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INTRODUCTION

It is estimated that by the year 2030 about 72million US citizens will be age 65 or older,
making up about 20% of the US population.1 A total of 15.4% of visits to the
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KEY POINTS

� As a result of multiple physiological and pharmacokinetic changes, the elderly are more
vulnerable to the side-effects of medications, and require lower doses of medications
and slower rates of titration.

� Geriatric population is a high-risk group for suicide, with more serious intent, fewer warn-
ing signs, and more lethality. Suicide risk assessment should be part of a standard emer-
gency psychiatric assessment.

� Prompt diagnosis and treatment of delirium in emergency settings is essential given the
association with worse outcomes such as prolonged hospital stay, risk of cognitive
decline, and increased mortality.

� Behavioral interventions for agitation in dementia are the first-line measure before phar-
macologic interventions. Pharmacologic options with demonstrable efficacy are mostly
limited to antipsychotics, the use of which is problematic, as all antipsychotics increase
the risk of mortality in dementia.
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emergency department are by the elderly,2 and the visit rates by older adults have had
the highest increase among all age groups in the last decades.2

Emergency psychiatric presentations in the elderly are often challenging, given the
lack of well-defined presenting complaints, multiple medical and neurologic comor-
bidities, and the complex nature of presentations. Psychiatric symptoms can often
be the result of a medical disorder in the elderly, and particularly new-onset psychiatric
symptoms should warrant a thoroughmedical and neurological work-up. Evaluation of
cognitive status and suicide risk assessment should be essential components of any
emergency psychiatric assessment of the elderly. Review of medications for polyphar-
macy and medication side effects are also important. Substance use is often over-
looked in the geriatric population and warrants careful history taking and urine
toxicology. Geriatric patients are sometimes unreliable historians, and collateral his-
tory taking in many cases is warranted. Common disorders like depression can also
have atypical presentations in the elderly compared with adults.
This report provides an overview of special psychiatric considerations in the geri-

atric population and common psychiatric emergencies of specific relevance in the
elderly that warrant prompt assessment and management.

GENERAL PSYCHOPHARMACOLOGIC CONSIDERATIONS IN THE ELDERLY

Geriatric subjects are more vulnerable to the side effects of medications. This
increased susceptibility is a result of several physiologic changes associated with ag-
ing that lead to pharmacokinetic changes. For instance, decreased concentration of
plasma albumin can lead to increased plasma concentration of free drugs, decreased
glomerular filtration rate results in decreased renal clearance of medications and
active metabolites, reduction in hepatic blood flow can cause decreased hepatic
clearance, and increase in body fat can lead to increase in elimination half-life of lipid
soluble drugs.3,4 Furthermore, elderly patients are frequently subjected to polyphar-
macy, leading to an increased burden of side effects.3,4

Homeostaticmechanisms (eg, orthostatic circulation, postural control, and thermoreg-
ulation)arealso lessvigorous in theaged,whichcan lead toadditional vulnerabilities, such
as increased risk of falls and hip fractures with psychotropics.4 The elderly are also more
vulnerable to the development of the syndrome of inappropriate antidiuretic hormone
secretion.4 Neurotransmitter changes such as reduction in dopamine and acetylcholine
functionmeanthatelderlyhave increasedsensitivity toextrapyramidal symptomswithan-
tipsychotics and cognitive impairment with anticholinergic medications4 (Table 1).
As a general rule, physicians should use lower doses of medications and slower

rates of titration in the elderly compared with the younger adult population.
As a result of reduced renal clearance and decreased total body water, the elderly

are more susceptible to lithium toxicity. This vulnerability is present even with thera-
peutic serum lithium levels, in particular to neurological adverse effects such as tremor
and ataxia.5 Elderly patients therefore generally are best maintained on serum levels
lower than those recommended in adults—in the range of 0.4 to 0.8 mEq/L.5

Benzodiazepines are best avoided in the geriatric population. Even short-term
use can lead to impairments in cognition and psychomotor functioning.3,5 These
drugs increase the risk of falls and hip fractures.3,5 These negative effects are in
addition to the general risk of abuse and dependence that exists with benzodiaze-
pine use. If benzodiazepines are clinically necessitated, lorazepam may be
preferred given that it does not undergo phase I hepatic metabolism, it has no
active metabolites, the half-life does not vary as much with age, and it is well
absorbed intramuscularly.5

Aftab & Shah450



Download English Version:

https://daneshyari.com/en/article/5722549

Download Persian Version:

https://daneshyari.com/article/5722549

Daneshyari.com

https://daneshyari.com/en/article/5722549
https://daneshyari.com/article/5722549
https://daneshyari.com

