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Abstract 

Background  Despite constituting 14% of the general population, older adults make up almost a quarter of all emer-
gency department (ED) visits. These visits often do not adequately address patient needs, with nearly 80% of older 
patients discharged from the ED carrying at least one unattended health concern. Many interventions have been 
implemented and tested in the ED to care for older adults, which have not been recently synthesized.

Methods  A systematic review was conducted to identify interventions initiated in the ED to address the needs 
of older adults. Embase, MEDLINE, CINAHL, Cochrane CENTRAL, the Cochrane Database of Systematic Reviews, 
and grey literature were searched from January 2013 to January 18, 2023. Comparative studies assessing interventions 
for older adults in the ED were included. The quality of controlled trials was assessed with the Cochrane risk-of-bias 
tool for randomized trials, and the quality of observational studies was assessed with the risk of bias in non-rand-
omized studies of interventions tool. Due to heterogeneity, meta-analysis was not possible.

Results  Sixteen studies were included, assessing 12 different types of interventions. Overall study quality was low 
to moderate: 10 studies had a high risk of bias, 5 had a moderate risk of bias, and only 1 had a low risk of bias. Follow-
up telephone calls, referrals, geriatric assessment, pharmacist-led interventions, physical therapy services, care plans, 
education, case management, home visits, care transition interventions, a geriatric ED, and care coordination were 
assessed, many of which were combined to create multi-faceted interventions. Care coordination with additional 
support and early assessment and intervention were the only two interventions that consistently reported improved 
outcomes. Most studies did not report significant improvements in ED revisits, hospitalization, time spent in the ED, 
costs, or outpatient utilization. Two studies reported on patient perspectives.

Conclusion  Few interventions demonstrate promise in reducing ED revisits for older adults, and this review identi-
fied significant gaps in understanding other outcomes, patient perspectives, and the effectiveness in addressing 
underlying health needs. This could suggest, therefore, that most revisits in this population are unavoidable manifes-
tations of frailty and disease trajectory. Efforts to improve older patients’ needs should focus on interventions initiated 
outside the ED.
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Background
Older adults—adults aged 65 or older—contribute to 
almost a quarter of all visits to the emergency depart-
ment (ED), despite constituting just 14% of the general 
population in high-income countries [1–5]. This trend 
is projected to persist, with an anticipated 30% increase 
in ED utilization as patients age [4]. However, even after 
receiving care in the ED, the needs of older adults often 
remain unaddressed: nearly 80% of older adults dis-
charged from the ED carry at least one unattended health 
concern [4]. Further, within 6 months of discharge from 
their initial ED visit, almost 44% of older adults revisit 
the ED at least once, and around 7.5% return three or 
more times [4]. While reattendance may be the result of 
disease progression or overall frailty, given the large pro-
portion of patients with unattended health concerns, it is 
also likely that at least some patients return due to their 
needs being unmet in the ED.

These concerning rates of return visits and unfavour-
able outcomes following the initial ED visit underscore 
the need to think differently about the ED model of care 
to address the complex health needs of older patients [1, 
4, 6, 7]. Compared to younger patients, older adults are 
more likely to have age-related visual, hearing, or cogni-
tive impairments, multiple comorbidities, atypical symp-
toms or disease states, be on multiple medications, and 
have more complex psychosocial needs [2, 8, 9]. Given 
the rapid-care ED model, designed for trauma and acute 
conditions, which often concentrates solely on the imme-
diate issue, EDs as they are currently structured may be 
unable to address older patients’ unique, complex health 
challenges [5, 8, 10–12]. Consequently, the substantial 
health needs of older adults are likely being left unmet 
[5].

Community-centred approaches and strategies, such 
as improving the availability and accessibility of primary 
care services, extending operating hours—especially dur-
ing off-peak periods—and implementing primary care 
interventions like nurse-led walk-in centres designed 
for low-acuity cases, can be highly effective in reducing 
unplanned ED visits among older adults. However, these 
interventions are beyond the scope of ED practitioners 
to implement [13, 14]. Additionally, not all older adults 
will be able to access community-based services, and EDs 
may be the only avenue they have to access care. There-
fore, given the mounting strain on ED services and the 
need for older adults to utilize the ED, there is a pressing 
need for effective interventions to support older adults 
and ensure their care needs are being met within the ED.

Existing systematic reviews have explored strategies 
for ED avoidance for older adults; however, nearly all 
focus on community-based or system-wide interventions 
rather than interventions implemented specifically in 

EDs [3, 5, 13]. Further, a 2019 review on ED-based inter-
ventions for older adults reported mixed results, particu-
larly for ED-related outcomes, but only focused on four 
types of ED-based interventions [9]. A recent, compre-
hensive review of ED-based interventions specifically for 
older adults is lacking. The objective of this systematic 
review was to identify interventions implemented in the 
ED to improve ED-related outcomes in older adults.

Methods
Search strategy
A systematic review following Cochrane best practices 
guidelines and PRISMA reporting standards was con-
ducted [15, 16]. Embase, MEDLINE, CINAHL, Cochrane 
CENTRAL, and the Cochrane Database of Systematic 
Reviews were searched. Given the large volume of studies 
expected and the desire to provide the most up-to-date 
evidence, the search was limited to the last 10 years. The 
search was limited to studies published from 2013 to Jan-
uary 18, 2023.

The strategies utilized a combination of MeSH terms 
(e.g. “emergency service”, hospital”, “patient readmis-
sion”, “evaluation study”) and keywords (e.g. “emergency 
department”, “hotspot”, “intervention study”) to capture 
interventions of interest. Vocabulary and syntax were 
adjusted across the databases. The search was limited 
to English and French language studies. No other fil-
ters were applied. The search strategy was developed by 
a research librarian, and a peer review of the electronic 
search strategy (PRESS) was conducted by another 
research librarian [17]. The full search strategy is avail-
able in Additional file 1: Appendix A.

Grey literature searches were conducted through the 
Canadian Agency for Drug and Technologies in Health 
Grey Matters database, targeted Google searches, and 
preprint databases including medRixV and Research 
Square. Canadian provincial health websites were 
searched for relevant studies or reports. International 
agency websites including the National Institute for 
Health and Care Excellence (UK) and Europe PMC were 
also searched. Additionally, the reference lists of relevant 
systematic reviews and included studies were hand-
searched to ensure all relevant literature was captured.

Records were downloaded, and duplicates were 
removed using EndNote version 9.3.3 (Clarivate 
Analytics).

Study selection
A calibration exercise was conducted by four review-
ers on a sample of the retrieved abstracts. A sample 
of 100 abstracts was reviewed until 100% agreement 
was reached among reviewers. After 100% agreement 
was reached, the remaining abstracts were screened 
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in duplicate by two teams of two independent review-
ers. Abstracts proceeded to full-text review if they met 
the following inclusion criteria: assessed the effective-
ness of interventions to reduce ED utilization by older 
adults, interventions were initiated in the ED, compara-
tive study design, and reported on outcomes including 
but not limited to ED revisits, ED wait times, hospitaliza-
tion, use of primary care, and costs (Table 1). Abstracts 
were excluded if they failed to meet the inclusion criteria 
above or if they were published in languages other than 
English or French. Abstracts selected for inclusion by 
either reviewer proceeded to full-text review. This initial 
screen was intentionally broad to ensure that all relevant 
literature was captured.

A similar calibration exercise was conducted by all 
reviewers on a sample of the retrieved full-text studies. 
A sample of six full texts was reviewed until 100% agree-
ment was reached. After 100% agreement was reached 
among reviewers, full-text review was conducted in 
duplicate by two independent reviewers. Any discrep-
ancies between reviewers were resolved through discus-
sion and consensus. If required, a third reviewer was 
consulted. Full texts were included if they met the above 
inclusion criteria.

Data extraction
For all included studies, year of publication, country, 
study design, participant characteristics, general inter-
vention, intervention details, healthcare practitioner 
involved in interventions, and outcomes were extracted 
by a single reviewer using standardized data extraction 
forms. A second reviewer verified the extracted data. 
Discrepancies between reviewers during data extraction 
were resolved through consensus.

Quality assessment
The quality of controlled trials was assessed using the 
revised Cochrane risk-of-bias tool for randomized trials 
(ROB-2) [18], while the non-randomized studies were 

assessed with the risk of bias in non-randomized studies 
of interventions (ROBINS-I) tool [19]. Each controlled 
trial was assessed using five criteria broadly covering the 
areas of randomization, deviation from intended inter-
vention, missing outcome data, measurement of out-
come, and selection of reporting the result. Each criterion 
was assigned a rating of “low,” “some,” or “high” concern. 
The observational studies were assessed based on the fol-
lowing parameters: bias due to confounding, selection 
bias, bias in classification, bias due to deviations from 
intended interventions, bias due to missing data, bias in 
measurement, and reporting bias. Each criterion was also 
assigned a rating of “low,” “moderate”, or “serious” risk of 
bias. Quality assessment was completed by one reviewer 
and checked by another independent reviewer. Discrep-
ancies were resolved through discussion. Studies were 
not excluded based on quality assessment.

Data analysis
Given the broad range of interventions and outcomes 
allowed by the inclusion criteria, significant heteroge-
neity of studies was expected. Therefore, a narrative 
approach to synthesis was adopted a priori. It was antici-
pated that meta-analysis would not be possible. The types 
of interventions used, the outcomes reported, the effec-
tiveness, overall trends, and any gaps in the literature 
were assessed.

Results
Overall findings
The search strategy yielded 6881 unique citations, 6740 
of which were excluded after abstract review. One-hun-
dred and 41 studies proceeded to full-text review. Studies 
were excluded for the following reasons: not older adults 
(n = 48), no outcome of interest (n = 26), conference 
abstract (n = 17), not ED setting (n = 10), study protocol 
(n = 5), duplicates (n = 5), no full text (n = 4), no inter-
vention (n = 4), trial registration (n = 4), magazine article 
(n = 1), and commentary (n = 1) (Fig. 1).

Table 1  Inclusion criteria

Population Older adults (at least 90% of the sample > 65 years of age)

Intervention Any intervention offered in the setting of the ED with an implied or stated goal to reduce ED use

Comparator Any comparator including pre-intervention as a historical control

Outcomes Effectiveness of intervention. Measures include, but are not limited to, reduced ED visits, time 
spent in ED, ED wait times, clinical outcomes, mortality, hospitalization, healthcare system use, 
and costs

Study design Any comparative study design including, but not limited to, RCTs, comparative cohort studies, 
before and after comparative cohort studies

Languages English or French

Publication date After 2013
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Ten controlled trials and six observational studies 
assessed interventions for older adults (Table  2). Most 
studies (n = 8) were conducted in the USA [20–26], two 
were from Australia [27, 28], and one each were from 
Belgium [29], Denmark [30], Singapore [31], Spain [32], 
the Netherlands [33], and Taiwan [34] and were pub-
lished from 2014 to 2021 with no particular concentra-
tion (Fig. 2).

Study quality was moderate to low. Six controlled tri-
als were assessed as having a high risk of bias [21, 23, 27, 
31, 33, 35], three were assessed as having some concerns 
of bias [22, 30, 32], and one had a low risk of bias [20] 
(Fig. 3). One observational study was assessed as having 
a critical risk of bias [34], three had a serious risk of bias 
[24, 28, 29], and two had a moderate risk of bias [25, 26] 
(Fig. 4).

Study population
Study population size ranged from 39 [20] to over 
100,000 [24], with eight studies having a population over 
1000 [21, 24, 26, 28–30, 33, 35] (Fig.  2, Table  2). Most 
studies (n = 10) included patients over 65 [20–27, 31, 32], 
two each included patients over 70 [29, 33] and over 75 

[30, 34], and in two studies, the authors did not specify 
the age cut-off [28, 35]. Three studies included patients 
with other chronic conditions, such as chronic heart fail-
ure, chronic kidney disease, diabetes mellitus, or chronic 
obstructive pulmonary disease [32, 34, 35], and three 
required a specific acute condition for inclusion, such as 
a fall, urinary tract infection, or pneumonia [22, 23, 30]. 
Three studies specifically focused on patients who were 
considered “frequent users”, typically three or more ED 
visits in 12  months, or at high risk of reattendance [25, 
27, 35]. Half of studies excluded patients who were living 
in a nursing home or other assisted living or were receiv-
ing palliative care [20, 21, 23, 27, 31, 33, 35].

Interventions utilized
Several different interventions were utilized, half of 
which were multi-faceted. In total, 12 different interven-
tions were assessed across the 16 studies: 5 interventions 
assessed follow-up telephone calls [20, 21, 27, 29, 33]; 4 
assessed geriatric assessment, including comprehensive 
geriatric assessment [29–31, 34]; 4 assessed referrals [25, 
27, 29, 31]; 3 assessed pharmacist-led interventions [23, 
26, 32]; 2 assessed physical therapy services in the ED 

Fig. 1  PRIMSA diagram
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[23, 24]; 2 assessed care plans [25, 29]; 2 assessed educa-
tion [25, 27]; 1 assessed case management [34]; 1 assessed 
home visits [30]; 1 assessed a care transition intervention 
[35]; 1 assessed a geriatric ED [26]; and 1 assessed care 
coordination [28]. Many of these interventions included 
similarities; for example care coordination and case 
management both typically involve someone from the 
ED reaching out to other care providers on behalf of the 
patient.

Four interventions assessed comprehensive geriat-
ric assessment, a multidimensional process designed to 
assess the functional ability, health, social support, and 
environmental situation of older people to improve care 
[34]. Comprehensive geriatric assessment was imple-
mented along with case management and care plans [34], 
home visits by a geriatrician post-discharge [30], care 
plans and referrals to a geriatric clinic [29], and referrals 
to community services and a geriatric clinic [31].

Four interventions involved a pharmacist or physical 
therapist in the ED. Two interventions were pharmacist-
led, where a pharmacist reviewed patients’ prescriptions 
and made recommendations to the ED physicians on any 
necessary changes [26, 32]. One of these interventions 
was conducted in a geriatric-specific ED, which included 
environmental enhancements and geriatric training 
for staff [26]. One intervention assessed the impact of a 
physical therapist providing brief training and support to 
patients [24]. One intervention included both a pharma-
cist and a physical therapist present in the ED to provide 
support and advice to patients [23].

Five interventions assessed follow-up telephone calls, 
all of which included a nurse following up to ensure 
patients were following discharge instructions or to 
address any barriers patients were facing [20, 21, 27, 29, 
33]. Three of these interventions assessed follow-up tel-
ephone calls as their only intervention [20, 21, 33]. Four 
interventions included referrals. The referrals consisted 
of a general referral of patients to community support or 
community-based geriatric support and did not include 
services to contact the supports or create appointments 
for patients [25, 27, 29, 31].. Two of these interventions 
also included care plans for patients [25, 29].

Two interventions assessed educational interven-
tions in which patients were provided information on 
their health needs [25, 27]. One intervention assessed 
care coordination, where a clinical liaison ensured care 
was coordinated across the hospital and with patients’ 
primary care provider [28]. One assessed early assess-
ment and intervention, where patients were assessed by 
a multidisciplinary team and a specific intervention was 
created based on patients’ needs [22]. Last, one interven-
tion was a multi-faceted care transition intervention that 

included self-education, take-home plans for patients, 
and home visits when possible [35].

Outcomes reported
Three of 14 studies reported significant decreases in ED 
use, 1 assessing care coordination and support (n = 1121, 
serious risk of bias) [28], 1 assessing early assessment 
and intervention (n = 353, some concerns of bias) [22], 
and 1 assessing physical therapy services (n = 191,442, 
serious risk of bias) [24] (Fig.  5). One study assessing a 
geriatric-specific ED with support from a pharmacist 
reported a significant increase in ED revisits in inter-
vention patients compared to control patients (n = 7864, 
moderate risk of bias) [26]. Five of 12 reported signifi-
cant decreases in hospitalization [22, 25, 28–30] and 3 of 
4 reported significant decreases in time spent in the ED 
[22, 29, 30] (Fig. 5). Neither study that reported on costs 
reported a significant change or difference in costs [20, 
26], and none of the studies assessing outpatient utiliza-
tion reported significant changes [21, 25, 35].

Care coordination with additional support and early 
assessment and intervention were the only two interven-
tions that consistently reported improved outcomes for 
patients, though both studies had relatively small popu-
lations (n = 353 and n = 1121) [22, 28]. No study report-
ing on follow-up telephone calls reported any significant 
changes [20, 21, 27, 29, 33]. There were mixed outcomes 
for care plans, education, referrals, comprehensive geriat-
ric assessment, and pharmacist or physical therapist con-
sultations, with most reporting no significant changes.

Sex and gender
Two studies reported on sex and/or gender differences, 
one assessing comprehensive geriatric assessment and 
case management [34] and one assessing follow-up phone 
calls [33]. In the geriatric assessment and case manage-
ment intervention, older adults received individualized care 
plans based on comprehensive geriatric assessment [34]. 
Gender was included in the multivariate logistic regression 
model. Male gender was associated with decreased odds of 
admission following index ED visit [34]. In the other inter-
vention, patients received a telephone call post-discharge to 
identify problems and offer additional guidance [33]. The 
authors examined the effects of the intervention on sub-
groups of patients at high risk for hospital return, including 
sex. There were no differences between males and females 
on unplanned ED revisit or hospitalization [33].

Discussion
Sixteen studies of moderate-to-low quality were included. 
Overall, several different interventions were utilized for 
older adults, most of which did not report significant 
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improvements in patient outcomes. Care coordination 
with additional support and early assessment and inter-
vention were the only two interventions that consistently 
reported improved outcomes for patients, though both 
studies had relatively small populations. Of the two most 
common interventions, follow-up telephone calls and 
referrals, only two assessing referrals reported some sig-
nificant changes, with both reporting reductions in hos-
pitalization and one reporting reductions in time spent 
in the ED [25, 31]; no study reporting on follow-up tel-
ephone calls reported any significant changes. One inter-
vention, a geriatric-specific ED with a clinical pharmacy 
specialist, reported significant increases in ED revisits in 
intervention patients compared to control patients [26]. 
No other study reported increased visits or significant 
negative outcomes.

There are still significant gaps in the literature on 
patient-related outcomes. Very few studies assessed time 
spent in the ED and outpatient utilization, and no study 
reported on wait times. Additionally, there was very 
limited information on the actual health outcomes of 
patients, and there is little information on whether these 
interventions improved non-ED-related outcomes. A 
similar review from 2019 reported small but significant 
improvements in some functional outcomes, despite also 
reporting few significant improvements in ED revisits 
or hospitalizations [9]. Additionally, a review assessing 

literature from 1985 to 2001 found that ED-based ini-
tiatives specifically for older adults report inconsistent 
success: ED revisit rates were not significantly differ-
ent in the intervention groups compared to control 
groups, and some interventions reported increased hos-
pitalizations in the intervention group [1]. Often, how-
ever, the reason for hospitalization was not discussed; 
increased hospitalization may be a positive outcome as 
it may mean that healthcare practitioners are thoroughly 
reviewing a patients’ needs and that patients’ needs are 
being addressed. Without additional information on the 
health status of patients, it is difficult to determine with 
the assessed outcomes whether patients’ needs are ade-
quately being addressed.

Further, despite interventions not significantly improv-
ing ED-related outcomes, patients may have felt sup-
ported, which could lead to other benefits not assessed 
by this literature. Research has demonstrated that older 
adults tend to feel isolated, and decreasing these feel-
ings of isolation has significant improvements on over-
all health and wellbeing [36]. Perhaps having additional 
contact with healthcare professionals reduces those feel-
ings of isolation, leading to improved wellbeing. Patients 
may have felt like their concerns were being taken seri-
ously, or that they were being cared for by involved pro-
fessionals, ultimately leading to improvements in overall 
health and wellbeing. These outcomes, however, have 

Fig. 2  Characteristics of included studies
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not been assessed by this literature. Additionally, qualita-
tive studies were excluded from this search, and only two 
studies reported on patient perspectives, so much is still 
unknown about patient views on the interventions.

As the focus of this review was on ED-based interven-
tions, community-based, hospital-wide, or system-wide 
interventions not initiated in the ED were excluded but 
may have significant impacts on ED and overall health-
care use. Our review found that most ED-based interven-
tions did not significantly reduce ED use by older adults, 
so wider-reaching interventions may be necessary to 
reduce the burden on the ED. However, it is important 
to understand the impact of ED-initiated and -based 
interventions to determine what EDs can implement 
themselves to support patients. ED administrators and 
physicians should understand which interventions are 

useful for older adults and can create interventions for 
their own EDs to attempt to help older patients.

It is clear from this literature that the healthcare needs 
of older adults are not being met in the ED or by ED-
initiated interventions. As such, the focus of future work 
should be on other ways older adults’ needs can be met. 
The results of this review could suggest that most revis-
its in older adults are unavoidable, either due to frailty 
and disease trajectory, and efforts to support the unique 
care needs of older adults should focus elsewhere. Com-
munity-based primary care clinics, for example, may be 
better equipped to assist older adults; they may be bet-
ter able to help older adults long term or provide more 
in-depth, comprehensive care than what the ED is able 
to provide. Additionally, many of the interventions iden-
tified in this review have been implemented repeatedly 

Fig. 3  Risk of bias for controlled trials

Fig. 4  Risk of bias for observational studies
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despite little evidence suggesting they are effective. 
Therefore, new, innovative interventions, multidiscipli-
nary interventions, and collaboration with community 
and residential care facilities are needed to assist older 
adults and adequately address their needs.

Conclusion
Most interventions identified by this review were not 
effective in reducing ED-related outcomes, and there are 
significant gaps in patient perspectives and the interven-
tions’ effectiveness in addressing underlying health needs. 
Clearly, it is time for innovative interventions to support 
older adults both within and outside the ED.

Abbreviation
ED	� Emergency department

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12245-​024-​00584-7.

Additional file 1. Appendix A. Full text review search strategy

Acknowledgements
The Health Technology Assessment Unit is supported by a financial contribution 
from Alberta Health (the ministry of health in the province of Alberta). The views 
expressed herein do not necessarily represent the official policy of Alberta Health.

Authors’ contributions
AM: analysis and interpretation of data, draft of manuscript; BA: analysis and 
interpretation of data, draft of manuscript; MK: analysis and interpretation 
of data, draft of manuscript; NE: conception and design of work, analysis 
and interpretation of data, draft of manuscript; EL: conception and design 
of work, review of manuscript; BH: conception and design of work, review 
of manuscript; SK: conception and design of work, review of manuscript; FC: 
conception and design of work, draft and review of manuscript.

Funding
There was no specific funding for this project.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article and its supplementary information files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Community Health Sciences, University of Calgary, Calgary, 
AB, Canada. 2 Department of Emergency Medicine, University of Alberta, 
Edmonton, AB, Canada. 3 Department of Emergency Medicine, University 
of Calgary, Calgary, AB, Canada. 4 Emergency Strategic Clinical Network, 
Alberta Health Services, Edmonton, AB, Canada. 5 O’Brien Institute of Public 
Health, University of Calgary, Calgary, AB, Canada. 

Fig. 5  Effect of interventions for older adults. Legend: The interventions identified are across the x-axis, and the outcomes reported are 
on the y-axis. Each study is reported with one column of bubbles. The bubble size represents the size of the study

https://doi.org/10.1186/s12245-024-00584-7
https://doi.org/10.1186/s12245-024-00584-7


Page 13 of 13Memedovich et al. International Journal of Emergency Medicine           (2024) 17:16 	

Received: 5 October 2023   Accepted: 12 January 2024

References
	1.	 Aminzadeh F, Dalziel WB. Older adults in the emergency department: a 

systematic review of patterns of use, adverse outcomes, and effective-
ness of interventions. Ann Emerg Med. 2002;39(3):238–47.

	2.	 Berning MJ, Oliveira JESL, Suarez NE, Walker LE, Erwin P, Carpenter 
CR, et al. Interventions to improve older adults’ emergency depart-
ment patient experience: a systematic review. Am J Emerg Med. 
2020;38(6):1257–69.

	3.	 Conneely M, Leahy S, Dore L, Trepel D, Robinson K, Jordan F, et al. The 
effectiveness of interventions to reduce adverse outcomes among older 
adults following emergency department discharge: umbrella review. 
BMC Geriatr. 2022;22(1):462.

	4.	 Karam G, Radden Z, Berall LE, Cheng C, Gruneir A. Efficacy of emergency 
department-based interventions designed to reduce repeat visits and 
other adverse outcomes for older patients after discharge: a systematic 
review. Geriatr Gerontol Int. 2015;15(9):1107–17.

	5.	 Pritchard C, Ness A, Symonds N, Siarkowski M, Broadfoot M, McBrien KA, 
et al. Effectiveness of hospital avoidance interventions among elderly 
patients: a systematic review. CJEM. 2020;22(4):504–13.

	6.	 Dufour I, Chouinard MC, Dubuc N, Beaudin J, Lafontaine S, Hudon C. Fac-
tors associated with frequent use of emergency-department services in a 
geriatric population: a systematic review. BMC Geriatr. 2019;19(1):185.

	7.	 Ellis B, Brousseau AA, Eagles D, Sinclair D, Melady D, Group CW. Canadian 
Association of Emergency Physicians position statement on care of older 
people in Canadian emergency departments: executive summary. CJEM. 
2022;24(4):376–81.

	8.	 Hesselink G, Sir O, Schoon Y. Effectiveness of interventions to alleviate 
emergency department crowding by older adults: a systematic review. 
BMC Emerg Med. 2019;19(1):69.

	9.	 Hughes JM, Freiermuth CE, Shepherd-Banigan M, Ragsdale L, Eucker SA, 
Goldstein K, et al. Emergency department interventions for older adults: a 
systematic review. J Am Geriatr Soc. 2019;67(7):1516–25.

	10.	 Gruneir A, Silver MJ, Rochon PA. Emergency department use by older 
adults: a literature review on trends, appropriateness, and consequences 
of unmet health care needs. Med Care Res Rev. 2011;68(2):131–55.

	11.	 van Loon-van GM, van Winsen B, van der Linden MC, Gussekloo J, van 
der Mast RC. The effect of a telephone follow-up call for older patients, 
discharged home from the emergency department on health-related 
outcomes: a systematic review of controlled studies. Int J Emerg Med. 
2021;14(1):13.

	12.	 Gabet M, Armoon B, Meng X, Fleury MJ. Effectiveness of mergency 
department based interventions for frequent users with mental health 
issues: a systematic review. Am J Emerg Med. 2023;74:1–8.

	13.	 Moe J, Kirkland SW, Rawe E, Ospina MB, Vandermeer B, Campbell S, 
et al. Effectiveness of interventions to decrease emergency department 
visits by adult frequent users: a systematic review. Acad Emerg Med. 
2017;24(1):40–52.

	14.	 Van den Heede K, Van de Voorde C. Interventions to reduce emer-
gency department utilisation: a review of reviews. Health Policy. 
2016;120(12):1337–49.

	15.	 Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses: the PRISMA statement. 
PLoS Med. 2009;6(7):e1000097.

	16.	 Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, 
et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. Rev Esp Cardiol (Engl Ed). 2021;74(9):790–9.

	17.	 McGowan J, Sampson M, Salzwedel DM, Cogo E, Foerster V, Lefebvre C. 
PRESS Peer Review of Electronic Search Strategies: 2015 guideline state-
ment. J Clin Epidemiol. 2016;75:40–6.

	18.	 Sterne JAC, Savovic J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. 
RoB 2: a revised tool for assessing risk of bias in randomised trials. BMJ. 
2019;366:l4898.

	19.	 Sterne JA, Hernán MA, Reeves BC, Savović J, Berkman ND, Viswanathan M, 
et al. ROBINS-I: a tool for assessing risk of bias in non-randomised studies 
of interventions. BMJ. 2016;355:i4919. https://​doi.​org/​10.​1136/​bmj.​i4919.

	20.	 Biese K, Lamantia M, Shofer F, McCall B, Roberts E, Stearns SC, et al. A 
randomized trial exploring the effect of a telephone call follow-up on 
care plan compliance among older adults discharged home from the 
emergency department. Acad Emerg Med. 2014;21(2):188–95.

	21.	 Biese KJ, Busby-Whitehead J, Cai J, Stearns SC, Roberts E, Mihas P, et al. 
Telephone follow-up for older adults discharged to home from the emer-
gency department: a pragmatic randomized controlled trial. J Am Geriatr 
Soc. 2018;66(3):452–8.

	22.	 Cassarino M, Robinson K, Trepel D, O’Shaughnessy I, Smalle E, White S, 
et al. Impact of assessment and intervention by a health and social care 
professional team in the emergency department on the quality, safety, 
and clinical effectiveness of care for older adults: a randomised controlled 
trial. PLoS Med. 2021;18(7):e1003711.

	23.	 Goldberg EM, Marks SJ, Resnik LJ, Long S, Mellott H, Merchant RC. Can an 
emergency department-initiated intervention prevent subsequent falls 
and health care use in older adults? A randomized controlled trial. Ann 
Emerg Med. 2020;76(6):739–50.

	24.	 Lesser A, Israni J, Kent T, Ko KJ. Association between physical therapy 
in the emergency department and emergency department revisits for 
older adult fallers: a nationally representative analysis. J Am Geriatr Soc. 
2018;66(11):2205–12.

	25.	 Liberman T, Roofeh R, Sohn N, Brave M, Smith A, Willis H, et al. The 
GAP-ED Project: improving care for elderly patients presenting to the 
emergency department. J Emerg Med. 2020;58(2):191–7.

	26.	 Shaw PB, Delate T, Lyman A Jr, Adams J, Kreutz H, Sanchez JK, et al. Impact 
of a clinical pharmacy specialist in an emergency department for seniors. 
Ann Emerg Med. 2016;67(2):177–88.

	27.	 Arendts G, Bullow K, Etherton-Beer C, MacDonald E, Dumas S, Nagree Y, 
et al. A randomized-controlled trial of a patient-centred intervention in 
high-risk discharged older patients. Eur J Emerg Med. 2018;25(4):237–41.

	28.	 Shrapnel S, Dent E, Nicholson C. A nurse-led model of care within an 
emergency department reduces representation rates for frail aged care 
residents. Aging Clin Exp Res. 2019;31(11):1695–8.

	29.	 Heeren P, Devriendt E, Fieuws S, Wellens NIH, Deschodt M, Flamaing 
J, et al. Unplanned readmission prevention by a geriatric emergency 
network for transitional care (URGENT): a prospective before-after study. 
BMC Geriatr. 2019;19(1):215.

	30.	 Pedersen LH, Gregersen M, Barat I, Damsgaard EM. Early geriatric follow-
up after discharge reduces readmissions a quasi-randomised controlled 
trial. Eur Geriatr Med. 2016;7(5):443–8.

	31.	 Foo CL, Siu VW, Ang H, Phuah MW, Ooi CK. Risk stratification and rapid 
geriatric screening in an emergency department - a quasi-randomised 
controlled trial. BMC Geriatr. 2014;14:98.

	32.	 Santolaya-Perrin R, Calderon-Hernanz B, Jimenez-Diaz G, Galan-Ramos 
N, Moreno-Carvajal MT, Rodriguez-Camacho JM, et al. The efficacy of a 
medication review programme conducted in an emergency department. 
Int J Clin Pharm. 2019;41(3):757–66.

	33.	 van Loon-van GM, van der Linden MC, Gussekloo J, van der Mast RC. 
Telephone follow-up to reduce unplanned hospital returns for older 
emergency department patients: a randomized trial. J Am Geriatr Soc. 
2021;69(11):3157–66.

	34.	 Lin CF, Lin PC, Hu SY, Tsan YT, Liao WK, Lin SY, et al. Comprehensive 
Geriatric Assessment and Clinical Outcomes in the older people at the 
emergency department. Int J Environ Res Public Health. 2021;18(11).

	35.	 Schumacher JR, Lutz BJ, Hall AG, Harman JS, Turner K, Brumback BA, et al. 
Impact of an emergency department-to-home transitional care interven-
tion on health service use in Medicare beneficiaries: a mixed methods 
study. Med Care. 2021;59(1):29–37.

	36.	 Nicholson NR. A review of social isolation: an important but underass-
essed condition in older adults. J Prim Prev. 2012;33(2–3):137–52.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1136/bmj.i4919

	Strategies for improving ED-related outcomes of older adults who seek care in emergency departments: a systematic review
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Search strategy
	Study selection
	Data extraction
	Quality assessment
	Data analysis

	Results
	Overall findings
	Study population
	Interventions utilized
	Outcomes reported
	Sex and gender

	Discussion
	Conclusion
	Acknowledgements
	References


