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Emergency Department’s

Case of the Month

“Can She Go Home?”

Questions and Answers

1.What Does She Need?

As with any patient, we need to establish
how ill Mrs. P is. In older adults, this
judgment can be tricky, because illness
often presents differently than in younger
people. Acute illnesses commonly mani-
fest as new falls, delirium, or social aban-
donment in this population. As a reflec-
tion of both illness severity and overall
fitness/frailty, older adults often present
with acute disability (e.g., cannot walk,

cannot care for themselves) when they
are ill.
Perhaps illustrating this diagnostic

uncertainty, older patients undergo dis-
proportionately more investigations, have
longer stays in the ED, and are more like-
ly to be admitted to the hospital than their
younger counterparts.1

It may be tempting to admit Mrs. P
from the ED, motivated in part by a con-
cern about her safety for discharge.
Paradoxically, hospital wards are not
benign for frail older adults, who are vul-
nerable to hospital-acquired infection,
delirium, deconditioning, and polyphar-
macy.2 Many patients (and their families)
would prefer to convalesce at home. In
the absence of a compelling indication to
hospitalize Mrs. P (such as the need for
supplemental oxygen or IV medication
— and even these can be met by a “hos-
pital at home” program, where
available3), we must carefully weigh the
risks and benefits of admission.

2.How Can We Objectively Judge
if She Can Be Suitably Treated
at Home?

Some disease-specific algorithms have
been developed to guide emergency
physicians in identifying patients who
may be “safe” for discharge home. A
tool, such as the Pneumonia Severity
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Mrs. P’s Case
Mrs. P is an 86-year-old woman who lives with her
daughter. She comes to the ED with three days of
productive cough, shortness of breath, and
generalized weakness. She is diagnosed with
pneumonia, and appropriate antibiotics are started.

She has a history of osteoporosis, hypertension,
osteoarthritis, hypothyroidism, and dyslipidemia.

She is afebrile. Her heart rate is 90 bpm, blood
pressure is 108/56 mmHg, and oxygen saturation is
92% on room air. She is lying in bed comfortably.
Examination discloses crackles in the left lower lung
field posteriorly.

The ED physician wonders whether Mrs. P can be
safely sent home with her daughter to complete a
course of oral antibiotics.

Read on for more on Mrs.P.



Index (PSI)4 could help determine Mrs.
P’s disposition. However, the PSI is heav-
ily weighted by age, vital signs, and lab
parameters, and it overlooks other impor-
tant prognostic clues, including function-
al status and the presence of important
comorbidities, such as cognitive impair-
ment. It is age biased and would suggest
admission for most people over age 85 —
even though these are the people at great-
est risk of adverse hospital outcome.2

One tool to identify “at risk” seniors in
the ED is the six-item Identification of
Seniors at Risk (ISAR) questionnaire
(Table 1). It can predict ED return, hospi-
talization, functional decline, long-term
care placement, and six-month mortali-
ty.5,6 A similar self– or informant–report
tool fromAustralia serves to trigger refer-
ral to multidisciplinary geriatric assess-
ment teams that Australia has invested in
heavily.7

Such teams employ the “technology”
of Geriatric Medicine, which is a
structured Comprehensive Geriatric

Assessment (CGA). The CGA establishes
an inventory of numerous facets of a
patient’s health: comorbidities, medica-
tions, function, balance and mobility,
cognition, mood, sleep, and psychosocial
supports. It can be performed by a physi-
cian, nurse, or by a multidisciplinary
team with expertise in elder care, and it
lays the basis for intervention on complex
issues in older patients.
Even when CGA is available, it is best

reserved for select “at risk” patients.8 For
example, a positive ISAR screen leads to
the Systemic Evaluation and Intervention
of Seniors at Risk tool (SEISAR), which
serves as a brief standardized CGA to be
completed by nurses in the emergency
setting.9,10 Alternatively, one-page forms
have been developed to help capture the
details of a CGA in an “at a glance” for-
mat, and these may be similarly conven-
ient for clinician use in the ED setting.11

Mobility is a particularly sensitive lit-
mus test for a frail elder’s overall degree
of illness, and measurement scales have
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Table 1

The Identification of Seniors at Risk (ISAR) Screening Tool*

Questions Yes No

11)) Before the illness or injury that brought you to the ED, did 1 0
you need someone to help you on a regular basis?

22)) Since the illness or injury that brought you to the ED, have 1 0
you needed more help than usual to take care of yourself?

33)) Have you been hospitalized for one or more nights during the 1 0
past six months (excluding a stay in the ED)?

44)) In general, do you see well? 0 1

55)) In general, do you have serious problems with your memory? 1 0

66)) Do you take more than three different medications every day? 1 0

*Patients and/or informants should answer “yes” or “no” to each item; a total score of two or greater constitutes an “at risk” senior.
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been developed on the premise that
mobility correlates closely with the over-
all course of illness.12,13 An acute change
in a patient’s mobility can critically
impact his or her function, and it typical-
ly signifies serious illness (regardless of
the cause). When a patient’s activities of
daily living or mobility become impaired
by illness or injury (either for physical or
cognitive reasons), further evaluation is
necessary. If Mrs. P has new difficulty
walking, it would be unwise to discharge
her from the ED. In short, the answer to
the question of “can she go home?” is
dependant on the answer to another ques-
tion: “can she walk?”.

3.How Can Mobility be
Evaluated in the ED?

At minimum, the ED team should assess
Mrs. P’s mobility before considering
sending her home. This can be done very
quickly at the bedside (Table 2).14 First,
Mrs. P should be asked to sit up at the
side of the bed. If she can sit stably, her
static sitting balance is intact; if she can

tolerate a gentle sternal nudge, her
dynamic sitting balance is also intact.
Next, Mrs. P should rise to standing and
then walk (using her usual gait aid if
applicable). Mrs. P and her family can
then compare her performance on this
“road test” to her mobility two weeks
prior. If her mobility has been affected by
the illness, the ED team should seriously
consider hospitalization.
Similarly, if Mrs. P’s pneumonia has

affected her ability to care for herself
(i.e., her activities of daily living), it
would be prudent to proceed with further
assessment. 

4.What About Home Supports?

Mrs. P’s ability to return home hinges
upon her family’s willingness and ability to
care for her. Likewise, Mrs. P herself
should have input into where her care
should take place.  
Mrs. P’s daughter may be under a lot 

of stress in her role as caregiver. After
summarizing (in private) what she does to

Table 2

Brief Bedside Screen of Mobility and Balance**

Abilities to  Assess

Bed Mobility • Turn over in bed
• Sit up in bed

Transfers • Get out of bed/chair and rise to standing

Balance For bbootthh sitting and standing positions:
• Static: Maintenance of posture without support
• Dynamic: Maintenance of posture with gentle sternal nudge

Ambulation • Walk short distance (with usual gait aid if applicable)

** Assessors should note in particular if the patient requires either assistance from a device (e.g., cane, walker) or another person at each step.
Performance on these elements should be compared to the patient’s baseline mobility (two weeks prior).
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care for her mother on a typical day, asking
“how are you holding up?” can 
facilitate a discussion about caregiver bur-
den. This allows for the opportunity to
address both short-term issues (such as the
potential need for increased in-home sup-
ports), but also to explore longer-term con-
cerns, including future care planning.
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Back to Mrs. P
The ED team establishes that Mrs. P has had
recent difficulty in caring for herself and has
demonstrated that she is newly unsteady in 
walking. Mrs. P is then seen by the internal 
medicine consult team, and a CGA reveals other
areas of concern, including deconditioning and
polypharmacy. She is admitted to the hospital
where she spends a few days in the acute care
unit for medical treatment and physiotherapy. Mrs.
P is then transferred to a rehabilitation unit where
she regains her strength and baseline mobility.
She is then able to return home with her daughter.
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