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Objectives 

 List two limitations of the NEXUS cervical spine injury 

criteria in the geriatric population 

 List three differences in presentation and prevalence of 

cervical spine injury in the geriatric population 

 Describe the potential utility of the shock index and 

Glasgow coma scale in geriatric patients 

 Explain a geriatric-specific EMS neurologic assessment scale 

optimized to detect traumatic brain injury 

 



PollEverywhere 

Text SabinaBraith973 to 37607 

to join 



Definition:  What is “geriatric”? 

CDC Field Triage Criteria 2011 

older adults risk for injury/death increases after 

age 55 years  

SBP <110 might represent shock after age 65 years  

 low impact mechanisms (e.g., ground-level falls) 

might result in severe injury  

 

https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6101a1.htm  

https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6101a1.htm


What are best practices for  

Geriatric Trauma? 



 





Model Guidelines:   

Head & Spinal Trauma 



Important issues 

Elderly “hide things” 

Mental status, cognitive capacity 

Vital signs  

Physical disabilities 



Post-trauma complications 

 Pneumonia (31% vs 17% in young) 

 Mortality 22% vs 10% 

 Each additional rib fx adds  

 1.16 OR pneumonia 

 1.19 OR death 



Falls 

Loss of independence, SNF need  

Highest injury-related deaths 

Most are ground-level falls 

Multifactorial:  Fall syndrome 



Fall syndrome 

 Multifactorial health condition occurring when 

accumulated effect of degeneration in multiple 

systems causes and complicates injury and 

produces health challenges.  There are a 

constellation of causes. 



Frailty definition 

Frailty is defined as a state of heightened 

vulnerability to functional  dependence or death in 

response to a stressor.  

Frail people who suffer injury or illness necessitating 

ED attendance have less reserve and so are less 

likely to recover to their premorbid level, or 

survive, than the non-frail. 



 



S = Symptoms 

P = Previous 

L = Location 

A = Activity 

T = Time of day 

Fall History 



Medication risks 

 Orthostasis 

 Diuretic 

 Laxative 

 Antidepressants, antipsychotics, sedatives, 
benzodiazepines, opioids 

 Antihypertensive 

 Anticoagulant 

 Ask about any recent medication change 





Geriatric-specific dosing 

 



Decisions 

 Trauma center or not? 

 Does Level I or II  change outcomes? 

 Not being far away may be better 

 Negative effects of hospitalization 

 Change in trauma center activation criteria? 

 ACS Optimal Resources Guide 

Will include geritrauma chapter and include new guidance 



 



List three differences in presentation 

and prevalence of cervical spine 

injury in the geriatric population 

Describe the epidemiology of cervical spine 
fractures in the geriatric vs. adult 
population 

State whether physical exam is reliable in 
the assessment for potential cervical spine 
injury in geriatric patients 

Describe the role of NEXUS in geriatric 
patients 



 



 



List two limitations of the NEXUS cervical 

spine injury criteria in the geriatric 

population 

Utility in significant blunt trauma 

Utility in low risk trauma 



NEXUS Criteria 

 



 



 



Model Guidelines 

 Head Trauma 

• Spinal Trauma 



Describe the potential utility of the 

shock index and Glasgow coma scale in 

geriatric patients 

Review the derivation of the shock index 

and list its significance for predicting 

mortality 

List 2 reasons why GCS is unreliable for 

predicting severe head injury in geriatric 

trauma 



 



Shock Index =  HR / SBP 

Normal:  0.5-0.7 

Hemodynamically unstable:  > 1 

SI > = 1 should go to trauma center 

Utility of shock index 

Predicts need for blood transfusion 

Predicts inhospital mortality 

Risk stratification 

 
 



Why doesn’t GCS work in the 

geriatric patient? 

 



Explain a geriatric-specific EMS neurologic 

assessment scale optimized to detect 

traumatic brain injury 

Describe deficiencies in existing scales 

when applied to geriatric patients 

Describe the abbreviated EMS neuro 

tool for geriatric TBI 



TBI epidemiology 

https://www.cdc.gov/traumaticbraininjury/data/rates_ed_byage.

html 

https://www.cdc.gov/traumaticbraininjury/data/dist_ed.html 



TBI epidemiology 

https://www.cdc.gov/traumaticbraininjury/data/rates_deaths_by

age.html 

https://www.cdc.gov/traumaticbraininjury/data/dist_death.ht

ml 





EMS Neuro 

assessment in injury 

Which scale is best? 

“Trauma” vs. 

“Injury” 





EMS Neuro 

assessment in injury 

 Which scale is best? 

 “Trauma” vs. “Injury” 

Wasserman, E. B., Shah, M. N., Jones, C. M., Cushman, J. T., Caterino, J. M., Bazarian, J. J., . . . Dozier, 

A. (2015). Identification of a neurologic scale that optimizes EMS detection of older adult traumatic brain 

injury patients who require transport to a trauma center. Prehosp Emerg Care, 19(2), 202-212. 

doi:10.3109/10903127.2014.959225 
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Anticoagulants in 

Head Injury 





Anticoagulant use 

Risk of head injury  

LOC 

GCS 

Modified trauma triage criteria 



Risk Assessment 

 

http://www.crash.lshtm.ac.uk/Risk%20calculator/index.html 





Fall prevention 

 



Take-Homes: 

 Old people break very easily,  and they are “sneaky” so exam and 

GCS are not reliable. 

 Broken old people die more often 

 Badness: 

 LOC in anticoagulated patient 

 Decreased LOC, inability to follow commands 

 Shock index > 1 

 NEXUS criteria less useful and reliable, threshold for imaging is 

lower 

 Trauma center destination criteria should differ 
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