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INTRODUCTION

The agitated older patient presents a particularly
difficult blending of the emergency principles of
stabilization, diagnosis, and treatment. This happens
because rapid behavioral control might obscure or delay
diagnosis, and the treatment of agitation could allow
worsening of the underlying causative disorder(s).
However, urgent behavior control may be required in
older patients seen as a danger to themselves or
overwhelming the capacity of the emergency
department (ED) staff. Physicians are asked for
immediate problem resolution, nurses need to ensure
patient safety, and both must maintain continued
responsiveness to all the patients in their care. “Can
you give me something to calm down the patient in
room 16?” The implication is to fix the problem now.
However, the optimal management path follows five
core principles in order:

1. Assess

2. Diagnose
3. Evaluate
4. Prevent
5. Treat

The American College of Emergency Physicians
developed the “ADEPT Tool” for management of
confusion and agitation in the older ED Patient. The
ADEPT Tool highlights the need to first recognize the
myriad and often multifactorial causes of behavioral
changes in older adults, including those in the ED
environment. Then the final step may involve specific
pharmacologic management.!

The charge for emergency providers is to facilitate
assessment and treatment of the wunderlying
condition(s) while ensuring a safe environment for
patients and staff. “Assess” includes evaluation of life-
threatening and immediately treatable conditions of
hypoxia, hypoglycemia, acute MI, cerebral ischemia,
hypotension, and sepsis. Pain commonly causes
agitation and must be identified and treated, ideally

with non-sedating non-opioid medications.

Establishment of baseline mental status and rapidity of
change are essential, but require contact with family,
caregivers, or facilities that may not be readily available.

The most common causes of acute alterations in
mental status in older persons are infection, neurologic
disorder, metabolic or electrolyte disorder, medication
effect, and deterioration of wunderlying medical
conditions including the behavioral and psychiatric
symptoms of dementia. Commonly multiple factors are
responsible; hence assessment does not stop at the first
factor identified (see Table 1). Systematic evaluation
and treatment for all contributing conditions must
continue until full evaluation is complete. ED staff
must understand that the hectic ED environment often
contributes to agitation and strive to diminish the
impact of this familiar iatrogenic cause.

Agitation and hyperactive delirium are commonly
seen 1n persons with dementia.? and increase with
severity of cognitive decline.3 However, emergency
providers only establish this diagnosis in fewer than
20% of newly delirious patients.45 The presence of new
hallucinations points to delirium and, with exception of
Lewy body dementia, hallucinations are rarely seen in
dementia. Adverse medication effect causes delirium in
from 12-39% of cases.® The patient’s evaluation must
include physical examination for signs of potential non-
accidental trauma or neglect- important to consider in
people with dementia or frailty.



Table 1: Emergency Department Care Strategy
for Agitated Elder Patients

1. Always approach agitated patients with compassion

and empathy. A calm attitude sets the tone for
optimal encounters, ideal staff leadership, and
successful outcomes.

2. ldentify the underlying cause(s). Multiple causes are
the rule. The more factors that can be addressed the
higher the chance of successful treatment.

3. Prevent worsening symptoms - both of the
underlying cause(s) and of the agitated behavior.

4. Remember family and caregivers. Offer support,
educate, and enlist assistance of these individuals as
appropriate. A caring person at the bedside
decreases patient agitation, empowers the caregiver,
and eases staff burden. ED volunteers may
sometimes be used to assist in these cases,” and the
most cost effective sitter role appears to be use of a
trained volunteer.®

5. Recognize that all agents for treatment of acute
agitation carry potential for significant adverse
events.

6. Avoid over sedation which may both delay optimal
diagnosis and lead to iatrogenic and avoidable poor
outcomes.

Nursing is typically the front line of behavioral
management and it occurs in real time at the bedside.
It 1s the nurse who implements most non-
pharmacologic strategies and sets the emotional tone in
patient interactions. Nurses control toileting,
hydration, nutrition, and ambulation. They are in
optimal position to manage the patient’s environment,®
and to varying degrees nurses are able to affect the
interaction with caregivers/family/visitors. Nurses are
the first to note pain and success or failure in its
management. Similarly, nurses can set the timeline of
“tolerance” for agitated behavior and determine its
periodic  reevaluation. Prevention and early
identification of patients at risk for delirium, falls, and
behavioral issues are effective strategies for patient
safety.10

Nurses can help manage therapeutic interventions
and minimize distractions because preventing
excessive stimuli limits agitation. This can be
accomplished by closing the door to the patient's room
(if possible, in certain ED settings), having as few
people present as possible during procedures, being
organized and completing every intervention in a calm
and efficient manner, and speaking softly in simple
language throughout every exchange.!!

NON-PHARMACOLOGIC STRATEGIES

Aggression, exit-seeking, and resistance to care,
may be considered a response to unmet needs in older
adults with dementia and/or delirium. These basics
should always be implemented prior to seeking
medications.

= Always begin with calm demeanor, verbal de-
escalation, distraction, and reassurance.

= Meet the patient’s needs for frequent reorientation,
hydration, nutrition, toileting, pain and nausea
management, and treatment of underlying
conditions.

= Ensure the patient’s hearing and visual
impairments are addressed as part of establishing
essential communication.

= Remove triggers of loud noises and other noxious
stimuli wherever possible. Alarms, glare, and
background distraction (such as the television) are
frequent ED triggers for agitation and anxiety.
Limitation of Tethers is important. IVs, Foley
catheters, pulse oximetry, and blood pressure cuffs
can frustrate and irritate vulnerable older adults.
Lighting should be kept free of shadows and glares
with low lighting restricted to sleep time.

= Recognize the ED is a “deliriogenic environment”
which by its very nature causes anxiety and
agitation, especially with ED length of stay >10
hours.l? Environmental modifications can be
helpful and include: reorientation or calming
strategies such as involvement of family members
or volunteers, use of sitters, movement to position
of best observation, falls and injury prevention,
limitation of tethers, one to one nursing, hydration,
nutrition, and enhancing mobility by routinely (on
a regular schedule) ambulating the patient who has
a prolonged ED stay. Routine toileting every 1-2
hours can be incorporated into this ambulation
strategy. Soft music and singing have been noted
to decrease agitation in dementia.l3.14,15

PHARMACOLOGIC OPTIONS

The goal of pharmacologic treatment of agitation is
to calm the patient so that he or she may be accurately
and safely assessed, and their underlying condition(s)
treated. The ideal agent will calm the patient so they
can contribute to their own care and will not interfere
with disposition due to over sedation. All of the
medications discussed in Table 2 below are listed as
potentially inappropriate by the Beers criteria.l6 These
medications may contribute to prolonged sedation or
paradoxical agitation. Treatment should be initiated
with oral medications when possible, utilizing a “start-
low, go-slow” dosing scheme. Remember that repeat
doses can be administered if necessary.

When selecting pharmacologic treatment consider
the impact of comorbid conditions, past response, and
current medications. Older patients are sensitive to



side effects and medication interactions and are more
prone to polypharmacy.l” Head to head trial

data comparing agents is limited. However, best
current consensus evidence prefers risperidone or low-
dose olanzapine for treatment of agitation.l1?7 If the
patient is prescribed an antipsychotic at home, start
with this medication and dose (if available in your
ED).18 Antipsychotics should be used cautiously in
patients with a known diagnosis of dementia as they
have been associated with increased mortality in this
population.! However, this antipsychotic use mortality
data was found in long term use, not one-time ED use.
When considering adjunct therapies, diphenhydramine
should be avoided unless treating an acute allergic
reaction or anaphylaxis, and there is no evidence that
anticonvulsants treat agitation and delirium in
patients with dementia.l 17

Medication selection should be driven by the
underlying cause of agitation. Anticholinergic
medications (e.g. olanzapine, diphenhydramine) may
exacerbate delirium. Consider risperidone or
haloperidol for these patients. For patients with

Parkinsonism or suspicion for Lewy body dementia
antipsychotics especially haloperidol should be avoided.

If patient care requires treatment with an
antipsychotic, quetiapine is the preferred agent.18
When treating primary psychosis consider atypical
antipsychotics + benzodiazepines. Alcohol or
benzodiazepine withdrawal should be treated with
lorazepam =+ thiamine, while haloperidol is the
preferred agent in patients with acute alcohol
intoxication.19

COMMENTS ON PHYSICAL RESTRAINT

Restraints may be used in the management of
severe agitation, but care needs to be taken as their use
can actually result in an increase in agitation and
aggression, as well as abrasions, pressure areas and
compressive  neuropathies.2l Restraints are a
particularly anxiety-provoking tether and no evidence
demonstrates their effectiveness in preventing
disruption in treatment or maintaining safety in
agitated older adults.22

Table 2: Agents for Treatment of Older Adults with Acute Agitation’?°

Medication [HECEITA Onset/Duration Recommended Onset/Duration Precautions Notes
Oral Dose IM/IV Dose

Risperidone* <1mg <60 min/~12 hours n/a n/a Caution in frail or
volume depleted
patients, may cause
orthostatic hypotension

Olanzapine* 2.5-5mg ~6 hours/~24 hours | IM: 2.5-5 mg 15-45 min/~24 May cause orthostatic Available as orally

hours hypotension (IM > PO) disintegrating tablet
and somnolence. (Zydis®)
Caution if concomitant
IM administration with
benzodiazepines.

Quetiapine 25-50 mg 90 min/~24 hours n/a n/a High-risk for orthostatic | Preferred agent in
hypotension and Lewy body dementia
somnolence

Haloperidol 0.25-0.5 mg20 ~60 min/~8 hours IM: 0.5-1 mg ~60 min/~6 hours IM preferred to IV. Higher risk of

Or 1-2 mgt IV: 0.25-1 mg Avoid IM doses 5-10 extrapyramidal side-
mg, may cause effects. Consider
prolonged side effects obtaining ECG when
and sedation able.

Ziprasidone 20-40 mg 6-8 hours/~12 IM: 10 mg <60 min/~4 hours Caution in uncontrolled | Consider obtaining

hours (max 40mg/24 heart failure or cardiac ECG when able.
hours) disease, intoxicated, or
volume
depleted/orthostatic
patients.
Lorazepam 0.5-1mg 30-60 min/6-8 IM: 0.5-1 mg 20-30 min/6-8 Do not abruptly Consider larger doses
hours hours discontinue if patient for alcohol
IV: 0.5-1 mg 5-20 min/6-8 takes chronically. withdrawal.
hours May cause paradoxical
excitation.
Preferred
benzodiazepine in
elderly.

*Preferred agents per consensus?®




CONCLUSION

In summary, agitation can be a symptom of serious
underlying conditions in older adults and is often
multifactorial. Optimal management begins with a
calm understanding approach and a systematic
assessment with attention to each problem (Table 3).
Eliminate deliriogenic ED triggers, address unmet
needs and pain, and treat underlying conditions.
Pharmacologic management when needed should be
oral, “start-low go-slow.” Preferred agents are
risperidone and olanzapine.

Table 3: Five Key Take Home Points
1. Remember the optimal treatment path for older
adults with agitation is ADEPT -

Assess-Diagnose-Evaluate-Prevent-Treat

2. Identify the underlying cause(s). Multiple factors are
common. Prioritize but address them all.

3. Ensure physical needs are met, optimize patient
comfort, and decrease the “deleriogenic” factors in
the hectic ED environment.

4. Drug treatment principles: use oral agents if possible,
“start-low go-slow.”

5. Risperidone or low-dose olanzapine are preferred
agents.
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MISSION

Improve emergency health care for older adults by
providing open access, peer-reviewed, quality
education and dissemination platform giving providers
in all disciplines the evidence they need to enhance
emergency care of older adults.



