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LTC Docs

ER Docs



YOU - THE ER DOCTOR









“Cipro-deficiency” dipstick



Asymptomatic 
bacteriuria

• Very common in the older patient

• Institutionalized residents more than 
community dwellers

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





Who should be 
treated?

• Who should NOT be treated?

– Diabetic persons

– Elderly individuals

– Patients with indwelling catheters



Choosing Wisely Canada

Pathway for Asymptomatic bacteriuria



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

• 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



Tendinopathy (tendon 

rupture, tendonitis, etc) –

balckbox warning in 2008

Up to 73% of patients

Permanent peripheral 

nerve damage (neuropathy 

and CNS) – Blackbox 

warning in 2013

Up to 91% of patients

Flouroquinolones



1. Acute psychosis

2. Schizophrenia

3. Hallucinations (Visual, 

auditory)

4. Fearfulness

1. Dizziness

2. Headaches

3. Confusion

4. Convulsions

5. Tremors

6. Neurologic disorders





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

ACUTE EXACERBATION OF CHRONIC 
BRONCHITIS

URINARY TRACT INFECTIONS

ACUTE BACTERIAL SINUSITIS





Public Service Announcement



My go to 
options…

Amoxicillin

Cephalexine

Cefixime

Nitrofurantoin

Amoxicillin-clavulanate

Fosfomycin

TMP-SMX

Ertapenem IM







YOU – THE LTC 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







Other missing 
information

• Transfer to hospital without 
notifying the family/POA

• No clear indication who the SDM is

• No clinical notes about progression 
of the acute presentation

• No documentation of examination

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

• Poor documentation of baseline 
function

• Advanced directives not up-to-date





Definition

• Hypertensive Emergency (HE)

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

• Cardiovascular

• Cerebrovascular

• Renal

• Hypertensive urgency (HU)

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

Seminars in Dialysis vol 19, No 6, 2006: 502-512



Hypertensive Emergencies

Seminars in Dialysis vol 19, No 6, 2006: 
502-512



Initial Dx evaluation
• Tests

– Non contributory most of the time

– Can include

• CBC

• BUN

• Electrolytes

• Serum Creatinine

• Urinalysis and sediment examination

– ECG and Chest XR changed diagnostic or therapeutic 
decisions in only 2 out 116 patients in one study

• It is not necessary to perform any additional tests in this type 
of patients if they show no symptoms suggestive of end-organ 
damage

Ann Emerg Med. 2006; 47: 237-249



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



Hospitalization

• Total of 426 patients were referred to the hospital

– 100 (0.17%) were admitted

• At 7 days:

– Primary outcomes (composite MI, 
stroke, TIA) were reached

» 0.1% in the discharged home pts

» 0.5% in the hospital pts

– In those with SBP > 220

• 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 ER DOCTOR







EHR and 
digital 

discharge 
summary

Legible handwritting

EPIC

Meditech

Lab reports

Imaging reports



Comments 
from LTC docs

I don't think that ER physicians 
understand who is in long-term care 
and/or what our resources are

They also seem to have issues with 
retirement home vs LTC

I am often aggravated by ER 
physicians who criticize the LTC home 
openly to the  family when they have 
no idea of what happened



Comments 
from LTC docs

When we send documentation 
(admission note, progress notes, vitals, 
MAR), it is rarely read

I wonder if ER doctors has any 
appreciation of who we don't send

I hate the very common illegible ER 
reports which are very common 

A direct phone call to ER doc does 

not usually work.  Lucky to get a 

nurse



Comments 
from ER docs

I do find a clear MRP/transferring MD cell 
phone is key. 

The scribbles are usually not helpful so a 
conversation is best.

Perhaps a paragraph that succinctly states 
the doc’s concern would be possible? I find 
that goes so far to understanding why the 
transfer occurred.



POSSIBLE SOLUTIONS





For ER docs

Use Frailty tool consistentlyUse

Understand what type of facility the patient is coming fromUnderstand

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

Understand the levels of care and the guidance it providesUnderstand

Refer to BEERS/STOP medication list before prescribing 
medications to elderly patients with frailtyRefer



For ER docs

Write legiblyWrite

Provide discharge labs, imaging, and 
summary notesProvide

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

Provide



For LTC docs

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

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

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 and ER doctors



For LTC and ER doctors









THANK 
YOU
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