
emergency department.” British Journal of Community Nursing 5(2): 75-80.

Published studies indicate that older people have special needs on discharge
from accident and emergency (A&E) departments that are not always fully met. The
literature reflects that although a significant proportion of older people have a decrease



in functional independence and an increased need for services following discharge from
ARE, social and functional assessment by A&E staff can be inadequate, as can the
arrangement of follow-up community services. As part of a wider study into the
organization of care for older people in A&E, a health visitor for older people was funded
to work part-time in the A&E department of a large NHS Trust. The health visitor
identified potential clients through reviewing the A&E documentation of patients aged 75
years or over discharged directly from A&E. Telephone calls or home visits were used to
follow up those individuals deemed to be vulnerable by the health visitor. Interventions
included health education, referral to other agencies and patient or family counselling.
None of the clients followed up by the health visitor (n = 212) had been referred by A&E
to a specialist in gerontology, which suggests that these clients would otherwise not have
received the potential benefit of specialist intervention. The pilot study described here
highlights a number of practical issues in relation to the health visitor post for older
people in A&E, including the importance of dedicated office space and access to a
telephone. Data collected during the study, plus the positive evaluation of the role by a
small group of A&E staff confirm the claims made in other studies (e.g. Runciman et al,
1996) that health visitors for older people may be of value in meeting the post-discharge
needs of these people.

Bridges, 1., J. Meyer, et al. (2000). "Organisation of care for older people in A&E."
Emergency Nurse 8(3): 22-6.

Brookoff, D. a. M.-H., M. (1994). "Emergency department-based home care." Annals of
Emergency Medicine 23: 1101-1106.

Brymer, C. (1996). "Geriatric education needs assessment of emergency department
nurses." Gerontology and Geriatrics Education 17(1): 51-64.

Caplan, G., Brown, A., Croker, W. et al. (1998). "Risk of admission within 4 weeks of
discharge of elderly patients from the emergency department." Age and Ageing 27: 697-
702.

Caplan, G., Timmiss, P., Abrahams, K. et al. (2000). "How can we help older patients
after the emergency? A randomized controlled trial of comprehensive geriatric
assessment after discharge of elderly from the emergency department. The DEED II
Study."

Cherry, J. and J. Reid (2001). "Fast-tracking older people through A&E." Nursing
Standard 15(16): 42-4.

This article explores the concept and feasibility of fast-tracking older people
through A&E services to enable appropriate admission and quality responsive patient
care. It illustrates how an academic assignment undertaken as part of a pre-registration
programme could be adapted for publication to challenge thinking and encourage
examination of potential new ways of working. [References: 27]

Chiovenda, P., G. M. Vincentelli, et al. (2002). "Cognitive impairment in elderly ED
patients: need for multidimensional assessment for better management after discharge."”
American Journal of Emergency Medicine 20(4): 332-5.

We describe the prevalence of cognitive impairment in a population aged 65 and
older requiring urgent medical services and to propose global evaluation, involving
cognitive, functional and social aspects, during the emergency department (ED) visit to



define an individualized care protocol. A total of 150 patients aged 65 and older attended
at the ED were screened for cognitive impairment using the Mini-Mental State
Examination (MMSE). Patients with an MMSE score lower or equal to 23 were included in
the second step of the study, namely evaluation involving neuropsychological
instruments to assess cognitive and functional status and a questionnaire exploring
socioeconomic conditions and type of support need. Cognitive impairment was detected
in 24 patients (16%). In no case of mild impairment had a cognitive deficit already been
diagnosed. The functional and socioeconomic profile enabled proposing a strategy for
better management of the patients discharged by the ED. Copyright 2002, Elsevier
Science (USA). All rights reserved.)

Clarfield, A., Bergman, H., Kane, R. (2001). "Fragmentation of care for frail older people -
an international problem. Experience for three countries: Israel, Canada and the Unites
States." Journal of the American Geriatrics Society 49: 1714-1721.

Clarke, M. E. a. P., W. (1999). "Management of elder abuse in the emergency
department." Emerg Med Clin North Am. 17(3): 631-644.

Crane, K. and L. Sparks (1999). "An admission avoidance team: its role in the Accident &
Emergency department.” Accident & Emergency Nursing 7(2): 91-5.

The recent problems and pressures felt by Accident and Emergency departments
around the country led a team at Newham Hospital, London, to develop a scheme to
prevent frail elderly and vulnerable younger patients being unnecessarily admitted, thus
blocking acute hospital beds. This paper outlines the creation of the scheme, its aims and
practice, and early results.

Criss, E. A. and L. K. Honeycutt (2000). "20 challenges of geriatric care." Journal of
Emergency Medical Services 25(4): 26-37.

Responding to incidents involving geriatric patients presents multiple challenges
and considerations for care. A variety of changes occur to the human anatomy, the
physiological functions of the body and emotional state as an individual ages.
Understanding these changes, their effect on medication administration and treatment
options is important for the EMS provider. The elderly represent a rapidly growing
segment of our prehospital patient population. More people will reach age 65 by 2020
than at any other time in the world's history. Many of these individuals will present to the
EMS system in need of emergency care and may have multiple chronic conditions that
will complicate your patient assessment and available treatment options. Knowing the
relationship between aging and a patient's overall health provides the best basis for
treating this precious population.

Currie, C., Lawson, P., Robertson, C. et al. (1984). "Elderly patients discharged from an
accident and emergency departments their dependency and support." Arch Emerg Med
1: 205-213.

Delbaere, K., Crombes, G. (2004). "Fear-related avoidance of activities, falls and physical
frailty. A prospective community-based cohort study." Age and Ageing 33(4): 368-373.



Dendukuri, N., J. McCusker, et al. (2004). "The identification of seniors at risk screening
tool: further evidence of concurrent and predictive validity." Journal of the American
Geriatrics Society 52(2): 290-6.

OBJECTIVES: To evaluate the validity of the Identification of Seniors at Risk
(ISAR) screening tool for detecting severe functional impairment and depression and
predicting increased depressive symptoms and increased utilization of health services.
SETTING: Four university-affiliated hospitals in Montreal. DESIGN: Data from two
previous studies were available: Study 1, in which the ISAR scale was developed
(n=1,122), and Study 2, in which it was used to identify patients for a randomized trial of
a nursing intervention (n=1,889 with administrative data, of which 520 also had clinical
data). PARTICIPANTS: Patients aged 65 and older who were to be released from an
emergency department (ED). MEASUREMENTS: Baseline validation criteria included
premorbid functional status in both studies and depression in Study 2 only. Increase in
depressive symptoms at 4-month follow-up was assessed in Study 2. Information on
health services utilization during the 5 months after the ED visit (repeat ED visits and
hospitalization in both studies, visits to community health centers in Study 2) was
available by linkage with administrative databases. RESULTS: Estimates of the area
under the receiver operating characteristic curve (AUC) for concurrent validity of the
ISAR scale for severe functional impairment and depression ranged from 0.65 to 0.86.
Estimates of the AUC for predictive validity for increased depressive symptoms and high
utilization of health services ranged from 0.61 to 0.71. CONCLUSION: The ISAR scale has
acceptable to excellent concurrent and predictive validity for a variety of outcomes,
including clinical measures and utilization of health services.

Denman, S., Ettinger, W., Zarkin, B. et al. (1989). "Short-term outcomes of elderly
patients discharged from an emergency department." Journal of American Geriatric
Society 37: 937-943.

Drew, B. L., Mion, L.C., Meldon, S.W., Khalil, M.Y., Beaver, A. and Ghazai-Haddad, L.
(2004). "Effect of environment and research participant characteristics on data quality."
West J Nurs Res. 26(8): 909-921.

Dziedzic, L., W. J. Brady, et al. (1998). "The use of the mini-mental status examination in
the ED evaluation of the elderly." American Journal of Emergency Medicine 16(7): 686-9.

This study was done to examine the impact of the mini-mental status
examination (MMSE) in the emergency department (ED) evaluation of the elderly patient.
The study was a prospective study of the MMSE applied by the investigators with a
comparison to the findings of the treating physician, in a university hospital ED with
annual volume of 60,000. Participants were a convenience sample of patients older than
65 years of age without apparent mental status abnormality presenting to the ED.
Seventy-four patients were entered in the study with 43 exclusions (23 with low
educational level, 5 with Glasgow Coma Scale score of <15, and 15 other) leaving 31
cases for analysis. Of the 31 patients, 20 patients had an MMSE score of <24. The MMSE
findings agreed with the treating physicians' assessments in 21 (67%) cases.
Disagreement occurred in 10 (32%) cases in which the treating physician believed that
both the patient's mental status and results of the investigator's MMSE were normal;
these 10 cases all involved low MMSE scores as performed by the investigator. When
informed of the abnormal MMSE, both the physician's estimate of the patient's mental
status and the patient's ED course were altered in all cases. These results show that the
MMSE is a valuable screening tool to assess the mental status of the elderly in the ED
setting. Unexpected abnormality was noted in a significant minority of patients in this



study, altering the patient's course in all instances. The MMSE should be considered in
evaluation of all geriatric patients encountered in the ED.

Elmstahl, S., Wahlfrid, C. (1999). "Increased medical attention needed for frail elderly
initially admitted to the emergency department for lack of community support." Aging 1:
56-60.

Fabacher, D. A., N. Raccio-Robak, et al. (2002). "Validation of a brief screening tool to
detect depression in elderly ED patients." American Journal of Emergency Medicine
20(2): 99-102.

Although depression is the most common psychiatric disorder in the elderly, it is
often unrecognized by physicians. The objective of the study was to assess the utility of
a 3-question screening instrument (ED-DSI) to detect depression among elderly
emergency department (ED) patients. We used a prospective convenience sample of
English-speaking ED patients >or=65yr. Patients were excluded for being too ill to
participate, having obvious dementia, or acute changes in mentation. A physician
administered the ED-DSI. Trained research personnel blinded to ED-DSI answers then
administered the 30 question Geriatric Depression Scale (GDS). The ED-DSI was
considered positive if the patient answered yes to one or more questions and subjects
were considered depressed when the GDS score was >or=10. ED-DSI was compared to
GDS using contingency tables. A total of 103 subjects were enrolled. Average age was 75
years and subjects were predominately female (66%) and white (85%). GDS identified
33 patients (32%) as depressed. Of these, 26 were correctly identified by ED-DSI giving
an ED-DSI sensitivity of 79% (95%CI (65%, 93%)) specificity of 66% (95%CI (54%,
78%)) and a negative predictive value of 87% (95%CI (79%, 95%)). The 3-question ED-
DSI is a useful tool to detect depression in this population of ED patients. Copyright
2002, Elsevier Science (USA). All rights reserved.)
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Ferrera, P. (1999). "Geratric trauma: outcomes of elderly patients discharged from the
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Geriatric Society 50(1): 174-177.
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(2005). "The use of abdominal computer tomography in older ED patient with acute
abdominal pain." Am J Emerg Med 23(3): 259-265.

Hustey, F. M. and S. W. Meldon (2002). "The prevalence and documentation of impaired
mental status in elderly emergency department patients.[see comment]." Annals of
Emergency Medicine 39(3): 248-53.

STUDY OBIJECTIVE: We sought to determine the prevalence of mental status
impairment in elderly emergency department patients and to assess documentation of
and referrals by emergency physicians for mental status impairment after discharge from
the ED. METHODS: We performed a prospective, observational study of a convenience
sample of 297 patients 70 years or older presenting to an urban teaching hospital ED
over a 12-month period. Patients were screened with the Orientation-Memory-
Concentration examination for cognitive impairment and the Confusion Assessment
Method for delirium. Documentation, dispositions, and referrals were abstracted from
chart review. RESULTS: Two hundred ninety-seven of the 337 eligible patients were
enrolled. Seventy-eight of the 297 (26%; 95% confidence interval [CI] 21% to 31%)
patients had mental status impairment; 30 (10%; 95% CI 7% to 14%) had delirium; 48
(16%; 95% CI 12% to 20%) had cognitive impairment without delirium; 17 (6%); 95%
CI 3% to 9%) screened positive on both examinations. Only 22 (28%; 95% CI 19% to
40%) of the 78 patients had any documentation of mental status impairment by the
emergency physician. Specific mention of delirium, cognitive impairment, or an
acceptable synonym was noted in 13 (17%; 95% CI 9% to 27%). Of 34 (44%; 95% CI
32% to 55%) patients with mental status impairment discharged home, only 6 (18%;
95% CI 7% to 35%) had plans documented by the emergency physician to address
impairment. Eleven (37%; 95% CI 20% to 56%) of the 30 patients with delirium were
discharged home. Sixteen (70%; 95% CI 47% to 87%) of the 23 patients with cognitive
impairment who were discharged home had no prior history of dementia; these patients
were less likely to have specialized assistance with care (13%; 95% CI 4% to 27%) than
those with known dementia (58%; 95% CI 28% to 85%). CONCLUSION: Impaired
mental status is common among older ED patients. Lack of documentation, admission, or
referral by emergency physicians suggests a lack of recognition of this important
problem.



Hustey, F. M., S. W. Meldon, et al. (2003). "The effect of mental status screening on the
care of elderly emergency department patients." Annals of Emergency Medicine 41(5):
678-84.

STUDY OBIJECTIVES: We determine the effect of screening examinations for
mental status impairment on the care of elderly patients in the emergency department
and prospectively assess recognition of mental status impairment by emergency
physicians. METHODS: We performed a prospective cross-sectional study. Patients were
70 years of age or older and presented to an urban teaching hospital ED over a 17-
month period. Mental status impairment screening comprised the Orientation Memory
Concentration examination for cognitive impairment and the Confusion Assessment
Method for delirium. Emergency physicians who were blinded to the patient's screening
results were interviewed to assess recognition of mental status impairment, dispositions,
and referrals. Results of mental status impairment screens were then given to emergency
physicians, and emergency physicians were reinterviewed regarding any change in care.
RESULTS: Two hundred seventy-one of the 327 eligible patients were enrolled. Seventy-
four (27%; 95% confidence interval [CI] 22% to 33%) patients had impaired mental
status. Nineteen (7%; 95% CI 4% to 11%) had delirium, and 55 (20%; 95% CI 16% to
25%) had cognitive impairment without delirium. Mental status impairment was
recognized in only 28 (38%; 95% CI 27% to 50%) of 74 patients: 3 (16%); 95% CI 3%
to 40%) of 19 with delirium and 25 (46%; 95% CI 32% to 59%) of 55 with cognitive
impairment without delirium. Emergency physicians altered management in none of the
study patients on the basis of survey results. Five (26%; 95% CI 9% to 51%) of the 19
patients with delirium were discharged to home. Of these 5 patients discharged to home
with unrecognized delirium, 1 presented with fall, 2 returned 3 days later and required
hospitalization, and 1 with a history of colon cancer was given a new diagnosis of
metastatic disease 4 days after the initial ED visit. CONCLUSION: Mental status
impairment is highly prevalent in older ED patients. There is a lack of recognition by
emergency physicians of mental status impairment in this group. Screening tools for
mental status impairment in the ED did not substantially alter the care of elderly patients
with mental status impairment.

Khan, S. A,, F. G. Miskelly, et al. (1996). "Missed diagnoses among elderly patients
discharged from an accident and emergency department.” Journal of Accident &
Emergency Medicine 13(4): 256-7.

OBIJECTIVE: To investigate how often elderly patients are discharged from an
accident and emergency (A&E) department with unrecognized but remediable problems.
METHODS: Over a period of six months, 174 elderly patients fulfilling inclusion criteria for
the study were discharged from A&E, and of these 97 (56%) agreed to be reviewed in
the day hospital. They were assessed by a doctor, nurse, physiotherapist, occupational
therapist, speech therapist, and social worker. A full blood count, urea and electrolytes,
liver and thyroid function tests, a chest radiograph, and an electrocardiogram were
performed. A Barthel activity of daily living index was performed on the first visit and
before discharge. RESULTS: 28% had missed diagnoses which benefited from day
hospital attendance and a further 13 patients had been admitted before they could
attend day hospital. Those patients presenting with falls and living alone constituted a
high risk group. CONCLUSIONS: Elderly patients attending A&E merit special
consideration to detect underlying medical or social problems.

Krimm, J. a. H., M. (2002). "Domestic violence screening in the emergency department
of an urban hospital." Journal of the National Medical Association 94(6): 484-491.



Lachs, M., Feinstein, A., Cooney, L. Drickamer, M., Marrotti, R., Pannill, F. et al. (1990).
"A simple procedure for general screening for functional disability in elderly patients."
Annals of Internal Medicine 112: 699-706.

Lee, V., B. Ross, et al. (2001). "Functional assessment of older adults in an emergency
department.” Canadian Journal of Occupational Therapy - Revue Canadienne d
Ergotherapie 68(2): 121-9.

The fast paced nature of emergency medicine often precludes assessment of
patient functioning which may have significant consequences for geriatric patients
including falls, functional decline and/or hospital re-admission. A rehabilitation
consultation service to a hospital emergency department was implemented based on
recommendations in the literature that functional assessments and a multidisciplinary
approach be used with older adults. A systematic method of targeting and assessing
elderly at-risk patients included a safety checklist and a comprehensive functional
assessment tool. An observational study of 80 patients receiving functional assessments
from rehabilitation professionals is described. Patients with high levels of disability or who
lived alone prior to the emergency visit were more likely to be admitted to hospital. This
study supports using multidisciplinary efforts and comprehensive functional assessments
in emergency departments to guide decision-making about discharge outcome and
planning for the health care needs of elderly patients.

Madden, J., Hogan, D. and Maxwell, C. (2002). "The prevalence of geriatric syndromes
and their effect on the care and outcome of patients aged 75 years of age and older
presenting to an emergency department.” Geriatrics Today: J. Can Geriatrics Society 5:
69-75.

McConnel, C. a. W., R. (1998). "The demand for prehospital emergency services in an
aging society." Social Science and Medicine 7(3): 249-259.

McCusker, J., Ardman, O., Bellavance, F. et al. (2001). "Use of community services by
seniors before and after an emergency visit." Can J Aging 20: 193-209.

McCusker, J., F. Bellavance, et al. (1999). "Validity of an activities of daily living
questionnaire among older patients in the emergency department." Journal of Clinical
Epidemiology 52(11): 1023-30.

The objective of this study was to determine the validity of French and English
versions of the Older American Resources and Services (OARS) activities of daily living
(ADL) questionnaire using a premorbid reference period among older emergency
department (ED) patients. A sample of 404 ED patients aged 65 and over participating in
a study of functional decline was invited to participate in a clinical assessment shortly
after their ED visit. The OARS ADL questionnaire was administered either to the patient
or a proxy informant at the ED visit. The clinical assessment was conducted by a nurse,
blind to the OARS score, using the Functional Autonomy Measurement System (SMAF).
Disability scores for the OARS and SMAF were computed, based on the patient's
premorbid status. Assessments were conducted in 213 patients (52.7%). The OARS
summary scores, a total and an ordinal score, were highly correlated with the SMAF total
disability score (Spearman's r of 0.80 and 0.79, respectively). Similar correlations were
found for French and English versions. The OARS ADL questionnaire with a premorbid



reference period appears to be valid when administered in the ED, both in French and
English.

McCusker, 1., F. Bellavance, et al. (2000). "Prediction of hospital utilization among elderly
patients during the 6 months after an emergency department visit." Annals of Emergency
Medicine 36(5): 438-45.

STUDY OBIJECTIVE: A simple screening tool, Identification of Seniors at Risk
(ISAR), developed for administration in the emergency department for patients 65 years
and older, predicts adverse health outcomes during the 6 months after the ED visit. In
this study, we investigated whether the ISAR tool can also predict acute care hospital
utilization in the same population. METHODS: Patients 65 years and older who visited the
EDs of 4 acute care Montreal hospitals during the weekday shift over a 3-month period
were enrolled. At the initial (index) ED visit, 27 self-report screening questions (including
the 6 ISAR items) were administered. The number of acute care hospital days during the
6 months after the index visit were abstracted from the provincial hospital discharge
database. High utilization was defined as the top decile of the distribution of acute care
hospital days. RESULTS: Among 1,620 patients with linked data, a score of 2+ on the
ISAR tool predicted high hospital utilization with a sensitivity of 73% and a specificity of
51%; the area under the receiver operating characteristic curve was 0.68. The ISAR tool
also performed well in subgroups defined by disposition (admitted versus discharged)
and by age (65 to 74 years versus 75 years and older). CONCLUSION: The ISAR tool, a
6-item self-report questionnaire, can be used in the ED to identify elderly patients who
will experience high acute care hospital utilization as well as adverse health outcomes.

McCusker, J., F. Bellavance, et al. (1998). "Screening for geriatric problems in the
emergency department: reliability and validity. Identification of Seniors at Risk (ISAR)
Steering Committee." Academic Emergency Medicine 5(9): 883-93.

OBJECTIVE: To determine the test-retest reliability and concurrent criterion
validity of a self-report ED screening questionnaire for adverse outcomes in elders.
METHODS: A cohort of 1,885 patients aged > or = 65 years were recruited from the EDs
of 4 Montreal hospitals. Patients were excluded if they could not be interviewed because
of their clinical status or cognitive impairment and no informant was available. The
screening questionnaire, administered in the ED, contained 27 items on social, physical,
and mental risk factors, medical history, and use of hospital services, medications, and
alcohol. A random sample of 404 patients were invited to participate in a clinical
assessment 1-3 weeks after the ED visit, that included re-administration of the screening
questionnaire, and standardized instruments to assess disability, social resources,
depression, alcohol use and abuse, and current medications. RESULTS: Study data were
collected from 221 patients (54.7%), of whom 193 were included in the test-retest
reliability analyses and 213 in the analyses of concurrent validity. The concordance
correlation coefficient for test-retest reliability of the risk factor score was 0.78 (95%
confidence interval: 0.71, 0.83; n=193). Several screening questions showed moderately
good agreement with the appropriate criterion standard, particularly those on visual and
hearing impairment, depression, and use of medications. The best subset of 9 screening
questions explained approximately half of the variance in the total disability score.
CONCLUSIONS: The screening questionnaire score has good test-retest reliability, but
individual screening questions have, at best, modest concurrent validity. The final set of
screening questions should be selected based on their predictive validity.



McCusker, 1., F. Bellavance, et al. (1999). "Detection of older people at increased risk of
adverse health outcomes after an emergency visit: the ISAR screening tool." Journal of
the American Geriatrics Society 47(10): 1229-37.

OBJECTIVES: To develop a self-report screening tool to identify older people in
the emergency department (ED) of a hospital at increased risk of adverse health
outcomes, including: death, admission to a nursing home or long-term hospitalization, or
a clinically significant decrease in functional status. DESIGN: Prospective (6-month)
follow-up study of a cohort of ED patients aged 65 and older. SETTING: The EDs of four
acute-care hospitals in Montreal, Quebec, Canada. PARTICIPANTS: Community-dwelling
patients aged 65 and older who came to the EDs during the weekday shift over a 3-
month recruitment period. Patients were excluded if they could not be interviewed either
because of their medical condition or because of cognitive impairment and no other
informant was available. MEASUREMENTS: Measures ascertained at the ED visit included:
27 self-report screening questions on social, physical, and mental risk factors; medical
history; use of hospital services, medications, and alcohol; and the Older American
Resources and Services (OARS) activities of daily living (ADL) scale. At follow-up, the
OARS scale was readministered by telephone, and other adverse health outcomes were
ascertained. RESULTS: Among 1673 patients who completed the follow-up measures,
488 (29.2%) had an adverse health outcome. Scale development and selection methods
included logistic regression, receiver operating characteristic curves, and expert
judgment. The proposed screening tool (ISAR) comprises six self-report questions on
functional dependence (premorbid and acute change), recent hospitalization, impaired
memory and vision, and polymedication. The tool performed well in the total cohort aged
65 and older, and in sub-groups defined by disposition (admitted or released from ED),
language of questionnaire administration (French or English), information source (patient
or other), and other characteristics. CONCLUSIONS: The ISAR is a short self-report
questionnaire that can quickly identify older patients in the ED at increased risk of several
adverse health outcomes and those with current disability.

McCusker, J., S. Cardin, et al. (2000). "Return to the emergency department among
elderly: patterns and predictors." Academic Emergency Medicine 7: 249-259.

McCusker, J., N. Dendukuri, et al. (2003). "Rapid two-stage emergency department
intervention for seniors: impact on continuity of care.[see comment]." Academic
Emergency Medicine 10(3): 233-43.

OBJECTIVES: A two-stage intervention comprising screening and a brief
standardized nursing assessment and referral, for emergency department (ED) patients
aged 65 years and over, reduced the rate of functional decline four months after the
visit, without increasing societal costs. In this study, the authors investigated the effects
of the intervention on the process of care at, and during the month after, the ED visit.
METHODS: Patients at four Montreal hospital EDs were randomized by day of visit to the
intervention or to usual care. Patients admitted to the hospital were excluded. Measures
of process of care included: referrals and visits to the primary physician and to the local
community health center, for home care or other services, and return ED visits. Data
sources included hospital charts, patient questionnaires, and provincial administrative
databases. RESULTS: The study sample included 166 intervention and 179 control group
patients ready for discharge from the ED. Intervention group patients were more likely to
have a chart-documented referral to their local community health center [adjusted odds
ratio (OR) 4.0, 95% confidence interval (95% CI) = 1.7 to 9.5] and their primary
physician [adjusted OR 1.9, 95% CI = 1.0 to 3.4], and to have received home care
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of participating specialties. This paper presents a summary of the research agenda for
emergency medicine. METHODS: The RASP was developed by the AGS in conjunction
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