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https://www.youtube.com/watch?v=-4EDhdAHrO
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Common ED LU Codes
2R 05120 Advair/Symbicort 3300
DD/MM/YY Aggrenox 3490
Apixiban (Eliquis) AFib 448 0
Ciprofloxacin 336 O
Dalteparin (Fragmin) 186 O
Moxifloxacin/Levofloxacin 33901
Dabigitran (Pradaxa) 4310
Tamiflu Prevent 371 Treat 3720
Famvir/Valtrex 147/159 O
Rivaroxaban (Xarelto) AFIB 4350
Rivaroxaban (Xarelto) DVT and PE 444
PPIs Gl Bleed 4020
PPIs failed H2 blocker Rx 29301
PPIs prevent NSAID ulcer 297 0
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“Cipro-deficiency” dipstick



Asymptomatic bacteriuria

* Very common in the older patient

e |nstitutionalized residents more than
community dwellers

 Abnormal urine does not always indicate UTI
as the cause of their symptom(s)



A correct diagnosis 1s
three-fourths the remedy.
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Who should be treated?

* Who should NOT be treated?
— Diabetic persons
— Elderly individuals
— Patients with indwelling catheters



Pathway for Asymptomatic bacteriuria

MINIMUM CRITERIA FOR UTI (MODIFIED LOEB CRITERIA'?)

In a non-catheterized resident: In a catheterized resident:

* Acute dysuria or 2 or more of the following: * Any one of the following after alternate
¢ fever [> 37.9°C (100°F) or a 1.56°C (2.4°F) explanationz have besn excluded:
increazs above bassline on at |least two ° faver [> 37 8°C (-ICOGF') orai158°C (24&:)

occasions over the last 12 hours]
®  nNew or worsening urgency
¢ frequenoy °
¢ guprapubic pain
® gross hematuria
¢ flank pain
® urinary incontinence

inorease above bazsline on at least two
occasions over the last 12 hours)

flank pain
¢ shaking chills
* new onzast delinum

"Note that these are clinical crilena valdaled for dagnosis for UT| and dilfer froen crileria thal are used for surveilance
“Note that confusion alone is not symptom of UTI in non-cathelerized resident

Choosing Wisely Canada



What is NOT an UTI

 These elements on their own are NOT diagnostic
of UTI:

— Worsening functional status

— Worsening mental status (increased confusion,
delirium, agitation)

— Cloudy urine

— Smelly urine

— Change in urine color
— Falls

— Dehydration



Treatment of Uncomplicated UTI

 Uncomplicated UTI

— Beta-lactam antibiotics
e Amoxicillin 500mg tid for 3-7 days
* Amoxicillin, Amoxicillin-clavulanate 500mg bid for 3-7
days

— Nitrofurantoin (but avoid is CrCl < 35) 100mg bid
for 5-7 days

— Trimethoprim-sulfamethoxazole (TMP-SMX) DS
bid for 3 days

— Fosfomycin 3g po od x 1 single dose



Treatment of Uncomplicated UTI

 Uncomplicated UTI
— Cephalexine 500mg tid for 5-7 days
— Cefadroxil 1g once daily for 5-7 days
— Cefuroxime 5-7 days
— Cefaclor 500mg tid for 5-7 days
— Cefixime 400mg od or 200mg bid x 1 day



Treatment of Complicated UTI

* Complicated UTI
— TMP-SMX DS 1 tab bid for 7-14 days
— Amoxicillin-clavulanate 875mg bid for 10-14 days

— Fluoroquinolones
 Ciprofloxacin 500mg bid for 7 days
* Levofloxacin 750mg po once daily for 5 days
* Moxifloxacin 400mg po once daily for 5 days



Treatment of uncomplicated
Pyelonephritis

* Uncomplicated pyelonephritis
— TMP-SMX DS 1 tab bid for 14 days
— Amoxicillin-clavulanate 875mg bid for 10-14 days

— Fluoroquinolones
 Ciprofloxacin 500mg bid for 7 days



TMP-SMX CAN PRODUCE
HYPERKALEMIA IN PATIENTS WITH
DECREASED KIDNEY FUNCTION
WHO ARE RECEIVING ACEI OR ARB



TMP-SMX WITH ORAL
SULFONYLUREA WILL PRODUCE
PROFOUND HYPOGLYCEMIA



FLUOROQUINOLONES WITH ORAL
SULFONYLUREA WILL PRODUCE
PROFOUND HYPOGLYCEMIA



Floride are able
penetrate into very
sensitive tissues,

including the brain
(potent neurotoxin)

.
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Flouroguinolones

ermanent peripheral
nerve damage (neuropathy
and CNS) — Blackbox
warning in 2013
Up to 91% of patients

Tendinopathy (tendon

rupture, tendonitis, etc) —

balckbox warning in 2008
Up to 73% of patients




1.Acute psychos
2.Schizophrenia
3.Hallucinations

(Visual, audito

4.Fearfulness |
b

1.Dizziness |
2.Headaches
3.Confusion

4.Convulsions
5. Tremors




IN MAY 2016, FDA RECOMMENDS
AVOIDANCE OF FLUOROQUINOLONES
FOR UNCOMPLICATED INFECTIONS

ACUTE EXACERBATION OF CHRONIC BRONCHITIS
URINARY TRACT INFECTIONS

ACUTE BACTERIAL SINUSITIS






Don Melady
1,765 Tweets

Tweets Tweets & replies  Media Likes

11 Don Melady Retweeted
Joe Middleton @_JoeMiddleton - 5d
‘ "The Clinical Frailty Scale appears to be
a valid and reliable instrument to
identify frailty in the ED. It might provide
ED clinicians with useful information for

decision making in regard to triage,
disposition, and treatment."

dx.doi.org/10.1016/j.anne...
On Mo Q22 0

—  Don Melady @geri_ EM-2020-09-20
= ~ That's most emerg doc's perspective.

~ Mine s that frailty is NOT like
pornography because frailty has a
precise definition and tools to identify
and assess and quantify it. Emerg docs
need to add awareness of frailty and its
impact to every assessment of every
older person.

& Zoi Netou-Kand... - 2020-09-20

Don Melady from Canada on frailty:
"Frailty is like pornography.

| don't know what it is but | know
when | see it."

#EUSEM20
Show this thread






"Who can make my
healthcare decisions
for me when |

cant make them

for myself?”







YOU - THE ER DOCTOR












G-tube re-insertion

Emergency and urgency of the insertion?

What medications can be held until a new G-
tube is re-inserted?

What medications need to be given
immediately?

What alternatives can be given from the e-
box?



Alternatives

Substitute medications
Hold medications
Hypodermoclysis

Send resident the next day early in the day
(07:00 or 08:00am)

Collaboration with hospital (and service) for
coordinated protocol
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O  Level One - Supportive/Comfort Care )

This includes, but is not limited to, the provision of measures available within the resources of

the facility such as:

» Relief of pain;
Oral fluids;
Positioning;
Mouth care;
Treatment of fever;
Oxygen administration (if available);
= Suctioning.

Diagnostic interventions and transfer to hospital will not normally be utilized for residents who
request this level of Advance Directives. No cardiopulmonary resuscitation is requested.

D Level Two - Limited Therapeutic Care i S —

' Care measures will include all procedures utilized in Supportive/Comfort Car as well as the
—————administrationof-antibioties-if indicated.—Transfer ta hospital may be arranged to provide

comfort/treatrnent measures beyond the capability of the facility upon the direction of and at the
discretion of the physician. No cardiopulmonary resuscitation is requested. :

D Level Three — Transfer to Acute Care Hospital
If symptoms indicate, the resident would be transferred to an acute care hospital for treatment.
Assessment would be made in the acute care hospital emergency department-and a decision
made whether to admit the resident or return him/her to the Extendicare facility. No
cardiopulmonary resuscitation is requested and no admission to an acute care intensive care
unit.

W Level Four — Transfer to Acute Care with CPR

‘Transfer to an acute care hospital will be arranged immediately. Cardiopulmonary resuscitation
(CPR) will be provided by qualified staff, if available, and by ambulance personnel.

Substitute Decision Maker:

Print Name

ResidenVSubstitute Decision Maker Date

Physician Signature Date



Other missing information

Transfer to hospital without notifying the
family/POA

No clear indication who the SDM is

No documentation of examination

— The sending RN is often off shift and gone home.
Vital sighs from a month ago

Poor documentation of baseline function
Advanced directives not up-to-date
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Definition

* Hypertensive Emergency (HE)

— Sudden elevation in systolic BP and/or Diastolic BP
that is associated with acute end-organ damage

e Cardiovascular
 Cerebrovascular
 Renal

* Hypertensive urgency (HU)

— Sudden elevation in systolic BP and/or Diastolic BP
that is NOT associated with acute end-organ
damage



Hypertensive Emergencies

TABLE 1. Hypertensive emergencies

Hypertensive encephalopathy

Acute aortic dissection

Acute myocardial infarction

Acute coronary syndrome

Pulmonary edema with respiratory failure

Severe pre-eclampsia, HELLP syndrome, eclampsia
Acute renal failure

Microangiopathic hemolytic anemia

HELLP, Hemolysis, elevated liver enzymes, low platelets.



Management principles

* Hypertensive urgency can be treated in an
outpatient setting with oral medications over

24-48 hours

 Medications could be
— Beta-blockers
— Diuretics
— ACEI
— ARB
— CCB



How quickly do they need treatment?

* 1967 Veterans Affairs Cooperative Trial

— Benefits demonstrated over months-years, not
hours

— The time to the first adverse event in the placebo
arm was 2 months

JAMA. 1967; 202(11): 1028-1034



Hospitalization

* Total of 426 patients were referred to the
hospital

— 100 (0.17%) were admitted

e At 7 days:
— Primary outcomes (composite M, stroke, TIA) were reached
» 0.1% in the discharged home pts
» 0.5% in the hospital pts

— In those with SBP > 220

e At 7 days:
— Primary outcomes were reached
» 0.2% in the discharged home pts
» 0% in the hospital pts



What should we do?

* ACC/AHA 2017

— “There is no indication for referral to the ED,
immediate reduction in BP in the ED, or
hospitalization for pts with hypertensive urgency”



YOU - THE LTC DOCTOR
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EHR and digital discharge summary

* Legible handwritting
* EPIC

* Meditech

e Lab reports

* Imaging reports



POSSIBLE SOLUTIONS






For ER docs

Use Frailty tool consistently

Understand what type of facility the patient is
coming from

Consider the family support system (who are the
SDM?)

Understand the levels of care and the guidance it
orovides

Refer to BEERS/STOP medication list before
orescribing medications to elderly patients with
frailty




For ER docs

* Write legibly

* Provide discharge labs, imaging, and summary
notes

* Provide less nebulous specialty follow-ups (or
provide name of specialist and clinic number if
possible)
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For LTC docs

* For hospital interventions, figure out an ideal
time for such interventions (unless it is an
emergency)

* Discuss case with on-call MD and find
alternative solutions other than “sending to
the ER”



For LTC docs

Notes from RN/MD of the last few days (see
progression of condition)

— Notes from PCC?

A direct phone (with extension) to reach the
RN of the unit

Phone number to reach the on-call physician
Call the ER and speak to the ER doctor



For LTC docs

e Patients with Acute high Blood Pressure
without end-organ damage do not need
hospitalization



For LTC and ER doctors




For LTC and ER doctors










KEEP
CALM

AND

LET'S HELP
EACH OTHER




THANK YOU



