Assessing Geriatric Patients in the Emergency Department Using A New Trauma Protocol
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Introduction

Head injury is among the most common reason for
presenting to the emergency department (ED), with
intracranial hemorrhage being one of the most feared
outcomes.’? The elderly population is the most
predominant demographic presenting to the ED for a
head injury after a fall.3 For this reason, it is not
surprising that the incidence of intracranial hemorrhage
increases with age.? This is especially problematic for
the elderly demographic because many elderly patients
are taking blood thinning agents, and patients taking
anticoagulants have a four-fivefold increased risk of
death with an intracranial hemorrhage compared to
those not taking anticoagulants.*»

Triaging elderly patients can be difficult because 11% of
elderly patients with an intracranial hemorrhage present
without focal findings.®” The current clinical evaluation
protocols for elderly patients aged > 65 presenting with
minor head trauma are insufficient because they do not
accurately and consistently identify an intracranial
injury.®

The William Beaumont Hospital Troy ED created the
level Ill trauma protocols in order to better care for this
population. These protocols state that patients > 65
years AND taking blood thinning medications who were
presenting after a fall would be evaluated immediately by
an emergency medicine physician. The purpose of this
study was to assess the effectiveness, efficiency, and
impact of these newly implemented protocols.

Aims and Objectives

Methods

Inclusion Criteria

Patient > 65 years old AND taking
_anticoagulants/antiplatelet agents AND positive CT for
intracranial hemorrhage AND not initially triaged by level

| or level Il trauma protocol
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Chart Selection

Post-Level lIl Trauma
Patients (N=56)

Pre-Level Il Trauma
Patients (N=12)

Chart Review

Collected data on time from arrival to compute
tomo raprgl (CT), ED length of stay, hospital length of
stay, ICU days, ventilator days, discharge location, 1-

month mortality, 6-month mortality
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Statistical Analysis

Time (hours)

1.

Results

Time from Arrival to CT and ED Length of Stay

Time from Arrival to CT ED Length of Stay

W Pre-Level lll Trauma Group Post-Level lll Trauma Group

Figure 1 shows the statically significant decrease in time from
arrival to CT and ED length of stay for the post-level Il
patients.

Findings

In 2017, approximately 11.4% of the patients
triaged by the new Level |ll trauma protocol
had an intracranial bleed.

2. Figure 1 shows the average time to CT (0.64

nours) and ED LOS (2.55 hours) for the post-

Conclusions

1. In 2017, approximately 11.4% of the patients
triaged by the new Level Ill trauma protocol
had an intracranial bleed.

2. Figure 1 shows the average time to CT (0.64
hours) and ED LOS (2.55 hours) for the post-
evel lll trauma group were significantly
shorter than the average time from arrival in
the ED to CT (2.37 hours) and time spent in
the ED (ED LOS) (4.72 hours) for the pre-
level Il trauma group (p < 0.01).

3. There was no significant difference in health
outcomes between the pre and post Level Il
trauma groups (p > 0.05).
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