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Objectives: To map the referral pathways of elderly people after telephone calls to Emergency Medical
Communication Centers (ECC) in France.

Design: Retrospective observational study.

Setting: ECC and Emergency Departments (ED) of the Rhone region in France in 2013.

Participants: Patients aged 75 years and older who called or had calls made to the ECC on 7 non-consecutive days
(n=712).

Measurements: All calls made by/for patients aged 75 and over were analyzed. Data were collected regarding
geriatric assessment and patient discharge destination after admission to an ED.

Results: All 4168 calls received over the 7 days were analyzed. Of these, 692 involved the care of elderly people
and were included. The median call duration was 2min59 [1min57; 4min13]. Following the call, 35% of the
patients remained at home, 62% were referred to ED and 3% were directly hospitalized in intensive care units.
Of the patients admitted to ED, 73% had a stable clinical condition and the main reason for admission was a fall
(28%). Following ED care, 56% of patients were hospitalized and 44% returned directly home.

Conclusion: Over half the elderly patients included in this study were referred to an ED after a call to ECC. For
half of them, their clinical condition was considered stable and they were discharged after the ED visit. A more
appropriate assessment of clinical conditions among geriatric patients could help to improve patient triage
during ECC calls, and therefore reduce ED referrals.

1. Introduction

The number of elderly people is constantly growing, accompanied
by a considerable increase in multiple chronic disease conditions and
risks of decompensation (Forouzanfar et al., 2016). Consequently, they
account for an ever-increasing proportion of patients in the emergency
care system (Laplanche et al., 2007). According to a national study
carried out in 2013 in the United States, more than one third of EMS
(Emergency Medical Services) patients were over 65 years old (Wang
et al., 2013). Furthermore, Emergency Departments (ED) continue to
see increased admission of elderly patients. In 2010, an international
review reported that people aged 75 years and over accounted for

12-24% of ED visits (Samaras, Chevalley, Samaras, & Gold, 2010). This
situation impacts the health system, increases congestion in ED, and
prolongs waiting periods in ED. This leads to the risk of medical and
functional complications for elderly patients due to prolonged con-
sultation waiting times in ED (Ackroyd-Stolarz, Guernsey, Mackinnon,
& Kovacs, 2011; Bailleux, Oualid, Bouaziz, Tardieux, & Levraut, 2007;
Lang et al., 2011; Latham and Ackroyd-Stolarz, 2014;).

While ED should be exclusively focused on urgent care, they are
increasingly being used as a means of access to the health care system
for elderly patients with stable health conditions (Afilalo et al., 2004;
Carret, Fassa, & Kawachi, 2007; Lowthian et al., 2013). Alternatives
could be the development of specific geriatric pathways and improved
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home-care (Coleman et al., 2001; Pines et al., 2011). Currently, 80% of
hospitalizations of elderly patients in France are not scheduled, and
occur after a visit in an ED (Sough et al., 2012). In various studies, the
rate of inappropriate ED visits (i.e. for non-urgent situations), for el-
derly patients varied between 11.4% in Italy (Bianco, Pileggi, &
Angelillo, 2003), 23.4% in Turkey (Gulacti, Lok, Celik, Aktas, & Polat,
2016) and 32% in France (Petitot, Chapuis, Touzet, Fournier, &
Bonnefoy, 2008). Paradoxically, in France, 67-75% of patients were
referred by general practitioners (GP) or by Emergency Medical Com-
munication Centers (ECC) (Petitot et al., 2008; Société Francaise de
Médecine d’Urgence, 2004). ECC are free public call centers, which
operate 7 days a week 24 h a day and respond to all health emergency
calls for a defined area. They are the French equivalent of 911 in the
USA. A trained ECC communication officer answers all calls and pro-
vides first-line assessment (Montassier et al., 2015). He/she then
prioritizes the call and connects the caller either to a general practi-
tioner or to a physician with emergency care skills, according to stan-
dardized guidelines and the severity of the situation. The doctor then
consults the caller over the phone and may send an appropriate care
service to the patient (home medical visit, firefighters, private ambu-
lance or ECC medicalized vehicles) (Adnet & Lapostolle, 2004; Bagou,
Berthier, Bertrand, & Comte, 2009; Giroud & Pateron, 2012). The ECC
may improve the outcomes of elderly patients in the emergency chain.
Optimizing geriatric assessment during calls to ECC could improve the
relevance of ECC patient referrals to ED, and may offer more suitable
alternatives.

To our knowledge, no study to date has focused on the outcomes of
elderly patients after calling ECC in France. In the present study, we
analyzed the ECC medical telephone triage of patients aged 75 years.
The main objective was to follow the referral pathway of these patients,
from the ECC call right up to their discharge destination following their
visit in an ED. We also aimed to determine the profile of elderly patients
most likely to be referred to an ED after ECC triage, and to compare it
with that of patients who remained at home.

2. Methods
2.1. Setting and study design

A retrospective descriptive study was conducted in the ECC of the
Rhoéne area of France (ECC69). Because no digital information ex-
change system currently exists between the ECC and the different ED in
the area, our analysis had to be performed retrospectively. Individuals
aged 75 years and over managed by ECC69 were selected on 7 non-
consecutive days between the 1 st of April 2012 and the 31th of March
2013. Days were randomly selected throughout the 12-month period to
take into account weekly and seasonal variations in the number of calls.

2.2. Population

All calls made by/for patients aged 75 years and older during the
24h of each of the seven randomly selected days were extensively
analyzed. Calls were excluded if they did not lead to a medical as-
sessment, i.e. declarations of death, inter-hospital transfers, case al-
ready being handled by a different ECC, and callers hanging up before
the medical decision on referral was made.

ECC procedure stipulates that all users be initially put in contact
with an On-Call Medical Communication Officer who then connects the
caller either to a physician with emergency care skills or a general
practitioner, depending on the nature of the situation (emergency or
primary care).

2.3. Data collection

All the data were collected by AV and NJ, resident general practi-
tioners specialized in geriatric medicine. They retrospectively listened
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exhaustively to all audio-recordings of calls by/for elderly patients to
ECC 69, and collected associated data in pre-drafted case report forms
with coded fields. In order to create a comprehensive geriatric profile,
the items chosen in the case report forms were selected following a
study of the literature and from expert advice provided by physicians
with emergency care skills and geriatric physicians. More specifically,
the following data were collected for each of the ECC calls: demo-
graphic data (age, sex), hour and day of the call, duration of symptoms
(more or less than 24 h), and reason for the call —i.e. trauma (falls and
wounds) or medical reasons (other than falls or wounds). Geriatric-
based data included: the caller (patient/relative/health-professional),
the patient’s place of residence (home or nursing home), the presence or
absence of next-of-kin living at home (yes/no), level of dependence
(need for human aid), ability to walk alone or with help, history of
hospitalization within the previous 3 months, presence of multiple
pathologies (more than 3 concomitant chronic conditions), and poly-
medication (more than 3 medications for chronic conditions). The case
report form was inspired by items in the Identification of Seniors at Risk
(ISAR) tool (McCusker et al., 1999).

In order to determine the patients’ referral pathway, all telephone
calls regarding each individual case were considered (including the
initial ECC call, emergency transport request, and first responders’ (e.g.,
firefighter, Emergency Medical Technician) reports. Additional data on
the patient’s acute condition and management were collected from the
ED medical files for those referred to an ED, and from the Clinical
Classification of Patients in Emergency (CCPE) tool, which is used in
French ED’s after medical examination to assess clinical severity at
discharge (Fourestié, Roussignol, Elkharrat, Rauss, & Simon, 1994).
Furthermore, the duration of the stay in ED (time between the ad-
ministrative admission of the patient and the validation of their dis-
charge by the doctor), and the discharge destination of the patient,
were recorded.

2.4. Data analysis

All data were analyzed anonymously. Data fields for which no data
were available were categorized under ‘not available’ (N/A).
Qualitative data were described as numbers and frequencies and com-
pared using the Chi? test or the Fisher’s exact according to their ap-
plication conditions. Quantitative data were expressed as mean *
standard deviation, and analyzed using the Student t-test or presented
with median [Inter-quartile range (IQR)] and compared using the
Wilcoxon test, as appropriate, for non-normal distributions. We used
univariate and multivariate analyses to analyze the association between
patient geriatric profile variables and the risk of being referred to an
ED. Odds ratios (OR) and their 95% confidence intervals were calcu-
lated by univariate and multivariate logistic regression models.
Variables presenting an association with a p-value < 0.20 in the uni-
variate analysis were included in the multivariate model, which mod-
elled the risk of being referred to an ED. All tests were two-tailed and a
p-value < 0.05 was considered significant. All analyses were performed
using the SAS 9.2 software (SAS Institute Inc., Cary, NC, USA).

3. Results

Of the 4168 calls made to ECC 69 during the 7 days of the study,
712 (17%) involved patients aged 75 years and over, of whom 20 were
excluded for the following reasons: death (n = 9), secondary referral
(n = 4), telephone assessment by another ECC (n = 3), patient already
hospitalized (n = 1), mistaken age (n = 2), patient hanging up before
the medical decision on referral was taken (n = 1). Overall, 692 calls
were included.

The median call duration was 2min59 [1min57; 4min13]. Following
the 692 calls, 229 fire fighters, 223 private ambulances, and 41 ECC
medicalized vehicles were dispatched.
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Fig. 1. Referral pathway of patients aged 75 years and over from the French Emergency Medical Communication Centre after their stay in a hospital Emergency

Department.
ICU: Intensive Care Unit.

a: Cardiology (n = 15), Multi-disciplinary Medicine (n = 15), Internal Medicine (n = 7), Neurology (n = 4), Rheumatology (n = 3), Pneumatology (n = 2), Hepato-
Gastro-Enterology (n = 2), Nephrology (n = 1), Endocrinology (n = 1), Psychiatry (n = 1)
b: Multi-disciplinary Medicine (n = 13), Hepato-Gastro-Enterology (n = 3), Pneumatology (n = 2), Psychiatry (n = 2), Cardiology (n = 1), Rheumatology (n = 1),

Neurology (n = 1).

3.1. Patients’ pathway

From the 692 calls to the ECC, 426 patients (61.6%) were sent to 22
ED, 24 (3.4%) were referred to intensive care units and 242 (35.0%)
stayed at home (72 of these received medical advice, 109 had home
medical visits and 62 were assessed by private ambulances). After the
ED visit, 188 patients were sent back home directly, while 250 patients
were hospitalized. The complete patient pathway is described in Fig. 1.

3.2. Patient profiles

Table 1 shows patient and call characteristics. Medical and trau-
matic problems accounted for 74.7% and 25.3% of ECC calls, respec-
tively. The main symptoms reported were shortness of breath, un-
consciousness, fever, chest pain, and behavior disorder. Falls
represented 23.8% of all calls. Of all those included, 40.9% were de-
pendent in some way, 34.2% had multiple pathologies and 84.1% lived
at home. Missing data on geriatric information collected by ECC dis-
patcher reached 19.5% for physical dependence and 39.8% for multiple
pathologies because these data were not collected during the call.

3.3. Factors associated with ED referrals

Table 1 describes the demographic and geriatric criteria between
two groups defined according to referral patterns after the ECC call:
patients sent to an ED (n = 426) and patients who remained at home
(n = 242). Multivariate analysis indicated that the 8 a.m. -6 p.m. time
period (p = 0.039), a context of trauma (p = 0.029), being managed on
call by an emergency physician (p < 0.001) and residing in a nursing
home (p = 0.039), were parameters that significantly and in-
dependently increased the risk of patients being sent to an ED (Table 2).

3.4. ED stays

The duration of an ED stay ranged from 13 min to 23 h 10 min, with
a median of 4 h 34 min [IQR 2h 37 min; 6 h 58 min]. The time spent in
an ED was shorter when the reasons for calling were trauma-based: 3 h
15min [2h 05min; 5h 01 min] (versus 5h 03 min [2h 37 min; 6 h
58 min] for medical-based reasons (p = 0.005)), while it was sig-
nificantly longer when the patient was subsequently hospitalized: the
median was 5h 00 min [3h 08 min; 7 h 45 min] (versus 3h 24 min [1 h
51 min; 5h 58 min] when the patient returned home (p < 0.001)).
According to the ED records, 10.1% of the patients were categorized as
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Table 1
Description of patients’characteristics.
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Total number of callers

Referred to an Emergency Department Stayed at home

n = 692 (%) n = 426 N = 242 (%) p value
Age 75-84 years old 355 (51.3) 219 (51.9) 116 (47.9)
85-94 years old 311 (44.9) 190 (44.6) 118 (55.4) 0.564
> 95 years old 26 (3.75) 17 (4.0) 8 3.2)
Average Age (year) 84.7 84.4 85.0 0.345
Gender Male 256 (36.9) 156 (36.6) 87 (36.0) 0.929
Female 436 (63.0) 270 (63.4) 155 (64.0)
Time of the call 8a.m.-6p.m. 398 (57.5) 256 (60.1) 127 (52.5) 0.067
6p.m.-8a.m. 294 (42.49) 170 (39.9) 115 (47.5)
Day of the call Week 473 (68.3) 299 (70.2) 159 (65.7) 0.265
Weekend 219 (31.6) 127 (29.8) 83 (34.3)
Reason for call Medical 517 (74.7) 305 (71.6) 189 (78.1) 0.080
Trauma 175 (25.2) 121 (28.49) 53 (21.9)
Place of residence Private home 582 (84.1) 348 (81.7) 213 (88.1) 0.029
Nursing home 103 (14.8) 74 17.49) 26 (10.7)
N/A 7 (1.01) 4 (0.9) 3 1.2)
Communications Officer =~ Emergency Physician 356 (51.4) 241 (56.6) 91 (37.6) < 0.001
General Practitioner 336 (48.5) 185 (43.4) 151 (62.4)
Duration of call Median [interquartil range] 2min59 [1min57;4min13] 2min57 [1min56-4min23] 2min59 [2min04-4min11] 0.652
Physical Dependence Independent 274 (39.6) 168 (39.4) 88 (36.4) 0.359
Dependent 283 (40.9) 172 (40.4) 108 (44.6)
N/A 135 (19.5) 86 (20.2) 54 (19.0)
Multiple Pathologies =3 179 (25.8) 113 (26.5) 58 (24.0) 0.676
> 3 237 (34.2) 154 (36.2) 74 (30.6)
N/A 276 (39.8) 159 (37.3) 110 (45.4)

N/A: No answer.

* p value for the comparison between patients sent to the ED and patients staying home.

CCPE1 (stable clinical condition or not requiring further examination),
63.0% as CCPE2 (stable clinical condition requiring further investiga-
tion), 22.4% as CCPE 3 (clinical condition which may be aggravated but
not life threatening) and 4.5% as CCPE 4 or 5 (life threatening).

4. Discussion

We studied 692 ECC calls by/for elderly patients received over 7
non-consecutive days. Nearly 2 out of 3 patients were referred to an ED.
More than 50% of the latter were subsequently considered clinically
stable during their ED stay. Furthermore more than 50% were dis-
charged home. It is important to note that not all those considered
stable were discharged home. Of all 692 patients, 36% were hospita-
lized, directly from the ECC call or after an ECC-referred ED visit.

4.1. Number of calls and response by ECC

Elderly patients represented 17% of all ECC calls studied however
the estimated rate of people over 75 years was 9.1% in France. The
aging demographic in France implies that the number of older patients

triaged in ECC or attending hospitals - especially ED - will increase in

Table 2

the near future (Forouzanfar et al., 2016; INSEE, 2016). How the
healthcare system is going to adapt to this evolution is a matter of great
concern (Forouzanfar et al., 2016; Goldstein, Jensen, Carter, Travers, &
Rockwood, 2015; Wang et al., 2013). The large proportion of patients
being discharged home after an ECC-referred visit to an ED, underlines
the need to implement robust strategies that ensure that patients re-
ferred to ED really require urgent hospital care. For other patients, i.e.
not requiring urgent hospital care, there needs to be an alternate
choice.

At the ECC level, the distinction between real and perceived medical
emergencies can sometimes be challenging. It is possible that the tele-
phone-based exchanges are harder for elderly patients due to commu-
nication problems, poorer overall health conditions, and complex
psycho-social situations (Vergne, 2011). Moreover, training and ex-
perience of the communication officer also impact the decision to refer
the patient to ED or not, GPs less likely referring patients to ED than
emergency physicians. However, because of the very short call duration
allowed (set by the total daily number of calls the ECC is required to
answer) only limited information can be collected. A study on another
French ECC found that median duration of calls was 96 s (Penverne
et al., 2017), while yet another study highlighted a mean call duration

Univariate and multivariate analyses comparing the choice to refer a patient to an Emergency Department (n = 422) or to have the patient stay at home (n = 239).

Univariate Analysis

Multivariate Analysis®

OR non adjusted IC 95% p OR adjusted 1C 95% p

Time of the call 6p.m.-8a.m. 1

8a.m.-6p.m. 1.36 [0.99 ; 1.87] 0.056 1.4 [1.01 ;1.95] 0.044
Reason for call Medical 1

Trauma 1.41 [0.98 ;2.05] 0.066 1.25 [0.85 ; 1.84] 0.254
Place of residence Home 1 1

Nursing home 1.74 [1.08 ; 2.81] 0.023 1.76 [1.08 ; 2.88] 0.023
Communication Officer* General Practitioner 1 1

Emergency Physician 2.63 [1.77 ; 3.91] < 0.001 2.10 [1.51;2.93] < 0.001

(7 patients were excluded because of missing data for place of residence).

2 The multivariate analysis included the following variables : time of the call, reason for call, place of residence, communication officer.
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with the ECC communication officer of 107 + /- 45s (Montassier et al.,
2015), when studying all incoming ECC calls. The longer call duration
in our ECC study (median call duration of 179s for elderly patients)
would suggest that a more detailed assessment was performed, but our
results suggest that this was not the case, as important geriatric in-
formation, such as dependency or multiple pathologies, were often not
recorded.

4.2. Patients’ referral pathway after ECC call

Sixty-one percent of patients from all calls were referred to an ED.
Thirty percent of the latter were sent for a trauma-based problem. This
high proportion could be related to the fact that the vast majority of
calls were for falls (Keskinoglu, Sofuoglu, Ozmen, Giindiiz, & Ozkan,
2010; Salvi et al., 2013), which are a recognized geriatric syndrome and
a common reason for admission to ED. Trauma-based problems re-
presented 15% of older patients’ ED visits (Lazarovici, Somme,
Chatellier, Saint-Jean, & Espinoza, 2008; Roussel-Laudrin et al., 2005;
Samaras et al., 2010). The percentage of fall-related ED visits increased
with age (Albert, McCaig, & Ashman, 2013).

Based on collected data, we were able to determine three main
circumstances under which the patients were sent to ED. #1: Real
emergency needing urgent hospital care, #2: Need for technical support
(e.g. stitches following a cut, complementary tests or imaging), #3:
Medico-psycho-social evaluation: situation for which it is impossible to
collect reliable data by telephone, unavailability or saturation of ex-
isting primary care alternatives. While the appropriateness of ED stays
was not considered in our study, because it was not part of the study
objective, the profiles of older patients attending ED and the relevance
of being referred to an ED have both been the subject of numerous
studies (Derame, El Kouri, Hamidou, Carré, & Potel, 2004; Latham &
Ackroyd-Stolarz, 2014; Lazarovici et al., 2008; Lowthian et al., 2012;
Pines et al., 2011; Pines, Mullins, Cooper, Feng, & Roth, 2013; Sough
et al., 2012). It has been suggested for example, that some visits by
elderly patients to ED could be avoidable and that inappropriate ED
stays can cause a lengthening of the average transit time in ED
(Ackroyd-Stolarz et al., 2011; Freund, Yordanov, Vincent-Cassy, Riou,
& Ray, 2012), which in turn can have negative consequences for all
patients (Ackroyd-Stolarz et al., 2011; Emond et al., 2017; Freund et al.,
2012). Ambulatory alternatives to ED are available in several countries
(Pines et al., 2011) during opening hours to offer paramedical assess-
ment or rapid geriatric evaluation, and ECC could refer patients to such
structures.

Some of our findings suggest that ECC in France do not effectively
filter ED visits. First, 43% of patients sent to an ED were discharged
home. The same rate was found in another study regarding all ED visits
by elderly patients (Aminzadeh & Dalziel, 2002). As we only studied
patients referred to an ED after an ECC call where a physician made a
telephone-based assessment, one might have expected a lower dis-
charge rate. Second, we found that 10% of patients referred to ED after
ECC calls were classified as CCPE1 (did not have a para-clinical eva-
luation), which is substantially higher than the 3.5% found in the
French National Study of Users of the Emergency Department, which
included referred and spontaneous ED visits of elderly patients (Laniece
et al., 2008). These findings suggest that although patients were as-
sessed on the phone by an experienced physician, this did not lead to
ED referral being avoided for patients who did not really need emer-
gency care. This result underlines the need to improve geriatric eva-
luation and physicians’ decision-making referral processes during ECC
calls, by developing specific care strategies and training. Such strategies
would include the setting-up of alternative care pathways, be they
home-based or ambulatory, while training would include improve-
ments to the ECC management process itself — e.g., fine-tuning the se-
lection of geriatric patients to be sent to ED, all the while keeping the
call length short in order to cope with the numerous calls received.

Other gerontology-related elements could also be incorporated into
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the management process, to help improve the telephonic assessment of
patients, provide better knowledge of existing care structures and im-
prove coordination for ambulatory patients. In France, geriatric ho-
tlines have already been developed specifically for health professionals
(GP or nurses) regarding the management of elderly patients (Legrain
et al., 2011; Salles et al., 2014). International initiatives in this field
could inform future strategies to help improve French ECC efficiency. In
Australia, for example, a network of specialized geriatric nurse practi-
tioners is available for both institutionalized and community-dwelling
elderly patients (Arendts, Sim, Johnston, & Brightwell, 2011; Hullick
et al., 2016). Other non-emergency phone numbers that have been
developed to respond to specific demands, such as #111 proposed by
the U.S NIH (National Institutes of Health) (NHS - Urgent & emergency
care services in England [Internet], 2019), could also represent an in-
teresting alternative, providing a more thorough evaluation and better
tailored referral of patients to alternative services to ED. In France, a
specific platform has been developed connecting ECC physicians to a
dedicated pediatric nurses in the same office who can provide in-
formation to callers in order to avoid unnecessary pediatric ED visits
(Stagnara et al., 2010). This platform provides parents with standar-
dized information and advice concerning fever, diarrhea, crying, head
trauma, and respiratory obstruction in young infants. All these strate-
gies and interventions could be adapted and developed to create a new
system, which meets the needs of elderly patients more comprehen-
sively.

4.3. Hospitalization

In this study, a third of patients calling the ECC were hospitalized,
and 3% of all ECC calls led to direct admission to an ICU (Intensive Care
Units) or resuscitation unit. This confirms that ECC does indeed ade-
quately manage life-threatening emergencies for older patients. Results
from international literature have helped identify the situations which
necessitate maximum intensive medical care for elderly people (NHS -
Urgent & emergency care services in England [Internet], 2019; Stagnara
et al., 2010). Secondary transfer to an ICU after an ED stay (8% of the
elderly patients in our study) could either reflect a worsening of the
patient’s condition during his/her stay in an ED, or illustrate the diffi-
culties reported by ECC officers in referring patients directly to an ICU
(Roberts, McKay, & Shaffer, 2008).

Half of the patients sent to an ED in our study were eventually
hospitalized. This figure is higher than that found in international data
studying the admission rate of patients aged 65 years and over in the
1990s (Aminzadeh & Dalziel, 2002; Gruneir, Silver, & Rochon, 2010;
Latham & Ackroyd-Stolarz, 2014; Richardson, 1992; Roberts et al.,
2008). Twenty percent of the patients sent to the ED via the ECC were
managed in an Acute Medical Unit (AMU) before being transferred to
another unit. This confirms the buffer role of these structures (Delmas
et al., 2008; Scott, Vaughan, & Bell, 2009). This must raise awareness
on the risk of a vicious circle exists, whereby delayed care for the el-
derly increases hospitalization time, raises the risks of physical de-
pendency and thereby increases the costs of healthcare (Ackroyd-
Stolarz et al., 2011; Lang et al., 2011).

Although the high admission rate may reflect a need for hospital
care for many patients calling ECC, many visits to ED could be avoided
by alternatives to hospitalization or a direct system connection between
the ECC and the geriatricians, which could directly set up admissions to
geriatric wards (beneficial for both the patients and the flow in ED (7)).
Recently, dedicated geriatric call center hotlines for professionals,
manned by geriatric physicians, have been implemented to help orga-
nize direct short-stays in geriatric units, ambulatory care, and home
visits, in collaboration with general practitioners. (Legrain et al., 2011;
Salles et al., 2014). One study reported that patients sent to short-stay
geriatric units are identical to those sent to ED with regards to the CCPE
classification and geriatric characteristics (Neouze et al., 2012). In some
cases, when the ECC physician answering a call feels that the patient’s



A. Vincent, et al.

condition does not warrant an emergency requiring urgent ambulance
transfer, alternative care pathways may be more relevant that ED re-
ferral. In our setting ECC physicians were able to avail of the geriatric
hotlines mentioned above to schedule the prompt hospitalization of the
patient. This may represent a better alternative and prevent un-
necessary ED visits.

5. Limitation

To our knowledge, no study to date has specifically analyzed the
medical telephone triage and referral of elderly patients by French ECC.
Some limitations need to be addressed. Firstly, our study was conducted
in only one ECC in France. However, due to the centralized organiza-
tion of the ECC in the country, the territory covered is large. The fact
that patients were sent to the ED of 22 different hospitals within this
territory extends the generalizability of the study. Second, we only
studied the flow of patients referred to ED directly by ECC officer, while
patients left at home could also report to ED on their own following the
call. However, patients left at home were not followed up after the ECC
call and it was not feasible to determine whether they had visited an ED
after the decision to leave them at home.

6. Conclusion

In our observational study, two out of three patients aged 75 and
over, requesting assistance through the ECC, were sent to an ED in the
absence of an alternate choice. Most of these patients were in a stable
condition and many of them were discharged home. This illustrates the
complexity and difficulty of the current geriatric ECC call management
system in France. Our findings highlight the need to develop specific
alternative pathways to reduce ECC-based referrals to ED for older
patients. ECC could become an additional element of the geriatric care
management sector, by integrating evaluation tools to help the decision
process, training ECC physicians in geriatric profiles, and creating
partnerships with geriatric sectors (e.g., hotlines, mobile geriatric ser-
vices). These possibilities open the way for further research to assess the
impact of such integration strategies on the healthcare management
system.
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