
The woman just moaned.
‘‘Have you thought about taking her to a nursing

home?’’ I asked. ‘‘I understand how difficult it can be to
care for someone who is chronically ill.’’

‘‘Her doctor talked to me about that a while back but I
swore as long as I could, I would take care of her myself.
We have been married for 42 years. I didn’t want to put
her into a home unless I had to.’’

‘‘You have to, sir,’’ I said. ‘‘It’s time.’’
He sat down in a chair beside her bed with a blank ex-

pression on his face. Looking at this couple, I felt sorry
for both parties. Whatever suffering this man may have
inflicted on his wife, either through commission or omis-
sion, they were obviously both in pain. A major change
was needed in their living situation. I left the room to
make that happen. Before returning to the patient’s bed-
side, I called adult protective services and arranged to
have her admitted to the hospital.

When I entered the room this time, the woman had
stopped howling. The nursing staff had cleaned her up
and she was lying peacefully on the bed. I explained to
the patient and her husband what was going to happen.
I do not know how much of it she understood, but her
expression led me to believe that she comprehended
at least some of what I was saying. The husband asked
how long this was going to take and what he should
do. Taking into consideration his intoxicated state, I told
him it could be a while before she got a bed assignment
and that it might be a good idea for him to go home and
rest. He put up less resistance to this suggestion than any
family member I had ever talked to.

He quickly stood up to leave and call a friend for a ride
home. On his way out through the curtain, he shook my
hand. ‘‘Thanks for your help. This is the most peaceful
I’ve seen her look in a long time,’’ he said.

‘‘That’s because I’m taking her away from you,’’
I thought. And that is exactly what I did.
doi: 10.1197/j.aem.2007.01.015

Ryan D. Heyborne, MD
(rheyborn@iupui.edu)
Department of Emergency Medicine
Indiana University
Indianapolis, IN

References

1. Collins KA. Elder maltreatment: a review. Arch Pathol
Lab Med. 2006; 130:1290–6.

2. Cohen M, Halevi-Levin S, Gagin R, Friedman G.
Development of a screening tool for identifying elderly
people at risk of abuse by their caregivers. J Aging
Health. 2006; 18:660–85.

3. Rodriguez MA, Wallace SP, Woolf NH, Mangione CM.
Mandatory reporting of elder abuse: between a rock
and a hard place. Ann Fam Med. 2006; 4:403–9.

4. Lachs MS, Williams CS, O’Brien S, et al. ED use by
older victims of family violence. Ann Emerg Med.
1997; 30:448–54.

5. Wei GS, Herbers JE Jr. Reporting elder abuse: a med-
ical, legal, and ethical overview. J Am Med Womens
Assoc. 2004; 59:248–54.

6. Jones JS, Veenstra TR, Seamon JP, Krohmer J. Elder
mistreatment: national survey of emergency physi-
cians. Ann Emerg Med. 1997; 30:473–9.

7. Fulmer T, Paveza G, Abraham I, Fairchild S. Elder ne-
glect assessment in the emergency department.
J Emerg Nurs. 2000; 26:436–43.

8. Clarke ME, Pierson W. Management of elder abuse in
the emergency department. Emerg Med Clin North
Am. 1999; 17:631–44.

9. American College of Emergency Physicians. Manage-
ment of Elder Abuse and Neglect. 2001. Available at:
http://www.acep.org/webportal/PracticeResources/
PolicyStatements/. Accessed Jan 31, 2007.

ACAD EMERG MED � June 2007, Vol. 14, No. 6 � www.aemj.org 567
Commentary: Thoughtful Practice and the Older
Emergency Department Patient
One characteristic that I believe is important for emer-
gency physicians is thoughtful practice. One might think
that thoughtful, in this context, refers to being ‘‘consider-
ate of the well being of others.’’1 While being considerate
is an important trait, this is not what I mean by thoughtful
practice. Rather, thoughtful in this context refers to ‘‘occu-
pied with or given to thought; contemplative; meditative;
reflective.’’1 Thoughtful practice is important while pro-
viding patient care, because it allows one to avoid failed
heuristics (abbreviated thinking strategies) that contrib-
ute to cognitive errors.2 Thoughtful practice extends be-
yond the bedside, though, when we reflect on patients
we have seen and our practice patterns, and this leads
us to change our practice. The Resident Portfolio ‘‘Elder
Abuse: Keeping the Unthinkable in the Differential’’3 is
an excellent example of thoughtful practice and how it
can improve the care of difficult patients. It also provides
us the opportunity to discuss elder abuse, a poorly recog-
nized but serious issue.

Dr. Heyborne rightly notes that elder abuse is more
prevalent than many realize, and it takes many forms.
Broadly defined, elder abuse is ‘‘any knowing, intentional,
or negligent act by a caregiver or any other person that
causes harm or a serious risk of harm to a vulnerable
adult.’’4 Elder abuse may include physical, emotional, or
sexual abuse, exploitation, neglect, or abandonment.4

Emergency physicians should expect that they will in-
creasingly be called upon to evaluate victims of such
abuse. The prevalence of elder abuse has been increasing,
and it is estimated that the occurrence and severity of
abuse will increase markedly over the next several de-
cades.5 Recognizing and dealing appropriately with sus-
pected abuse may be difficult for residents and attending
physicians alike. Fortunately, these skills can be improved
through thoughtful practice.

The patient Dr. Heyborne describes displays many of
the risk factors associated with elder abuse. Those with
shared living arrangements are more likely to be abused
than those living alone. Those with social isolation are
more likely to be abused; the fact that this patient had
limited contact with the hospital system and there were
no other emergency department (ED) visitors suggest this
social isolation. Demented individuals are more likely
to be abused, and their abusers are more likely to abuse
alcohol.5
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One interesting aspect of this case that deserves com-
ment is the interaction with emergency medical services
(EMS). Dr. Heyborne tells us that the EMS providers
were called to the residence about 30 times in the prior
month and that ‘‘they have refused transport.’’ Even if
the patient had previously been more alert and conver-
sant, was she able to make an informed decision to refuse
treatment? Or did the EMS providers allow the husband
to make the decision to refuse transport each of the prior
times? Out-of-hospital refusals of transport in older pa-
tients are a difficult issue. On one hand, it is ethically in-
appropriate to transport a patient against his or her will,
and the decision to allow a patient to refuse transport
should not be made solely on age. However, studies
show that emergency physicians often fail to recognize
cognitive impairment in older patients.6 If we cannot
identify cognitive impairment in the ED, can we expect
EMS providers to identify who is impaired and who is
competent to refuse transport in the out-of-hospital set-
ting? While this issue is subject to debate, prudence
would suggest erring on the side of transporting older
patients to the ED if there is any question about their
competence.

Emergency medical services providers receive little di-
rect education on geriatrics in their training.7 However,
EMS providers have a unique role to play in the care of
older patients, because they often are the only providers
who assess patients in their home environments. Educat-
ing EMS providers on the signs and symptoms of abuse,
and involving them in the referral process to adult pro-
tective services, may have allowed this case to be ad-
dressed days or weeks earlier.

A number of additional points about general geriatric
emergency medicine are emphasized in this portfolio. It
is critically important that emergency medicine educa-
tors prepare their residents to care for the older patient.
These patients will increase in proportion for their entire
career in emergency medicine, rising from about 15% of
ED visits now to about 25% of ED visits in 30 years.8

First, this case illustrates the importance of assessing
older patients’ function. This patient has lost the ability
to transfer, which results in the need for extensive, 24-
hour care to prevent skin breakdown due to inconti-
nence, as described in this case. Often, an older spouse
cannot adequately provide this care. It is important to
recognize functional limitations in older patients and to
incorporate these limitations into disposition planning.

Second, Dr. Heyborne was able to make this diagnosis,
in part, due to his thorough examination of the patient.
When busy, it is easy to leave older patients with limited
mobility dressed in their nightgowns, making it impossi-
ble to perform a complete examination. Failure to note
the skin breakdown, multiple bruises, and contractures
may have resulted in misdiagnosis.

Finally, Dr. Heyborne describes the ‘‘shotgun pattern’’
of test ordering that is commonly used for these patients.
I believe that his test ordering was more than just ‘‘shot-
gunning’’ and was likely derived from his (or his attend-
ing physicians’) thoughtful practice. I am sure that, on
reflection, he could provide a rationale for each of the
tests ordered. In this case, we have an older patient
with impaired cognition and an intoxicated husband
who could not provide a helpful history. While abuse
or neglect may be the reason for her condition, many co-
existing conditions may exist. These could include sepsis
from a skin infection, urinary tract infection, or pneumo-
nia (complete blood count, urinary analysis, chest radio-
graph); dehydration with hypernatremia and prerenal
azotemia (chemistry panel); or acute myocardial infarc-
tion (electrocardiogram). Therefore, the process of
‘‘shotgunning’’ laboratory tests, in fact, generally repre-
sents a thoughtful approach to complex older patients
with geriatric syndromes.

In conclusion, Dr. Heyborne’s thoughtful practice dur-
ing the care of this patient in the ED prevented the cog-
nitive errors that may have negatively affected her care.
His thoughtful practice also allowed him to reflect on
this patient after her ED stay, which ‘‘forever changed
the way’’ he will approach older patients.3 Such thought-
ful practice allows us, as emergency physicians, to im-
prove the care of the older patients we see today and in
the future.
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