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Key summary points

Aim To evaluate the prognostic value of a shortened screening instrument based on the Dutch national Safety Management
System [Veiligheidsmanagementsysteem (VMS)] guidelines for older emergency department patients.

Findings A high VMS-score is associated with elevated risks of hospitalization and 90-day mortality. A prediction model
for 90-day mortality, which incorporated the VMS-score, showed promising results.

Message The shortened VMS-based screening tool can be a helpful instrument to identify frail older emergency department
patients.

Abstract

Purpose It is important to identify which older patients attending the emergency department are at risk of adverse outcomes
to introduce preventive interventions. This study aimed to assess the prognostic value of a shortened screening instrument
based on the Dutch national Safety Management System [Veiligheidsmanagementsysteem (VMS)] guidelines for adverse
outcomes in older emergency department patients.

Methods A cohort study was performed including patients aged 70 years or older who visited the emergency department.
Adverse outcomes included hospital admission, return emergency department visits within 30 days, and 90-day mortality.
The prognostic value of the VMS-score was assessed for these adverse events and, in addition, a prediction model was
developed for 90-day mortality.

Results A high VMS-score was independently associated with an increased risk of hospital admission [OR 2.26 (95% CI
1.32-3.86)] and 90-day mortality [HR 2.48 (95% CI 1.31-4.71)]. The individual VMS-questions regarding history of delirium
and help in activities of daily living were associated with these outcomes as well. A prediction model for 90-day mortality
was developed and showed satisfactory calibration and good discrimination [AUC 0.80 (95% CI 0.72-0.87)]. A cut-off point
that selected 30% of patients at the highest risk yielded a sensitivity of 67.4%, a specificity of 75.3%, a positive predictive
value of 28.5%, and a negative predictive value of 94.1%.

Conclusion The shortened VMS-based screening instrument showed to be of good prognostic value for hospitalization and
90-day mortality. The prediction model for mortality showed promising results and will be further validated and optimized.
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Introduction

The global population is aging rapidly, which is associated
with the increased use of emergency care by older people [1,
2]. Nowadays, older patients account for up to one-quarter
of all emergency department (ED) attendances [3]. Research
has demonstrated that older patients attending the ED are
at risk of adverse events, which include unplanned hospi-
talization, return to the ED, and death [4, 5]. These adverse
events are most likely due to a high prevalence of frailty,
delayed diagnosis, and the presence of multiple comorbidi-
ties in older patients and can eventually result in permanent
functional or cognitive decline [3, 6]. It is important to iden-
tify which patients are at risk for negative events, as several
complications can be avoided using preventive interventions
[7]. One approach to distinguish ED patients at risk is to
screen for frailty [8, 9].

In the Netherlands, since 2012 all patients over 70 years
who were admitted to the hospital are shortly screened for
frailty using a screening instrument based on the national
Safety Management System guidelines [Veiligheidsman-
agementsysteem (VMS)] [6, 9]. The VMS for the vulner-
able elderly is a Dutch risk assessment tool to identify
older patients at risk of functional decline both during and
after hospital admission. The instrument consists of thir-
teen questions regarding four important geriatric problems:
delirium, falls, malnutrition, and physical impairment [6].
The instrument includes questions regarding memory prob-
lems, selfcare, a history of delirium or falls, either the Short
Nutritional Assessment Questionnaire or Malnutrition Uni-
versal Screening Tool, and Katz Index of Independence in
Activities of Daily Living-6. When a patient is at high risk
to experience one or more geriatric problems, preventive
interventions are introduced. Research showed that a high-
risk score on multiple domains results in a higher risk of
adverse events. However, it has not yet been validated for
usage in the ED [10-13]. Screening tools validated for the
ED include the Identification of Seniors at Risk (ISAR),
Clinical Frailty Scale (CFS), and the recently introduced
Dutch Acute Presenting Older Patient (APOP) instrument
[14—16]. The ISAR and CFS instruments mainly focus on
the functional and cognitive status of geriatric ED patients,
however, several systematic reviews concluded that these
tools are not able to predict adverse outcomes accurately
[14, 17]. The APOP study developed a prediction model that
included a wider variety of predictors, but the discrimination
ability of the model was only fair [16]. Thus, there remains
a need for a more accurate screening instrument to identify
frail older ED patients. Since the VMS is originally devel-
oped for screening the risk for functional decline; it assesses
domains that are associated with the incidence of frailty and
highly correlate with functional decline, it may therefore
better predict adverse outcomes in ED.
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The University Medical Center Utrecht (UMCU), which
is a 1042 bed tertiary academic teaching hospital in the
Netherlands with approximately 20,500 annual ED visits,
shortened the original VMS-based screening instrument to
enhance its’ feasibility. This shortened version was imple-
mented as part of the standard of care for older ED patients.
This way, all patients are screened for vulnerability to
adverse outcomes, and patients at risk are identified as early
as possible. However, this shortened version had not been
validated up to now. The aim of this study was to evaluate
the prognostic value of the shortened version derived from
the nationwide used VMS-based screening instrument for
adverse outcomes in patients aged 70 years or older in the
ED. First, the prognostic value of the shortened VMS-based
screening instrument was evaluated for hospital admission,
return ED visits within 30 days, and 90-day mortality. Fur-
ther, the shortened tool was incorporated into a prediction
model for 90-day mortality to improve predictive perfor-
mance. This study aimed to identify which patients were at
the highest risk of short-term mortality to early introduce
preventive interventions.

Methods
Study population

A retrospective cohort study that included all patients aged
70 years or older who visited the ED of UMCU in Novem-
ber and December 2016 was conducted. In the Netherlands,
patients are usually referred to the ED by a general practi-
tioner, but self-referral, either by ambulance or own trans-
port, is possible as well. Patients who were screened using
the shortened VMS-based screening tool during ED visit
were eligible for inclusion. Patients were excluded from
analysis when the remark was made neither the patient nor
its family was involved in completing the questionnaire or
when it concerned scheduled ED visits due to non-emer-
gency reasons. When patients visited the ED multiple times
during the study period, only the first visit in which the
VMS-score was correctly registered was included.

VMS-based screening tool

The shortened screening instrument used at UMCU was
derived from the original Dutch national VMS-based
screening instrument and addressed the same four geriatric
domains. The shortened version was implemented as part
of the standard of care during an ED visit at UMCU and
was in addition to the mandatory comprehensive VMS-based
screening instrument for hospitalized older patients. The
shortened tool consisted of five questions that concerned:
(1) memory problems, (2) history of acute confusional
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state or delirium, (3) unintentional weight loss, (4) help in
activities of daily living (ADL), and (5) falls in the past 6
months. This shortened VMS-based screening instrument
was administered by an emergency department nurse during
triage. The questions were answered with either ‘yes’ or ‘no’
by the patient or its’ family. The cumulative VMS-score was
based on the sum of positive answers and ranged between
0 and 5. A VMS-score of >2 was arbitrarily chosen to be
an increased risk for frailty and resulted in an automatic
notification that advised the nurse to contact the geriatric
department.

Data collection

Data were retrieved from the electronic medical records.
Baseline characteristics included age, sex, marital status,
residency, comorbidities, use of medication, hospitalization
in the prior 6 months, and mode of arrival to the ED. The
residency was dichotomized into independent and depend-
ent based on the availability of continuous care. The Charl-
son Comorbidity Index (CCI) was calculated for all patients
[18]. Polypharmacy was defined as the use of > 5 different
types of medication. The adverse outcomes included hospi-
tal admission, return ED visits within 30 days, and 90-day
mortality after ED visit. Only return ED visits at UMCU
and deaths recorded in the patient’s medical record were
registered.

Statistical analysis

Descriptive analyses were presented as number and per-
centage for categorical data, as mean with standard devia-
tion (SD) for normally distributed continuous data, and as
median with interquartile range (IQR) for non-normally dis-
tributed continuous data. A Chi-square test was performed
to assess the relationship between the dichotomized VMS-
score (>2) and outcomes. Univariate analyses were per-
formed to assess potential confounders. We considered age,
sex, marital status, residency, the CCI, polypharmacy, hos-
pitalization in the prior 6 months, arrival by ambulance, and
a high VMS-score (>2) or the individual VMS-questions
as potential confounders. All variables with p <0.10 were
included in multivariate analyses. The association between
the VMS-score and hospitalization was assessed using mul-
tiple logistic regression and odds ratios (OR) with its 95%
confidence interval (CI) were estimated. The prognostic
value of the VMS-score for return ED visits and mortality
was assessed using multiple Cox proportional hazard regres-
sion to estimate hazard ratios (HR) with its 95% CI.
Furthermore, a logistic regression model was developed
to predict 90-day mortality. Candidate predictors included
in a multivariate model were age, sex, marital status, resi-
dency, the CCI, polypharmacy, hospitalization in the prior

6 months, arrival by ambulance, and a high VMS-score
(=2). Non-significant variables were stepwise removed
from the multivariate model using backward elimination.
The significance level for variable exclusion was pre-defined
as p>0.10. Akaike’s Information Criterion (AIC) was used
to identify the preferred candidate model, which was defined
as the model with the lowest AIC value [19]. The total of
predictor variables included in the final model were in com-
pliance with the ten events per predictor variable (EPV) rule
[20]. Discrimination was evaluated by determining the area
under the receiver operating characteristic curve (AUC) and
its 95% CI [19]. Internal validation was done by bootstrap-
ping using 500 bootstrap samples. Every step of the model
development was repeated for each bootstrap sample [19].
Afterwards, regression coefficients and AUC were adjusted
to correct for optimism of model performance [21]. Adjusted
predicted probabilities were calculated for each patient using
the formula exp(B, + 8,,)/(1 +exp(B,+ f,,)). Calibration of
the bias-corrected model was assessed by visual examina-
tion of the calibration slope and the Hosmer and Lemeshow
test. Performance of the model was determined by calculat-
ing sensitivity, specificity, positive predictive value (PPV),
negative predictive value (NPV), positive likelihood ratio
(LR+), and negative likelihood ratio (LR—) with its 95% CI
using different cut-off values based on the 10%, 20%, and
30% of the patients with the highest predicted probabilities.
The optimal cut-off point was pre-defined as the threshold
which resulted in a high negative predictive value and high
sensitivity to minimize undertreatment.

Statistical analysis was performed using IBM SPSS Sta-
tistics for Windows, version 25.0 (IBM Corp., Armonk,
N.Y., USA) and Stata Statistical Software, release 15 (Stata-
Corp, College Station, TX, USA). p values < 0.05 were con-
sidered statistically significant.

Results

In November and December 2016, a total of 752 ED visits
were made by patients aged > 70 years at UMCU. A VMS-
score was administered during 542 visits (72.1%). After
application of the exclusion criteria, 94 visits were excluded
from analysis: 55 patients were already included during a
previous ED visit, in 33 visits the screening was completed
without the involvement of the patient or its’ caregiver, and
6 visits were scheduled visits due to non-emergency reasons.
A flow chart was included in Supplementary Figure S1. In
total, 448 patients were included in the analysis. Patient
characteristics were presented in Table 1. The median age
was 77 years (IQR 73-82) and 227 patients were male
(50.7%). The median CCI was 5 (IQR 4-7). 115 patients
(25.7%) had a VMS-score of > 2.
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A total of 266 patients (59.4%) were admitted to the hos-
pital. After correction for potential confounders including
age, hospitalization in prior 6 months, and arrival by ambu-
lance, a high VMS-score (>2) was associated with greater
odds of hospital admission [OR 2.26 (95% CI 1.32-3.86)].
Multivariate analysis of the individual VMS-questions
showed that both a history of delirium and ADL dependency
were associated with hospitalization with ORs of 2.13 (95%
CI 1.06-4.30) and 2.68 (95% CI 1.57-4.57), respectively.

Fifty-nine patients (13.2%) had returned to the ED within
30 days and 42 patients (9.4%) were lost to follow-up. 26
patients (5.8%), who died within 30 days and did not revisit
the ED before their death, were excluded from further analy-
sis. The median time between ED visit and return to the
ED was 13 days (IQR 4-20). Multivariate analysis showed
no significant association between either the VMS-score or
individual VMS-questions and the risk of return ED visits.

After 90 days of follow-up, 58 (12.9%) patients had
died after a median time of 22 days (IQR 9-45) and 41
(9.2%) patients were lost to follow-up. Survival analysis

Table 1 Patient characteristics at baseline

Characteristics Patients (n=448)

Age at ED visit in years 77 (IQR 73-82)

Male 227 (50.7%)
Married or partner 260 (58.0%)
Residence before ED visit
Independent 218 (48.7%)
Dependent 35 (7,8%)
Unknown 195 (43.5%)
Charlson Comorbidity Index 5 (IQR 4-7)
Amount of medication 7 (IQR 4-11)
Hospitalization in the prior 6 months 155 (34.6%)
Transportation to ED by ambulance 269 (60.0%)
Short VMS-based screening tool
Positive for memory problems 100 (22.3%)
Positive for history of delirium 63 (14.1%)
Positive for unintentional weight loss 67 (15.0%)
Positive for ADL dependency 126 (28.1%)
Positive for fall <6 months 87 (19.4%)
Score of VMS-based screening tool 1 IQR 0-2)
0 217 (48.4%)
1 116 (25.9%)
2 58 (12.9%)
3 26 (5.8%)
4 22 (4.9%)
5 9 (2.0%)

Data are presented as number (percentage) or median (interquartile
range (IQR))

ED emergency department, VMS Veiligheidsmanagementsysteem
(Safety Management System), ADL activities of daily living
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demonstrated that a VMS-score > 2, after adjustment for
confounders including dependent residency, the CCI, hos-
pitalization in the prior 6 months, and arrival by ambulance,
was associated with significantly lower overall survival [HR
2.48 (95% CI 1.31-4.71)]. Furthermore, multivariate analy-
sis of the individual VMS-questions illustrated that a his-
tory of delirium and ADL dependency were associated with
lower overall survival [HR 1.92 (95% CI 1.02-3.60) and
2.68 (95% CI 1.35-5.30), respectively].

A complete overview of univariate and multivariate anal-
yses regarding hospitalization, ED revisits and mortality was
included in Supplementary Tables S1-3.

Prediction model

A model was developed to predict 90-day mortality. After
backward elimination, predictors included in the final model
were the CCI, polypharmacy, hospitalization in the prior
6 months, arrival by ambulance, and a high VMS-score
(=2). An overview of the ORs and regression coefficients
of the included predictors were provided in Supplementary
Table S4. The final model was corrected for optimism using
bootstrapping and had an AUC of 0.80 (95% CI 0.72-0.87).
The formula to calculate the individual risk of each patient
using the shrunken regression coefficients and its calibration
plot are shown in Fig. 1. The calibration of the model was
satisfactory with a Hosmer and Lemeshow Test of p=0.727.
The predictive performance of the model was evaluated
and an overview for different cut-off points was given in
Table 2. The preferred cut-off point was established at 30%
of patients at the highest risk (which corresponded to a pre-
dicted probability of 0.143). This resulted in a sensitivity
of 67.4%, a specificity of 75.3%, PPV of 28.5%, and NPV
of 94.1%.

Discussion

Our research demonstrated that a high VMS-score, as well
as the individual VMS-questions regarding the history of
delirium and ADL dependency, were associated with both
higher risks of hospital admission and 90-day mortality. A
prediction model was developed based on the CCI, polyphar-
macy, hospitalization in the prior 6 months, arrival by ambu-
lance, and a high VMS-score to predict 90-day mortality
and showed satisfactory calibration and good discrimination
(AUC 0.80). A cut-off point that selected 30% of patients at
the highest risk resulted in a high negative predictive value
and moderate sensitivity and specificity. Thus, the prediction
model showed to be a helpful instrument to rule out patients
with a low short-term mortality risk that are not in need of
immediate preventive interventions.
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Table 2 Summary of the predictive performance of a model for 90-day mortality
Cut-off method (cut-off PP Sensitivity (95% CI) Specificity (95% CI) PPV (95% CI) NPV (95% CI) LR+ LR-
value) (95% CI) (95% CI)

10% at highest risk (0.318)
20% at highest risk (0.206)
30% at highest risk (0.143)

36.7 (23.4-51.7)
61.2 (46.2-74.8)
67.4 (52.5-80.1)

93.8 (90.6-96.1)
86.0 (81.8-89.5)
75.3 (70.3-79.8)

46.2 (33.0-59.9) 91.0 (89.1-92.7) 5.9 (3.4-10.2) 0.7 (0.5-0.8)
39.0 (31.1-47.4) 93.8 (91.4-95.6) 4.4(3.1-6.2) 0.5 (0.3-0.6)
28.5(23.3-34.2) 94.1(91.3-96.0) 2.7 (2.1-3.6) 0.4 (0.3-0.7)

PP predictive probability, CI confidence interval, PPV positive predictive value, NPV negative predictive value, LR+ positive likelihood ratio,

LR— negative likelihood ratio

Early identification of vulnerable older ED patients is
important to prevent potential adverse events. Although
several studies have been published evaluating the compre-
hensive VMS-screening instrument for hospitalized older
patients, to our knowledge this is the first study to assess a
shortened VMS-based tool for ED usage [6, 10—12, 22, 23].
A wide variety of screening tools has been developed for
usage in the ED, but several systematic reviews concluded
no tool is able to accurately identify the frail older patient
yet [14, 17, 24]. Our study combined a shortened version
of an existing screening instrument with several objective
criteria (CCI, polypharmacy, hospitalization in the prior
6 months, and arrival by ambulance) aiming to accurately
predict 90-day mortality. A comparable study performed in
Danish and Australian EDs, which combined the Criteria
for Screening and Triaging to Appropriate al_ternative care
(CriSTAL tool) with the CFS to predict mortality within
3 months, showed similar results with an AUC of 0.794 in
the Danish cohort [25].

In the Netherlands, frequently used screening tools for ED
usage include the ISAR—Hospitalized Patients (ISAR-HP)
and APOP [26]. The ISAR-HP consists of questions regard-
ing help with instrumental ADL, usage of walking aids,
need of guidance during traveling, and no education after
age 14. Discrimination for the composite outcome of func-
tional decline or 90-day mortality was lower in comparison
to our study with an AUC of 0.69 (95% CI 0.65-0.73) [27].
The APOP study developed and later optimized a prediction
model which includes age, gender, arrival by ambulance,
need of regular help, need help bathing or showering, hospi-
talization in the prior 6 months, and impaired cognition [16,
28]. These results are almost similar to our research with
an AUC of 0.74 (95% CI 0.71-0.77) for 90-day mortality
and for the 30% patients at highest risk sensitivity of 61%,
specificity of 73%, PPV of 20% and NPV of 95%. How-
ever, the APOP study was conducted in a larger prospective
cohort and externally validated, which led to more reliable
results with smaller CIs. Nevertheless, the variation in the
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included predictors between both models might attribute to
the observed differences in model performance as well, as
our model did neither include age nor gender, but did take
comorbidities into account.

We found some unexpected findings during our research.
For example, no independent association was observed
between the shortened VMS-score and ED revisits. These
results could be explained due to the fact that there are mul-
tiple other factors that affect the risk of ED revisits, includ-
ing age, male sex, polypharmacy, and cognitive impairment
[29]. As these risk factors are not elaborately addressed in
the VMS-questionnaire, this could partially explain why no
independent association between the shortened VMS-score
and ED revisits was observed. In addition, we were unable to
determine whether patients had visited EDs of other hospitals
during the follow-up period. This may have led to an under-
reporting of ED revisits. Another remarkable finding in our
study was the fact that polypharmacy was seen as a protec-
tive factor for mortality in our prediction model, which is in
contrast with previous research [30]. This might be explained
due to overcorrection in the multivariate model or the fact
that polypharmacy is associated with multimorbidity and
subsequently results in more regular visits to a physician.

This research, however, is subject to several limitations.
First, the retrospective study design presumably introduced
a selection bias, since the VMS-score was administered
in 72,1% of ED visits. It is likely ED nurses would omit
the screening when it seemed inappropriate to them. For
example, the screening was occasionally omitted in acutely
ill patients who required immediate medical care, such as
patients with a cerebrovascular accident or major trauma.
Unfortunately, we were unable to collect the character-
istics of patients whose VMS-scores were not registered
to confirm this assumption. However, it is likely this bias
affected the prevalence of our adverse outcomes and there-
fore the predictive performance of our model. Another
limitation is the fact that all VMS-questions are some-
what subjective, especially the question regarding uninten-
tional weight loss. Questions were kept simple to maintain
its’ feasibility for ED usage, but more specific questions
may decrease its’ subjectivity and produce more reliable
results. Further, we conducted a single-center study at
UMCU, which is an academic hospital that provides spe-
cialized care and, therefore, the study population might
not reflect the average older ED patient. Another limita-
tion that might have affected the results was the fact that a
high VMS-scores resulted in an automatic notification that
advised the ED nurse to contact the geriatric department
due to an increased risk of frailty. The involvement of the
geriatric department might have influenced the outcomes
due to the introduction of preventive interventions. Sup-
posedly, this would result in an underestimation of the
risks of adverse events. To continue, we may have missed
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some ED revisits and deaths, since we only had access to
the patients’ medical records at UMCU. Therefore, some
patients were considered lost to follow-up. Lastly, in all
likelihood, our prediction model is still too optimistic due
to the lack of external validation. Thus, external validation
is initiated to determine the performance of our prediction
model outside our study population.

The shortened VMS-based screening instrument is a brief
and feasible tool for ED usage that addresses four important
geriatric domains. It has been used at the ED of UMCU
for several years, aiming to identify vulnerable patients as
early as possible. This study demonstrated that the shortened
VMS-based tool is able to accurately predict adverse events
including hospitalization and short-term mortality. Unlike
the original comprehensive VMS-based screening instru-
ment, which is used for hospitalized older patients only,
the shortened version feasible for ED captures vulnerable
patients who are not admitted as well. In addition, it pro-
motes awareness of geriatric syndromes among patients and
health care workers. It meets the Dutch government require-
ments, which state that health care facilities are obliged to
screen all ED patients aged 70 years or older who are admit-
ted to the hospital for delirium [31]. As the comprehensive
VMS-based screening tool is used in all Dutch hospitals,
a shortened version for ED usage is preferable to maintain
consistency in screening instruments [32].

Our prediction model, which combined the VMS-score
with several objective criteria, showed promising results
comparable to other studies and the model will be further
improved in future research. In clinical practice, the model
can be incorporated as a separate section of the medical
record. This way, risk scores can be easily calculated and an
automatic notification can notify health care workers when
a patient is considered at high risk. We advise considering
the involvement of the geriatric department for high-risk
patients to further determine whether and which preven-
tive interventions are deemed appropriate for the individual
patient. Examples of preventive interventions may include
a Comprehensive Geriatric Assessment, the involvement of
physiotherapist or dietitian, or delirium prevention.

To conclude, the shortened VMS-based screening instru-
ment showed to be of good prognostic value for hospital
admission and 90-day mortality and can be a helpful instru-
ment for identifying frail older ED patients. The prediction
model we developed for 90-day mortality showed promising
results and will be further validated and optimized in future
research.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.



European Geriatric Medicine (2021) 12:143-150

149

Ethical approval Ethical approval was waived in view of the retrospec-
tive nature of the study and all the procedures being performed were
part of the routine care.

Informed consent Not applicable.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Fayyaz J, Khursheed M, Umer Mir M, Khan U (2013) Pattern
of emergency department visits by elderly patients: study from a
tertiary care hospital. Karachi BMC Geriatr 13:83

2. Ukkonen M, Jamsen E, Zeitlin R, Pauniaho SL (2019) Emergency
department visits in older patients: a population-based survey.
BMC Emerg Med 19(1):20

3. Samaras N, Chevalley T, Samaras D, Gold G (2010) Older
patients in the emergency department: a review. Ann Emerg Med
56(3):261-269

4. Ellis G, Marshall T, Ritchie C (2014) Comprehensive geriatric
assessment in the emergency department. Clin Interv Aging
9:2033-2043

5. Galvin R, Gilleit Y, Wallace E, Cousins G, Bolmer M, Rainer T
et al (2017) Adverse outcomes in older adults attending emer-
gency departments: a systematic review and meta-analysis of the
Identification of Seniors At Risk (ISAR) screening tool. Age Age-
ing 46(2):179-186

6. VSM veiligheidsprogramma (2019) Kwetsbare ouderen. https://
www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0104 _
praktijkgids_kwetsbare_ouderen.pdf. Accessed 7 Oct 2019.

7. UpToDate (2019) Frailty. https://www.uptodate.com/contents/frail
ty. Accessed 7 Oct 2019.

8. Kojima G (2019) Frailty as a predictor of emergency department
utilization among community-dwelling older people: a systematic
review and meta-analysis. J Am Med Dir Assoc 20(1):103-105

9. Federatie Medisch Specialisten (2019) De identificatie van kwets-
bare ouderen. https://richtlijnendatabase.nl/richtlijn/comprehens
ive_geriatric_assessment_cga/de_identificatie_van_kwetsbare_
ouderen_cga.html. Accessed 7 Oct 2019.

10. Oud FM, de Rooij SE, Schuurman T, Duijvelaar KM, van Munster
BC (2015) Predictive value of the VMS theme ’Frail elderly’:
delirium, falling and mortality in elderly hospital patients. Ned
Tijdschr Geneeskd 159:A8491

11. Heim N (2013) Kwetsbare patiénten opsporen met VMS. Medisch
Contact 68(2):94-96

12. Heim N, van Fenema EM, Weverling-Rijnsburger AW, Tuijl JP,
Jue P, Oleksik AM et al (2015) Optimal screening for increased
risk for adverse outcomes in hospitalised older adults. Age Ageing
44(2):239-244

13. Nederlandse Vereniging voor Klinische Geriatrie (2019) Zorgpad
kwetsbare ouderen over de keten en in het ziekenhuis. https://

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

www.nvkg.nl/system/files/NVKG%2520Leidraad%2520Zorgpa
d%2520Kwetsbare%25200uderen.pdf. Accessed 7 Oct 2019.
Carpenter CR, Shelton E, Fowler S, Suffoletto B, Platts-Mills TF,
Rothman RE et al (2015) Risk factors and screening instruments
to predict adverse outcomes for undifferentiated older emergency
department patients: a systematic review and meta-analysis. Acad
Emerg Med 22(1):1-21

Jgrgensen R, Brabrand M (2017) Screening of the frail patient in
the emergency department: a systematic review. Eur J Intern Med
45:71-73

De Gelder J, Lucke JA, de Groot B, Fogteloo AJ, Anten S, Mesri
K et al (2016) Predicting adverse health outcomes in older
emergency department patients: the APOP study. Neth J] Med
74(8):342-352

Apostolo J, Cooke R, Bobrowicz-Campos E, Santana S, Marcucci
M, Cano A et al (2017) Predicting risk and outcomes for frail
older adults: an umbrella review of frailty screening tools. JBI
Database System Rev Implement Rep 15(4):1154-1208
MD+CALC (2019) Charlson Comorbidity Index (CCI). https://
www.mdcalc.com/charlson-comorbidity-index-cci. Accessed 21
Oct 2019.

Burnham KP, Anderson DR (2002) Model selection and mul-
timodel inference: a practical information-theoretic approach.
Springer-Verlag, New York

Farjah F, Grogan EL (2019) Developing prediction models for
clinical use using logistic regression: an overview. J Thorac Dis
11(Suppl 4):S574-S584

Steyerberg E (2019) Clinical Prediction models: a practical
approach to development, validation, and updating, 2nd edn.
Springer International Publishing, Rotterdam

Winters AM, Hartog LC, Roijen HIF, Brohet RM, Kamper AM
(2018) Relationship between clinical outcomes and Dutch frailty
score among elderly patients who underwent surgery for hip frac-
ture. Clin Interv Aging 13(5):2481-2486

Souwer ETD, Hultink D, Bastiaannet E, Hamaker ME, Schiphorst A,
Pronk A et al (2019) The prognostic value of a geriatric risk score for
older patients with colorectal cancer. Ann Surg Oncol 1(26):71-78
Yao JL, Fang J, Lou QQ, Anderson RM (2015) A systematic
review of the identification of seniors at risk (ISAR) tool for the
prediction of adverse outcome in elderly patients seen in the emer-
gency department. Int J Clin Exp Med 8(4):4778-4786

Cardona M, Lewis ET, Kristensen MR, Skjgt-Arkil H, Ekmann
AA, Nygaard HH et al (2018) Predictive validity of the CriS-
TAL tool for short-term mortality in older people presenting at
Emergency Departments: a prospective study. Eur Geriatr Med
9(6):891-901

Van Dam CS, Trappenburg MC, Peter MJL, Blomaard LC,
Lucke JA, Mooijaart SP (2019) Screening for vulnerability in
older adults attending the emergency department. Ned Tijdschr
Geneeskd 163:D3538

De Gelder J, Haenen E, Lucke JA, Klop HG, Blomaard LC, Smit
RAJ et al (2017) Optimising the ISAR-HP to screen efficiently for
functional decline in older patients. Neth J Med 75(9):379-385
De Gelder J, Lucke JA, Blomaard LC, Booijen AM, Fogteloo
AlJ, Anten S et al (2018) Optimization of the APOP screener to
predict functional decline or mortality in older emergency depart-
ment patients: Cross-validation in four prospective cohorts. Exp
Gerontol 110:253-259

De Gelder J, Lucke JA, de Groot B, Fogteloo AJ, Anten S, Her-
inghaus C et al (2018) Predictors and outcomes of revisits in older
adults discharged from the emergency department. ] Am Geriatr
Soc 66(4):735-741

Leelakanok N, Holcombe AL, Lund BC, Gu X, Schweizer ML
(2017) Association between polypharmacy and death: a system-
atic review and meta-analysis. ] Am Pharm Assoc 57(6):729-738

@ Springer


http://creativecommons.org/licenses/by/4.0/
https://www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0104_praktijkgids_kwetsbare_ouderen.pdf
https://www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0104_praktijkgids_kwetsbare_ouderen.pdf
https://www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0104_praktijkgids_kwetsbare_ouderen.pdf
https://www.uptodate.com/contents/frailty
https://www.uptodate.com/contents/frailty
https://richtlijnendatabase.nl/richtlijn/comprehensive_geriatric_assessment_cga/de_identificatie_van_kwetsbare_ouderen_cga.html
https://richtlijnendatabase.nl/richtlijn/comprehensive_geriatric_assessment_cga/de_identificatie_van_kwetsbare_ouderen_cga.html
https://richtlijnendatabase.nl/richtlijn/comprehensive_geriatric_assessment_cga/de_identificatie_van_kwetsbare_ouderen_cga.html
https://www.nvkg.nl/system/files/NVKG%2520Leidraad%2520Zorgpad%2520Kwetsbare%2520Ouderen.pdf
https://www.nvkg.nl/system/files/NVKG%2520Leidraad%2520Zorgpad%2520Kwetsbare%2520Ouderen.pdf
https://www.nvkg.nl/system/files/NVKG%2520Leidraad%2520Zorgpad%2520Kwetsbare%2520Ouderen.pdf
https://www.mdcalc.com/charlson-comorbidity-index-cci
https://www.mdcalc.com/charlson-comorbidity-index-cci

150

European Geriatric Medicine (2021) 12:143-150

31. Inspectie Gezondheidszorg en Jeugd (2019) Basisset Medisch
Specialistische Zorg 2020. Kwaliteitsindicatoren. Ministerie van
Volksgezondheid, Welzijn en Sport. https://www.igj.nl/docum
enten/indicatorensets/2019/09/03/basisset-medisch-specialistische
-zorg-2020. Accessed 11 Dec 2019.

32. Oud FMM, de Rooij SEJA, Arends AJ, Emmelot-Vonk MH,
Melis RJF, Mooijaart SP et al (2019) Assessment instruments in

@ Springer

frail older patients; a call for more standardisation. Ned Tijdschr
Geneeskd 163:D3267

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


https://www.igj.nl/documenten/indicatorensets/2019/09/03/basisset-medisch-specialistische-zorg-2020
https://www.igj.nl/documenten/indicatorensets/2019/09/03/basisset-medisch-specialistische-zorg-2020
https://www.igj.nl/documenten/indicatorensets/2019/09/03/basisset-medisch-specialistische-zorg-2020

	Prognostic value of screening instrument based on the Dutch national VMS guidelines for older patients in the emergency department
	Key summary points
	Aim 
	Findings 
	Message 

	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study population
	VMS-based screening tool
	Data collection
	Statistical analysis

	Results
	Prediction model

	Discussion
	References




