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MTC – Level 1 Trauma 
Centre

TU – Level 2/3 Trauma 
Centre

50% of geriatric 
trauma gets taken to a 
TU



Increasing numbers of geriatric trauma patients

Population living longer

Better chronic disease management, 
healthier lifestyles

Improved trauma systems - Better at 
recognising geriatric trauma? 





What is old/geriatric? 

Is it a number or is it a physiological 
(and socio-economic?) state? 

Is frailty more significant in trauma? 
– good predictor of adverse 
outcomes



Contemporary thinking: 
‘2 types of trauma patient’ (young and old)

But there are also…..

2+ types of GERIATRIC trauma patient

(active/well/non-frail vs. frailty/futility)
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Mechanisms are changing….







And yet…….



Which ‘age’ factors affect ABCDE assessment 
(and outcome?) in geriatric trauma?





Comorbidities and medications may 
‘complicate’ the initial assessment 



Relying on ‘normal’ adult observations to ‘rule out’ injury
But is there a ‘normal’ for older patients?

Triage criteria (Central Norway)



For example…..





Neurological assessment challenged by:

Pre-existing cognitive impairment

Hearing / sight impairments

Medication

And TBI?



n=561

GCS consistently 
higher in older 
patients despite 
same severity of 
injury……



A ‘NORMAL’ GCS MIGHT BE A 
‘FALSE REASSURANCE’ 

IN GERIATRIC TBI PATIENTS….. 



If we use Mechanism of 
Injury to triage patients, 
where are the low level 
falls???

Good triage tools will have special 
considerations to consider for older 
patients. Should we add frailty??
Do we need separate geriatric 
triage protocols??







2018 elderly trauma updates

http://www.c4ts.qmul.ac.uk/downloads/london-major-
trauma-system-elderly-trauma-guidancesecond-
editiondecember-2018.pdf

http://www.c4ts.qmul.ac.uk/downloads/london-major-trauma-system-elderly-trauma-guidancesecond-editiondecember-2018.pdf


ED trauma assessment – avoiding the ‘missed geriatric trauma’



Evidence of reducing secondary neurological injury with rigid collars 
in the elderly is weak

Cases of harm with poorly fitting collars and hyperextension



Cervical spine immobilisation 

Degenerative neck positions 
(increased kyphosis) = poor 
tolerance of cervical collars

Remove the collar and hold in most 
comfortable position with soft 
padding and tape



Scan EARLY!



In those with dementia, deliriums, agitation

RISKS BENEFITS

… of immobilisation……. …….of sedating for CT scans (single agent)



Pan London Standards:

Spinal assessment, imaging and imaging report should 
be completed within 2 hours of decision to immobilise. 

If ongoing collar is required, change to soft (Miami J) 
and document movement restrictions within 1 hour.



Rib fractures in the elderly

1 rib # in elderly is associated with poor outcome

Vertebro-sternal ribs (1-7) greatest physiological significance for 
mortality

Up to 50% missed on imaging and/or initial assessment



Consider rib fracture pathways for 
older patients



Increasing geriatric trauma awareness….


