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We are living in an aging world. Look at any 
report coming from Canada, the USA, the 
UK or the EU and they all predict the same 
trend; that over the coming decades the pro-
portion of the population aged 80 years and 
over is expected to increase exponentially. 
Although these numbers seem daunting, it is 
the story embedded in those numbers how-
ever, that needs to give us sober thought. 
First is the simple fact that in the western 
world, the median age of death is 78 years, 
and the majority of deaths occur after the age 
of 65 years [1]. Implicit in this is that the older 
adult population comprises a significant pro-
portion of those who will require end-of-
life care, many of whom have very different 
needs than those dying at a younger age. 
Second, although many individuals over the 
age of 65 years report relatively good health, 
it is a fact of life that most will eventually 
develop one or more chronic illnesses, which 
have a prolonged period of gradual decline, 
disability and eventual death [2]. Over three-
quarters of the deaths in the USA are due to 
chronic progressive medical illnesses such as 
cardiovascular, pulmonary and neurological 
conditions; diseases that are typically charac-
terized as unpredictable in their trajectories, 
with frequent exacerbations and the need for 
close medical monitoring [3]. These medical 
conditions do not occur in isolation; elderly 
patients often report the coexistence of four 
or more chronic conditions [4]. The number 
of older adults with multiple chronic condi-
tions is projected to increase by more than a 

third between 2000 and 2030 [5]. The final 
issue that confronts an aging world is the rise 
of those diagnosed and living with dementia. 
The impact of dementia to our global aging 
population represents one of the most signifi-
cant challenges to health and social care. The 
impact of multiple comorbidities on older 
adults, including cognitive impairment, is 
that many report high symptom burden, 
physical and psychological symptom dis-
tress, progressive functional dependence and 
frailty, lower quality of life, problems with 
polypharmacy, strains on family caregivers, 
and high healthcare resource use, including 
the use of emergency departments (EDs) [3,6].

Emergency department use by older 
adults
Older adults represent an ever-growing popu-
lation that utilizes ED services. Several stud-
ies indicate that older adults use EDs more 
often and for more urgent issues than any 
other age group with 12–21% of all visits 
being made by older adults [7]. The pattern 
of ED use differs for older adults as com-
pared with younger patients; while medi-
cal complaints account for nearly 80% of 
all visits by older adults, these are relatively 
rare in younger patients who typically visit 
an ED for surgical complaints and accidents 
[7]. When presenting to the ED, older adults 
have a higher level of emergency and more 
serious medical illness than younger patients. 
Older adults present to the ED most often 
with complaints of chest pain, congestive 
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heart failure, abdominal pain, delirium, pneumonia 
and syncope [8]. Falls and problems with self-care are 
also noted as significant problems that bring older 
adults into the ED [9] as are problems with complex 
psychosocial needs [10]. In many instances, the reason 
older adults seek out care in the ED are often the result 
of slowly evolving problems that culminate in the need 
for emergency care [9].

Frequently, older adults present with atypical signs 
and symptoms and multiple comorbidities that make 
diagnosis and treatment more complex and place them 
at higher risk of hospitalization, a need for a return ED 
visit, and adverse events after ED use including death 
[9,11]. In a recent study by Beynon and colleagues, 56.8% 
of older adults who presented to an ED, had palliative 
care needs in the three months prior to admission to 
the ED and evidence was that this group had symp-
toms and/or complex social needs during this time 
[10]. In their systematic review, Gruneir et al. indicate 
that the evidence supports that older adults do have a 
greater need for care in the ED than other age groups, 
that their use of ED services is appropriate as noted by 
the seriousness of their presenting illness on arrival to 
the ED, and that often, older adults tried to contact 
their primary care provider or other regular source of 
medical care prior to arriving at the ED [9]. Therefore, 
in many instances, older adults had no other choice 
but to use the ED to help them manage their medical 
complaint. In essence, there was no proactive care sys-
tem in place that prevented the need for ED care from 
developing in the first place for many older adults.

EDs are not particularly well suited to deal with 
the complexity of care required by older adults with 
multiple comorbidities. Designed to diagnose and 
treat acute or traumatic events, the ED and its prac-
titioners are well suited to provide life-sustaining and 
disease-directed treatments to patients with acute ill-
ness [12]. When surveyed, ED clinicians report feeling 
ill-equipped to provide care to older adults [13]. Too 
often the ED system is set up to provide care that is 
directed at the ‘one-complaint per visit’ mantra; an 
orientation that fails to address the complexity of mul-
tiple morbidities and the root cause of the presenting 
issues. Often, the life-prolonging treatments offered 
may not be in keeping with the patients’ goals, prefer-

ences for care, or address the larger social or systemic 
implications that brought the person to the ED such 
as lack of social support or caregiver distress. As such, 
the care received in the ED may actually contribute to 
the overall suffering and distress experienced by older 
adults, and fails to adequately meet their needs.

Palliative care for older adults
With its focus on the relief of suffering and achieving the 
best quality of life, palliative care can be understood as 
any care aimed at relieving the burden of physical, emo-
tional, spiritual, social and existential distress that often 
accompanies chronic illness. It is a patient- and family-
oriented philosophy of care that focuses on the ‘person’ 
through a holistic, interdisciplinary team approach. 
There is growing acceptance of the value of early involve-
ment of palliative care in parallel to life-prolonging and 
supportive therapies across a range of disease states. In 
older adults, we need to broaden this conceptualiza-
tion even further, moving beyond the focus of a single 
disease state to explore the needs of the individual suf-
fering with multiple distinct pathologies and the needs 
that develop based on the combined effect and impact of 
multiple comorbidities [14]. It is also important to under-
stand that palliative care is much more than end-of-life 
and/or hospice care; understanding it only as such fails 
to capitalize on the benefits espoused by the broader pal-
liative approach and may result in missed opportunities 
and unmet needs in older adults. In their model of pal-
liative care in the elderly, Jerant and colleagues identify 
that in order for palliative care within this population 
to be effective, a ‘TLC’ approach is needed [15]; care 
needs to be timely and team-oriented; longitudinal; and 
collaborative and comprehensive.

For the older adult, the need to provide palliative care 
that is integrated, proactive and team-based is essential 
in order to meet their complex needs and to potentially 
reduce the need for costly ED services. There is some evi-
dence that palliative care programs or services have been 
associated with a reduction in the number of ED visits 
by those enrolled in their programs [16–19]. The chal-
lenge remains, however, that too often, those enrolled 
in specialist community-based palliative care programs 
are those with cancer diagnoses with 6 months or less to 
live; not older adults with multiple comorbidities [20,21]. 
Despite efforts to broaden their mandate to a more inclu-
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sive model, those with nonmalignant disease continue to 
be much less likely to receive specialist palliative care [10]. 
As a result, a new way of thinking about palliative care 
for older adults needs to be adopted, one predicated on a 
health-promoting and population-based model.

Geriatric palliative care & emergency care: 
importance of collaboration
To achieve optimal palliative care for older adults and 
to reduce their need to rely on ED services, the adop-
tion of a health-promoting, population-based approach 
that recognizes not all older adults need or want the same 
level and access to specialized palliative care services is 
warranted. A model of care that is flexible, integrated 
through formal partnerships with different services and 
providers, incorporates generalist and specialist health 
professionals, and is responsive to patient and family 
need is integral to excellent palliative care provision, 
especially for older adults [22,23]. The acuity and com-
plexity of the patient and family need defines the level 
of palliative care services delivered within this model. 
In this manner, older adults may move between differ-
ent levels of care throughout their chronic illness trajec-
tory [24]. The vast majority of older adults will have their 
needs most easily and best met by primary healthcare 
providers, including community nurses, family physi-
cians and medical specialists, such as geriatricians. Those 
who experience sporadic or occasional exacerbation of 
physical, psychosocial or spiritual/existential distress will 
require expert consultation from specialist palliative care 
providers, with ongoing care being provided by their 
primary care provider. A subset of these patients may 
require more intense, ongoing collaboration and shared 
care arrangements between primary care and palliative 
care providers. A small subgroup of older adults will have 
complex care needs requiring direct ongoing involve-
ment from specialist palliative care services either in the 
community or in designated palliative/hospice beds. 
Although some preliminary evidence exists, suggest-
ing that such an integrated, interdisciplinary model of 
care delivery can reduce potentially unnecessary visits to 

the ED [18], further research is sorely needed examining 
optimal models of services delivery for older adults that 
might reduce or eliminate reliance on the ED for chronic 
illness management.

Within this integrated model of collaborative care, the 
need to explore the role of ED care is vital. There will 
always be a group of older adults for whom ED services 
are needed, despite impeccable attention to meeting their 
palliative care needs proactively. Increasing palliative 
care knowledge among ED providers, the development 
of triggers for palliative care consultation among emer-
gency patients, the use of volunteers, and creating private 
spaces within the ED for palliative care patients and their 
families are among some of the solutions proposed to 
addressing palliative care needs in the ED [25–27]. There 
is also a need for improved communication among and 
between different providers, and the development of 
information sharing systems that would promote coor-
dinated care between primary care providers, medical 
specialists and the ED [28].

In order to begin to meet the needs of an aging 
population and to reduce their reliance on the ED as 
a primary place of care, adopting a health-promoting, 
population-based approach that recognizes and respects 
the relationship between primary care providers, older 
adults and their families is essential. In essence the goal 
of such a system is to ensure that older adults receive care 
in the setting best suited to meet their needs, is timely 
and responsive, and is delivered by health care providers 
skilled in ameliorating suffering, distress, and preserving 
dignity.
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