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Abstract---Background: The aging population poses significant 
challenges in emergency medical services (EMS) and nursing care, 

particularly for patients aged 65 and older who experience geriatric 

emergencies. This demographic shift necessitates tailored 

management strategies for age-related conditions, especially regarding 
trauma. Aim: This study aims to explore the approaches of 

paramedics, EMS, health informatics, and nursing in managing 

geriatric emergencies, focusing on age-related physiological changes, 
mechanisms of injury, and effective triage strategies. Methods: A 

comprehensive review of current literature and clinical guidelines was 

conducted, analyzing factors contributing to under-triage in older 
patients, the impact of frailty, and the complexities introduced by 

medications. Results: Findings indicate that elderly patients are often 

under-triaged due to age-related biases and physiological changes, 
resulting in worse outcomes. Geriatric trauma patients frequently 

present with multifactorial injuries that complicate clinical 

assessments and necessitate specialized care protocols. The study 
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also highlights the increasing prevalence of traumatic brain injuries 
exacerbated by anticoagulant therapies. Conclusion: Enhanced 

training for EMS and nursing staff on the unique needs of geriatric 

patients, combined with evidence-based triage protocols, is crucial for 
improving outcomes. Developing and implementing specialized 

assessment tools can mitigate the risks associated with geriatric 

trauma and optimize care delivery. 

 
Keywords---Geriatric emergencies, EMS, nursing, trauma, under-

triage, frailty, anticoagulants. 

  
 

Introduction  

 
Although various cutoff ages have been proposed, 65 years remains the most 

widely accepted threshold for defining an elderly or geriatric patient [1,2]. It is 

projected that in the coming years, individuals aged 65 and older will account for 
up to 20% of the global population [1,3], with nearly 39% of trauma admissions 

occurring among this age group by 2050 [4]. This presents a significant global 

challenge, particularly in developed nations with longer life expectancies. 

Geriatric trauma is increasingly recognized as a critical issue [1-4]. Despite a 
sixfold rise in articles addressing this subject over the past 25 years [3], optimal 

management strategies for these patients have yet to be fully established. The 

American Association for the Surgery of Trauma has formed a specialized 
Geriatric Trauma Committee to address this issue [2]. Key conclusions include 

geriatric trauma is a growing concern with a corresponding rise in secondary 

hospital admissions; older trauma patients are frequently under-triaged; and 
outcomes improve when these patients are treated in higher-level trauma centers 

[2]. Trauma patients over the age of 65 often have multiple comorbidities, 

increasing their risk of mortality and severe disability, even when they present 
with similar severity scores as younger patients [5-7]. Hospital expenses are also 

elevated, even in cases of low-energy trauma [1]. In our region, individuals over 65 

years old comprise up to 20% of trauma patients admitted to intensive care units 

[8]. Therefore, specialized expertise and an evidence-based management approach 
are essential for this population. 

 

Physiological Considerations and Medication Effects 
 

Aging is associated with a gradual decline in cellular function, leading to a 

reduced capacity to respond to injuries [4]. The compromised adaptive and 
homeostatic mechanisms are linked to a decrease in physiological reserve [4], 

resulting in an impaired ability to manage physical insults [4,9]. Moreover, 

comorbidities are often accompanied by an increased reliance on medical 
treatments, which can further influence the body’s response to injuries [1,3,4]. 

Specifically, the following conditions are observed [1,4,10]: 

 
Brain: Older adults are more likely to have baseline neurological impairments 

such as dementia, stroke, hearing loss, visual impairment, and reduced pain 

perception [1,4]. These factors contribute to gait instability, making them more 

susceptible to low-energy or ground-level falls. Additionally, certain medications, 
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including antipsychotics and antidopaminergics, can mask symptoms and 

precipitate falls [1]. 

 
Cardiovascular: Hypertension, cardiovascular disease, and decreased sensitivity 

to catecholamines are common in the elderly. Furthermore, chronic medication 

use can influence heart rate and blood pressure [1,3,4], reducing the body's 
ability to respond to injuries in patients with hemodynamic instability [1]. 

 

Respiratory: Several mechanisms compromise respiratory function in elderly 
patients, such as reduced functional residual capacity, impaired mucociliary 

clearance, diminished cough reflex, and decreased lung compliance [1,4]. These 

factors elevate the risk of respiratory failure, the need for mechanical ventilation, 
ventilator-associated pneumonia, and prolonged ICU stays [4,11]. Steroids, often 

administered to patients with chronic obstructive pulmonary disease, can impede 

wound healing, induce adrenal impairment, and exacerbate outcomes in patients 

with traumatic brain injury [1,12]. 
 

Kidney: A decline in glomerular filtration rate and renal tubular function in the 

elderly reduces the tolerance for large-volume fluid resuscitation [4]. Additionally, 
individuals with low glomerular filtration rates are at a heightened risk of 

developing contrast-induced nephropathy [10]. 

 
Skeletal: Elderly patients frequently present with osteoporosis [1]. The 

combination of osteoporosis and a propensity for falls significantly increases the 

incidence of hip fractures, the most common traumatic injury among older 
adults, particularly in women [4]. Aging bones fracture more easily with minor 

trauma [10]. 

 

Coagulation: Older adults are often on antiplatelet or anticoagulant therapies, 
which can significantly affect outcomes, particularly in cases of traumatic brain 

injury [1,3,4,7]. The increasing use of novel anticoagulants adds complexity to 

managing these patients and affects their prognosis [13,14]. 
 

Mechanisms of Injury: Recent research has shown a linear correlation between 

injury patterns, intensity, and aging [7]. As age increases, low-energy traumas, 
compounded by the use of antiplatelet and anticoagulant medications, become 

more prevalent, as well as pedestrian injuries. In contrast, high-energy traumas, 

such as motor vehicle collisions involving substance abuse, are less common with 
advancing age [7]. 

 

Falls: Falls are the most frequent cause of trauma and the leading cause of 

trauma-related mortality, even in low-energy cases [2,3]. Morbidity and mortality 
are linked to frailty [15], and while age is the strongest predictor of mortality, it is 

not the only factor [16]. A recent systematic review identified six recurrent risk 

factors for predicting falls in the elderly: previous falls, living alone, use of a 
walking aid, depression, cognitive deficits, and the use of more than six 

medications [16]. 

 
Motor Vehicle Collisions: Motor vehicle collisions account for up to 25% of 

geriatric trauma cases, with 26.8% occurring in the 66-75 age group and 14.4% 



         244 

in those older than 75 [7]. Elderly individuals tend to suffer more severe injuries 
from low-speed vehicle collisions and have a mortality rate double that of younger 

patients [1,10]. 

 
Blunt vs. Penetrating Trauma: Elderly trauma patients are more likely to 

experience blunt trauma, with penetrating trauma accounting for less than 5% of 

cases [7,17]. Penetrating trauma in older adults is often self-inflicted, associated 

with chronic illness and depression. 
 

Clinical Features 

 
In brain-injured elderly patients, aging is strongly linked to the development of 

significant epidural or subdural hematomas, even when the presenting symptoms 

are mild [18]. In this population, the Glasgow Coma Scale (GCS) is an unreliable 
clinical tool for assessing brain injury severity. Repeated head computed 

tomography (CT) scans are often necessary to rule out increased intracranial 

pressure [19]. When patients are on anticoagulant therapy, there should be a low 
threshold for repeating brain imaging, even in the absence of neurologic changes 

[1,19]. In particular, elderly patients with traumatic brain injury (TBI) taking 

warfarin have a markedly higher risk of fatal intracranial hemorrhage, warranting 

rapid correction of coagulopathy [19]. Older adults are also at a significantly 
higher risk of sustaining high cervical spinal cord injuries (C1-C2) due to 

degenerative changes and stiffness in the lower cervical spine [20]. Early spinal 

evaluation and proper immobilization are critical to prevent secondary, severe 
injuries. 

 

Chest Trauma 
 

Blunt chest trauma, often due to motor vehicle accidents, is common in elderly 

patients and carries a high risk of morbidity, even in those with isolated rib 
fractures [21]. Mortality following rib fractures correlates with the number of 

fractured ribs, and these fractures can serve as a predictor of trauma severity and 

complications [22]. Pneumonia and pulmonary contusions are the most frequent 

complications [21]. Pneumonia, in particular, can be a serious complication in 
elderly patients with reduced respiratory function. Effective management of rib 

fractures, including optimized analgesia, epidural anesthesia, and in some cases, 

rib fixation, is crucial to control pain and improve outcomes [23]. 
 

Abdominal Trauma 

 
Abdominal trauma in elderly patients shares similarities with that of younger 

patients, but its management is more controversial in older populations. Non-

operative management is often employed more frequently in elderly patients [24]. 
However, the risks of conservative management must be carefully weighed, as 

mortality following laparotomy increases with both age and elevated lactate levels 

[25]. Recently, a geriatric emergency surgery score has been developed using five 
clinical variables to predict 1-year mortality and assist with preoperative 

counseling [26]. Nonetheless, this score still requires validation specifically in 

elderly trauma patients. 
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Pelvic Fractures 

 

Elderly patients experience higher complication and mortality rates from pelvic 
fractures compared to younger individuals. In this population, lateral 

compression fractures are more common and often result in secondary bleeding, 

requiring angiographic intervention for bleeding control [27]. Timely treatment is 
essential due to the high mortality risk associated with pelvic fractures [27]. In 

cases where pelvic fractures are initially stable, factors such as advanced age, 

injury severity, altered mental status, prolonged mechanical ventilation, and in-
hospital blood product administration are predictors of increased mortality [28]. 

 

Osteoporosis and Skeletal Injuries 
 

Osteoporosis is a significant contributor to skeletal injuries in elderly trauma 

patients, particularly in women. Fractures in this population are associated with 

increased morbidity, mortality, and a reduction in quality of life [29]. The most 
common fractures involve the forearm and hip [10]. Elderly patients with hip 

fractures face high mortality rates, making coordinated care essential. This 

includes early surgical repair, balanced with medical optimization and 
appropriate rehabilitation. Evidence suggests that a dedicated orthogeriatric team 

may improve functional outcomes, though its impact on mortality is still unclear 

[30,31]. 
 

Specific Areas of Interest and Potential Strategies to Improve Outcome 

Under-triage 
 

Elderly trauma patients are frequently under-triaged to trauma centers, with 

contributing factors including low-energy mechanisms of injury, unconscious age 

bias, unreliable vital signs, medication effects blunting the physiological response 
to injury, and a lack of specific triaging scores [1,2,10,32]. Given that age is a 

significant predictor of higher mortality in trauma patients [7], aggressive 

treatment in elderly patients can minimize the outcome difference compared to 
younger patients [33]. Studies have shown that transferring elderly patients to 

trauma centers with high volumes of geriatric trauma cases significantly reduces 

mortality [34]. A potential solution is to adopt advanced age as the sole criterion 
for referral to Level I trauma centers and activate trauma teams in response to 

injuries, as this has been associated with reduced mortality [35,36]. Under-triage 

of elderly patients can be considered a form of ageism given the evidence 
supporting more aggressive care. 

 

Alternative parameters may improve triage, as traditional scores like the Revised 

Trauma Score and Injury Severity Score are less effective in this population. A 
modified systolic blood pressure cutoff of 110 mmHg, as well as indices such as 

the shock index, modified shock index, and age shock index, have demonstrated 

improved but still suboptimal results [37-39]. Geriatric-specific criteria could 
increase sensitivity for identifying patients needing trauma center care, although 

their impact on the number of transfers and mortality is limited [40-42]. The 

Geriatric Trauma Outcome Score, based on age, injury severity, and transfusion 
need, holds promise for estimating mortality risk but has limited use in triage 

[43]. 
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Frailty 
 

Age alone is not a reliable predictor of an elderly patient’s ability to recover from 

injury, and traditional vital signs and severity scores often fail in this group. 
Frailty, defined as reduced physiological reserve across multiple organ systems, is 

a more accurate indicator of poor outcomes following trauma [3]. Frail patients 

are at a higher risk for complications and adverse outcomes [44]. The Trauma-

specific Frailty Index, a modified 15-component scale, has been validated and 
used to guide discharge planning in elderly trauma patients [45]. In a study of 

patients with a median Injury Severity Score of 15 and a mean age of 77.9 years, 

44% were identified as frail, and these patients experienced higher rates of in-
hospital complications and adverse discharge dispositions. All patients who died 

were identified as frail [44]. The Trauma-specific Frailty Index outperforms 

traditional signs and scores and may prove useful in managing the care of elderly 
trauma patients [46]. 

 

Traumatic Brain Injury and Anticoagulation 
 

There is a strong relationship between age and both mortality and poor outcomes 

in traumatic brain injury (TBI). A meta-analysis of 5,600 patients with severe 

head injuries found a 1.39 increase in odds of death and a 1.46 increase in odds 
of unfavorable outcomes for every 10-year increase in age [47]. In one recent 

report, in-hospital mortality approached 30% for elderly patients with moderate to 

severe brain injuries, and those with a Glasgow Coma Scale score below 9 had an 
80% mortality rate, raising concerns about the futility of aggressive treatment in 

such cases [48]. Anticoagulant use complicates the management of elderly 

patients with TBI, as it increases the risk of hemorrhage progression and new 
hemorrhagic foci on repeat CT scans [50]. While anticoagulants, such as warfarin, 

are used to reduce stroke risk, their benefit must be balanced against the 

increased risk of falls and severe bleeding in elderly patients [13,49]. The CHADS 
score may help identify which patients at risk for falls may benefit from 

anticoagulation or antiplatelet therapy [51]. 

 

New anticoagulants, such as direct thrombin inhibitors and factor Xa inhibitors, 
have replaced vitamin K antagonists in many elderly patients, posing new 

challenges in trauma care [13]. Specific antidotes have been developed for these 

newer anticoagulants, such as idarucizumab for dabigatran and andexanet alfa 
for factor Xa inhibitors [52,53]. These agents, however, have not been extensively 

tested in trauma patients. Interestingly, recent studies have shown that trauma 

patients on newer anticoagulants have better outcomes than those on vitamin K 
antagonists [54,55]. This finding underscores the need for specialized screening 

protocols to manage coagulopathy in elderly trauma patients. 

 
Outcome Prediction: 

 

In 2012, the Eastern Association for the Surgery of Trauma (EAST) released 
guidelines emphasizing the importance of aggressive triage, correction of 

coagulopathy, and the limitation of care in elderly trauma patients when poor 

prognosis is evident [56]. This approach encourages treating patients aggressively 

despite their limited physiological reserve and uncertain outcomes. Several 
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predictive tools have since been developed to guide decision-making by estimating 

morbidity and outcomes in elderly trauma patients. Min et al. [57] created a 

simple clinical risk normogram to predict mortality-associated geriatric 
complications using the National Trauma Data Bank. Their findings indicated 

that elderly patients often experience more complicated and unfavorable clinical 

courses compared to younger individuals, particularly if they develop conditions 
such as pneumonia, abscess, wound infection, urinary tract infection, or deep 

venous thrombosis, among others. A systematic review also highlighted that 

increasing age (especially over 74 years), higher injury severity, and low systolic 
blood pressure are independent predictors of mortality [58]. 

 

The Geriatric Trauma Outcome Score (GTOS) has proven useful for predicting in-
hospital mortality, with particularly strong results when patients with care 

restrictions are excluded [43]. However, its accuracy diminishes when attempting 

to predict 1-year mortality [59]. For longer-term outcomes, tools like the frailty 

index may be more informative. Research by Joseph et al. [60] found that frail 
patients had significantly higher rates of in-hospital complications and adverse 

discharge outcomes compared to non-frail patients (frail: 33.4%, pre-frail: 17.4%, 

non-frail: 12%, P = 0.02). The Edmonton frail scale, though well-regarded for the 
general population, has not been extensively evaluated in trauma settings except 

for postoperative cases following hip fractures [61]. 

 
Other markers of frailty, such as sarcopenia (loss of muscle mass) and 

osteopenia (reduced bone density), have been linked to higher 1-year mortality in 

elderly trauma patients [62]. Additionally, a "dichotomy approach"—differentiating 
patients as responders or non-responders after 72 hours of intensive care—can 

help predict in-hospital mortality and guide end-of-life decisions [63]. Together, 

these tools and assessments provide a multifaceted approach to predicting 

outcomes in elderly trauma patients, allowing for more tailored interventions. 
 

Post acute Care and Palliative Care 

 
Despite aggressive interventions, more than 60% of elderly trauma patients who 

survive are discharged to various post-acute care facilities such as skilled nursing 

facilities, assisted living centers, or long-term rehabilitation centers [64-66]. 
Determining the most appropriate facility for each patient remains a challenge, 

and ensuring smooth transitions between care settings is critical for reducing the 

risk of readmission and improving outcomes [65,66]. For elderly trauma patients 
with a poor prognosis, particularly those aged over 74 years or those with non-

responsive traumatic brain injuries, palliative care should be considered [67]. 

Limiting care plays a significant role in the high in-hospital mortality observed 

among elderly trauma patients, especially those in intensive care units (ICUs) [7]. 
Thus, a comprehensive care approach that prioritizes patient comfort and needs 

is crucial [65-67]. Future research may shift toward evaluating quality of life as 

an outcome measure rather than focusing solely on in-hospital mortality, 
especially for elderly trauma patients [67,68]. 

 

Returning to pre-injury quality of life is often difficult for elderly patients, even 
following relatively minor trauma [69]. Therefore, treatment decisions should 

involve discussions with the patient (if possible) and their family to ensure that 
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expectations align with realistic outcomes. Additionally, interventions aimed at 
reducing frailty in the community—such as exercise, nutrition, cognitive training, 

geriatric assessment, and prehabilitation—are essential to improve elderly 

patients' resilience and capacity to recover from injuries [70]. These strategies 
could potentially lead to better outcomes by enhancing the ability to prevent 

injury and support recovery. 

 

Frailty Index: 
 

The Frailty Index (FI) is a clinical tool used to measure frailty in individuals, 

particularly in older adults. It assesses the overall health status and biological 
aging of a person by quantifying various health deficits. The FI is based on the 

accumulation of deficits model, which posits that frailty results from a cumulative 

effect of various health issues rather than a single condition. 
 

Key Features of the Frailty Index 

1. Components: The FI typically includes a range of variables that reflect 
physical, cognitive, and social health, such as: 

o Medical conditions (e.g., diabetes, heart disease) 

o Functional limitations (e.g., difficulty walking, climbing stairs) 

o Cognitive impairments (e.g., dementia, confusion) 
o Nutritional status (e.g., weight loss, appetite changes) 

o Psychological factors (e.g., depression, social isolation) 

2. Scoring: The FI is calculated by dividing the number of deficits present in 
an individual by the total number of deficits considered. For instance, if a 

frailty index includes 30 health deficits and a person has 10 of them, their 

FI score would be 10/30 = 0.33. The score typically ranges from 0 (no 
deficits) to 1 (maximum deficits). 

3. Predictive Value: Higher scores on the FI are associated with increased 

risk of adverse outcomes, including: 
o Increased mortality 

o Higher rates of hospitalization 

o Greater likelihood of complications following surgery or trauma 

o Loss of independence and functional decline 
4. Clinical Utility: The FI can help healthcare providers in: 

o Identifying individuals at higher risk for negative health outcomes 

o Tailoring treatment and intervention strategies based on a patient’s 
frailty status 

o Improving decision-making in clinical settings, especially in 

geriatric medicine, trauma care, and palliative care. 
5. Variations: While the basic concept of the FI is consistent, various 

versions and scales have been developed, including the Edmonton Frail 

Scale and the Frailty Phenotype developed by Fried et al. These 
variations might focus on different sets of deficits or employ different 

scoring systems. 

 
Frailty syndrome: 

 

Frailty syndrome is a clinical syndrome characterized by a decline in 

physiological reserves and an increased vulnerability to adverse health outcomes. 
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It is commonly seen in older adults and is associated with various factors that 

contribute to a decline in health status and functional ability. 

 
Key Features of Frailty Syndrome 

 

1. Clinical Definition: 
o Frailty is often defined as a state of increased vulnerability 

resulting from age-related decline in multiple physiological 

systems, leading to a higher risk of adverse health outcomes such 
as falls, disability, hospitalization, and mortality. 

2. Components: 

o Frailty syndrome encompasses several domains, which can 
include: 

▪ Physical frailty: Reduced muscle strength, endurance, and 

physical activity. This may manifest as weakness, weight 

loss, exhaustion, and difficulty in performing daily 
activities. 

▪ Cognitive frailty: Impairments in cognitive function, which 

can affect decision-making, memory, and overall mental 
capacity. 

▪ Social frailty: Social isolation or lack of social support, 

which can exacerbate feelings of loneliness and negatively 
impact mental health. 

3. Diagnostic Criteria: 

o The most commonly used criteria for diagnosing frailty is the Fried 
Frailty Phenotype, which identifies frailty based on five physical 

characteristics: 

▪ Unintentional weight loss 

▪ Exhaustion 
▪ Low physical activity 

▪ Slow walking speed 

▪ Weak grip strength 
o Individuals with three or more of these characteristics are 

considered frail, while those with one or two may be classified as 

pre-frail. 
4. Causes: 

o Frailty can be influenced by a combination of intrinsic and 

extrinsic factors, including: 
▪ Aging and physiological changes 

▪ Chronic diseases (e.g., diabetes, heart failure) 

▪ Acute illnesses or injuries 

▪ Malnutrition and poor diet 
▪ Physical inactivity 

▪ Depression and cognitive decline 

5. Impact: 
o Individuals with frailty are at an increased risk of: 

▪ Falls and fractures 

▪ Hospitalization 
▪ Disability and loss of independence 

▪ Longer recovery times from surgery or illness 



         250 

▪ Higher mortality rates 
6. Management and Interventions: 

o Addressing frailty involves a multifaceted approach, including: 

▪ Nutritional interventions: Ensuring adequate caloric and 
protein intake to promote muscle health. 

▪ Physical exercise: Engaging in strength training, balance, 

and aerobic exercises to improve physical function and 

strength. 
▪ Cognitive training: Activities that stimulate cognitive 

function and mental acuity. 

▪ Social support: Enhancing social engagement and 
reducing isolation. 

▪ Comprehensive geriatric assessment: Evaluating and 

managing comorbidities and functional impairments. 
 

Role of Paramedics in Prehospital Care of Geriatrics Trauma: 

 
Paramedics play a crucial role in the prehospital care of geriatric trauma patients, 

serving as the first line of medical response in emergencies. Given the unique 

physiological and psychological needs of older adults, paramedics must possess 

specialized knowledge and skills to assess and manage these patients effectively. 
The aging population is particularly vulnerable to trauma due to age-related 

changes in anatomy and physiology, such as decreased bone density, reduced 

muscle mass, and comorbid conditions that complicate trauma care. As such, 
paramedics must conduct thorough assessments that consider the specific 

vulnerabilities of geriatric patients, including cognitive impairment and 

polypharmacy, which may affect their responses to trauma and treatment. 
 

In the prehospital setting, paramedics are responsible for implementing early 

interventions that can significantly impact patient outcomes. Rapid identification 
of life-threatening conditions is essential, as older patients often present 

atypically compared to younger individuals. Paramedics must be adept at 

recognizing subtle signs of trauma, such as altered mental status or atypical pain 

responses, which may indicate serious underlying injuries. Additionally, they 
must be proficient in the use of advanced life support techniques tailored to older 

adults, ensuring that interventions are both effective and appropriate for this 

demographic. Effective communication with the elderly, who may experience 
hearing loss or cognitive difficulties, is also paramount, as it ensures that the 

patient feels respected and involved in their care. 

 
Moreover, the integration of geriatric principles into prehospital care is 

increasingly recognized as vital. Paramedics are in a unique position to provide 

education to older adults and their caregivers about fall prevention, medication 
management, and the importance of regular health assessments. By employing a 

holistic approach that encompasses not only immediate medical care but also 

preventive education, paramedics can help reduce the incidence of trauma among 
elderly populations. Collaborative practices involving multidisciplinary teams, 

including geriatricians and social workers, can further enhance the quality of care 

provided during the prehospital phase. In conclusion, the role of paramedics in 

the prehospital care of geriatric trauma patients is multifaceted, requiring 
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specialized skills and knowledge tailored to the complexities of aging. By 

conducting comprehensive assessments, implementing targeted interventions, 

and providing education and resources, paramedics significantly contribute to 
improving outcomes for elderly trauma patients. As the population continues to 

age, the demand for trained paramedics who can effectively address the unique 

challenges associated with geriatric trauma will only increase, emphasizing the 
need for ongoing education and training in this critical area of emergency medical 

services. 

 
Role of Nursing and EMS: 

 

The management of geriatric trauma patients requires a coordinated effort 
between nursing staff and Emergency Medical Services (EMS), as both play 

critical roles in providing comprehensive care tailored to the unique needs of this 

vulnerable population. The integration of nursing and EMS in geriatric trauma 

care can significantly enhance patient outcomes by ensuring timely interventions, 
effective communication, and continuity of care throughout the trauma care 

continuum. 

 
Role of EMS 

 

1. Initial Assessment and Stabilization: EMS professionals are often the first 
responders to trauma incidents involving elderly patients. Their initial assessment 

is crucial for identifying life-threatening injuries and stabilizing the patient's 

condition. Given that geriatric patients may present atypically, EMS providers 
must be trained to recognize subtle signs of injury, such as changes in mental 

status or atypical pain responses. Quick and accurate assessment allows EMS to 

implement immediate interventions, such as airway management, control of 

bleeding, and initiation of intravenous access. 
2. Communication and Coordination: Effective communication between EMS 

and receiving healthcare facilities is vital for ensuring that the appropriate level of 

care is prepared for the patient upon arrival. EMS personnel provide detailed 
reports to emergency department staff, including the patient's condition, 

mechanism of injury, and any prehospital interventions performed. This 

information is essential for hospital staff to prepare for the patient’s needs and 
develop a suitable treatment plan. 

3. Education and Advocacy: EMS professionals also play a role in educating 

patients and their families about fall prevention and trauma risks associated with 
aging. By advocating for preventive measures, EMS can help reduce the incidence 

of trauma among elderly populations. This includes promoting awareness of safe 

mobility practices and the importance of regular health check-ups. 

 
Role of Nursing 

 

1. Comprehensive Care and Assessment: Once geriatric trauma patients arrive 
at the hospital, nursing staff assume responsibility for their comprehensive care. 

Nurses conduct thorough assessments, monitor vital signs, and evaluate the 

patient's physical and psychological status. Given the complexity of geriatric 
patients, nurses must be adept at recognizing the interplay between multiple 

comorbidities and trauma outcomes. 
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2. Pain Management and Emotional Support: Nursing staff play a crucial role 
in managing pain and providing emotional support to elderly trauma patients. 

They utilize age-appropriate pain assessment tools and strategies, considering the 

potential for cognitive impairments that may affect the patient's ability to 
communicate their pain levels effectively. Additionally, nurses provide emotional 

support and reassurance, which can help alleviate anxiety and enhance the 

overall patient experience during hospitalization. 

3. Care Coordination and Multidisciplinary Collaboration: Nurses serve as 
advocates for geriatric patients, coordinating care among multidisciplinary teams 

that may include physicians, physical therapists, occupational therapists, and 

social workers. This collaborative approach ensures that all aspects of the 
patient’s care, including rehabilitation, discharge planning, and community 

resources, are addressed. Nurses also play a pivotal role in post-acute care 

planning, determining the most appropriate settings for rehabilitation or long-
term care based on the patient’s needs and preferences. 

4. Education and Discharge Planning: Education is a key component of nursing 

care for elderly trauma patients. Nurses provide information to patients and 
families about post-discharge care, medication management, and rehabilitation 

services. By preparing patients and their families for the transition from hospital 

to home or to a rehabilitation facility, nurses help reduce the likelihood of 

readmission and support a smoother recovery process. 
 

Health Informatics: 

 
In the context of prehospital care for geriatric emergencies, health informatics 

plays a critical role in supporting the management and coordination of care for 

age-related conditions. Here are some key ways it contributes: 
1. Electronic Health Records (EHRs) Access: Health informatics systems 

enable emergency medical services (EMS) and nursing teams to access 

electronic health records (EHRs) of elderly patients during prehospital 
care. This access allows for a quick review of medical histories, current 

medications, allergies, and chronic conditions, which are vital in making 

informed decisions about treatment, especially in time-sensitive 

situations. 
2. Data Integration and Communication: Health informatics facilitates 

seamless communication between EMS, nursing staff, and receiving 

healthcare facilities. By integrating patient data into a centralized system, 
paramedics can transmit real-time information about the patient's 

condition, vital signs, and treatment interventions. This ensures that 

hospitals are prepared to receive the patient and continue care without 
delays or lapses in information. 

3. Decision Support Tools: Advanced health informatics systems often 

include decision support tools, such as algorithms or clinical guidelines 
tailored to geriatric emergencies. These tools assist EMS and nursing 

professionals in identifying the best course of action based on the patient's 

age-related conditions, such as frailty, cognitive impairments, or 
polypharmacy risks. 

4. Remote Monitoring and Telemedicine: In some cases, health 

informatics supports telemedicine applications that allow paramedics to 

consult with physicians or geriatric specialists in real-time. This can be 
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particularly helpful when dealing with complex age-related conditions, 

ensuring that the patient receives appropriate prehospital care even in 

remote or rural locations. 
5. Outcome Tracking and Quality Improvement: Health informatics 

enables the collection and analysis of data from prehospital geriatric care, 

which can be used to track patient outcomes and evaluate the 
effectiveness of EMS and nursing interventions. Over time, this data helps 

in refining care protocols, improving response times, and enhancing the 

overall quality of emergency services for elderly patients. 
 

Conclusion 

 
The management of geriatric emergencies within the prehospital setting requires a 

nuanced understanding of the physiological, psychological, and social 

complexities that characterize this population. As the number of older adults 

increases globally, the incidence of trauma among this age group will rise, 
emphasizing the importance of effective emergency response strategies tailored to 

their unique needs. Older patients often present with multiple comorbidities and 

altered physiological responses, leading to an increased risk of mortality and 
morbidity. For instance, age-related changes in the cardiovascular, respiratory, 

and musculoskeletal systems can hinder their ability to withstand physical 

insults. Additionally, cognitive impairments such as dementia can complicate 
assessments and interventions, making it essential for EMS and nursing 

professionals to be trained in recognizing these factors. Under-triage remains a 

significant concern in geriatric trauma care. Many older patients are not 
adequately assessed or referred to specialized trauma centers, resulting in poorer 

outcomes. It is vital to advocate for the adoption of more age-sensitive triage tools 

and protocols that consider the unique presentations and risks associated with 

geriatric patients. This could include the use of frailty assessments to inform 
clinical decisions and improve outcomes. The role of medication, particularly 

anticoagulants, cannot be overstated. While they provide essential benefits in 

preventing thromboembolic events, they also increase the risk of severe bleeding 
and complicate the management of traumatic brain injuries. Establishing clear 

protocols for managing patients on anticoagulation therapy in the context of 

trauma is imperative. Moreover, collaborative approaches involving 
multidisciplinary teams can enhance the quality of care provided to elderly 

patients. These teams should include geriatric specialists who can offer insights 

into optimizing prehospital and hospital care for older adults. In conclusion, by 
equipping EMS and nursing professionals with the knowledge and tools necessary 

to navigate the complexities of geriatric emergencies, we can significantly improve 

the quality of care for this vulnerable population. Emphasizing the need for 

continuous education, protocol development, and a more comprehensive 
understanding of the geriatric patient’s needs will ultimately lead to better 

outcomes in prehospital care. 
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والتمريض تجاه الحالات   ، والمعلوماتية الصحية،الرعاية قبل المستشفى في حالات الطوارئ لدى كبار السن: نهج خدمات الطوارئ الطبية

 المرتبطة بالعمر 

 :الملخص

تتجاوز  :الخلفية الذين  للمرض ى  بالنسبة  سيما  التمريض، لا  ورعاية  الطبية  الطوارئ  في خدمات  كبيرة  تحديات  المسنين  السكان  زيادة عدد  تمثل 

للحالات    65أعمارهم   مخصصة  إدارة  استراتيجيات  الديموغرافي  التحول  هذا  يتطلب  السن.  كبار  لدى  الطوارئ  حالات  من  يعانون  والذين  عامًا 

 .المرتبطة بالعمر، وخاصة فيما يتعلق بالإصابات

والتمريض في إدارة حالات الطوارئ لدى    ، والمسعفين، والمعلومات الصحية،يهدف هذه الدراسة إلى استكشاف نهج خدمات الطوارئ الطبية :الهدف

 .كبار السن، مع التركيز على التغيرات الفسيولوجية المرتبطة بالعمر، وآليات الإصابة، واستراتيجيات الفرز الفعالة

والإرشادات   :الطرق  الحالية  للأدبيات  إجراء مراجعة شاملة  وتأثير  تم   ،
ً
سنا الأكبر  المرض ى  في  الفرز  نقص  في  تسهم  التي  العوامل  وتحليل  السريرية، 

 .الضعف، والتعقيدات التي تطرحها الأدوية

ي إلى تشير النتائج إلى أن المرض ى المسنين غالبًا ما يعانون من نقص الفرز بسبب التحيزات المرتبطة بالعمر والتغيرات الفسيولوجية، مما يؤد :النتائج 

السري  التقييمات  تعقد  العوامل  إصابات متعددة  يظهرون  ما  غالبًا  الصدمات  ناجمة عن  إصابات  يعانون من  الذين  المرض ى  أن  كما  أسوأ.  رية نتائج 

ت المضادة  وتستدعي بروتوكولات رعاية متخصصة. تبرز الدراسة أيضًا الزيادة المتزايدة في حالات إصابات الدماغ الرضحية التي تفاقمت بفعل العلاجا

 .للتخثر

يعد تعزيز التدريب لموظفي خدمات الطوارئ الطبية والتمريض حول الاحتياجات الفريدة للمرض ى المسنين، جنبًا إلى جنب مع بروتوكولات   :الخاتمة

ا  المخاطر  التخفيف من  في  تقييم متخصصة  أدوات  وتنفيذ  تطوير  يساعد  أن  يمكن  النتائج.  لتحسين  حيويًا  أمرًا  الأدلة،  المعتمدة على  لمرتبطة  الفرز 

 .بإصابات كبار السن وتحسين تقديم الرعاية

 .حالات الطوارئ لدى كبار السن، خدمات الطوارئ الطبية، التمريض، الإصابات، نقص الفرز، الضعف، مضادات التخثر :الكلمات المفتاحية

 

  


