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hat described effective interventions to prevent postoperative
elirium. We did not find any studies that targeted the prevention
f pressure ulcers in older cardiac surgery patients.
onclusions.– There are interventions that prevent the occurrence
f postoperative depression (comprehensive approaches), post-
perative pulmonary complications (comprehensive approach)
nd infection (combined disinfection with CHX and immune-
nhancing nutritional supplement) in older patients undergoing
ardiac surgery. Unfortunately, there are no studies of strong or
oderate evidence that have demonstrated effective strategies

reventing delirium or pressure ulcers in these patients.
isclosure.– No significant relationships.
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ostoperative overfilled patients
. Ettema a,∗, L. Peelen b, A. Koops-Oosterhuis c,
. Van Meeuwen c, M. Schuurmans d

Healthcare, University of Applied Science Utrecht, Utrecht,
etherlands
Julius Center For Health Sciences And Primary Care, University
edical Center Utrecht, Utrecht, Netherlands

Department Of Heart And Lung Surgery, St Antonius Hospital,
ieuwegein, Netherlands
Nursing Research, University Medical Center Utrecht, Utrecht,
etherlands
Corresponding author.

ackground.– As a result of the cardiopulmonary bypass procedure
lder patients do have the possibility of having a higher weight
fter their cardiac surgery. Mostly all malnutrition screening instru-
ents have the patient characteristic “weight” included, which can

esult in unreliable (under)estimations, in the period after the car-
iac surgery.
ethod.– We systematically reviewed the literature to identify

atient variables with a predictive value for malnutrition in car-
iac surgery patients and afterwards selected only available or
asy to collect predictors to improve clinical applicability. Addi-
ionally, in a patient population of 247 cardiac surgery patients,
e prospectively collected these selected patient characteristics

nd the outcome “malnourished”. A logistic model was fitted using
ootstrap resampling validation with backward step-down vari-
ble selection, resulting in a final model. Finally, a scorecard was
eveloped and the performance of the final model and the score-
ard was expressed by accuracy, discrimination and calibration.
esults.– The full model, the final model and de scorecard showed
ood accuracy and discrimination performances (area under the
eceiver operating characteristic curve 0.88 [95% confidence inter-
al, 0.82–0.93], 0.87 [0.81–0.92] and 0.87 [0.82–0.92] respectively).
he calibration performance of the full model and of the final model
ere very good (P-value of the U-statistic 0.973 and 0.955 respec-

ively) and poor in the scorecard (0.000).
onclusions.– We developed a malnutrition screening instrument
or older cardiac surgery patients that has a high discrimination
erformance and is easy to use in clinical practice, both in preoper-
tive patients not having an increased weight and in postoperative
verfilled patients.
isclosure.– No significant relationships.
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identification of seniors at risk – hospitalized
patients
J. Hoogerduijn a,∗, S. De Rooij b, D. Grobbee c, M. Schuurmans d

a Research Group Care For The Chronically Ill, University of Applied
Sciences Utrecht, Utrecht, Netherlands
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Netherlands
c Julius Center For Health Sciences And Primary Care, Utrecht
University, Utrecht, Netherlands
d Nursing Research, University Medical Center Utrecht, Utrecht,
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∗Corresponding author.

Background.– A growing number of older and weaker patients
undergo cardiac surgery. These patients are at increased risk for
functional decline after hospitalization, leading to decreased qual-
ity of life and autonomy, increased risk of hospital readmission,
nursing home placement and mortality. First step in prevention is
to identify patients at risk for functional decline. No risk profiles or
tools to predict functional decline in cardiac surgery patients are
available. The aim is to validate an existing prediction model, the
ISAR-HP in this patient population.
Methods.– Multicenter cohort study (n = 475), follow-up three
months after hospital admission in cardiac surgery wards at two
university hospitals. Included were: cardiac surgery patients ≥ 65.
Functional decline was defined as a decline of at least one point on
the Katz ADL Index at follow-up compared to preadmission status.
Results.– Sixteen percent of all patients and 20% of patients ≥ 70+
suffered functional decline. The prediction model accurately pre-
dicted functional decline using four criteria: preadmission need for
daily assistance in instrumental activities of daily living, use of a
walking device, need for assistance in travelling and no education
after age 14. AUC was 0.72, for patients ≥ 70 it was 0.73. A score-
card was developed: identification of Seniors At Risk–Hospitalized
Patients. Sensitivity and specificity for patients ≥ 70 were 85%, 48%
respectively.
Conclusions.– Both the prediction model and the scorecard gave
good discriminative values for older cardiac surgery patients, sup-
porting the generalizability of this prediction model for this patient
group.
Disclosure.– No significant relationships.
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∗Corresponding author.

Introduction.– In Belgian general hospital, elderly patients should be
screened for frailty upon admission, in order to benefit from geri-
atric intervention, e.g. for adverse events prevention. We studied
ability of two screening tools to predict common complications.
Methods.–. Prospective cohort study (13 months) including all
elderly patients aged ≥ 75 years admitted through emergency
department in acute non-geriatric ward for ≥ 48 h. Direct admission
to intensive care, functional dependence for all basic Activities of
Daily Living, recent major stroke, or poor life expectancy excluded
the patient. The value of ISAR [1] and SHERPA [2] to predict com-
mon adverse events was assessed by c-statistic and likelihood ratios
(–LR, +LR) at our defined cut-offs (ISAR ≥ 3; SHERPA ≥ 5). Complica-
tions recorded were common adverse geriatric events (AGE) – i.e.
behavioural problems (BP), pressure sore (PS) and fall-, any med-

ical complications (MC), in-hospital mortality (IM), and 3-month
rehospitalisation. Discharge to rehabilitation center (RC) was also
reported.

dx.doi.org/10.1016/j.eurger.2012.07.387
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esults.– Of 355 patients (mean age 83 ± 5 years; 55% women; 92%
ommunity-dwelling; LOS mean = 10.2 ± 6.8 days, 33% > 10days),
08 (30%) presented ≥ 1 AGE (23% BP, 9% PS; 5% fall) and 104
29%) ≥ 1 MC. Fifteen (4%) patients died during hospital stay
nd 85 (25%) were discharged to RC. Eighty-three (27%) under-
ent rehospitalisation. Frailty scores showed poor discrimination

ISAR c-statistic 0.53–0.66; SHERPA c-statistic 0.51–0.67; –LR > 0.5;
LR < 2) to predict these complications excepted for IM (c-statistic:
SAR 0.72 [0.56–0.84]; SHERPA 0.69 [0.57–0.79]).
onclusion.– These scores helped little in the selection of patients
t risk (or not) of complications in hospitalized elderly patients.
isclosure.– No significant relationships.
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ext.– Background.– Delirium is a common neuropsychiatric disor-
er among the elderly in general hospitals. Delirium is associated
ith elevated morbidity, mortality, longer-hospital- and rehabili-

ation stay, and higher costs. There are no known incidence rates
f delirium for CCU patients. The goal of this study is to investigate
elirium incidence, its risk, severity and duration in elderly CCU
atients.
ethods.– A prospective cohort study of patients (> 65) admitted to
CCU at a large teaching hospital. Delirium risk at admission, inci-
ence, duration and severity were assessed within the first 72 hours
f admission. The Delirium Risk Assessment Score (DRAS score > 5
score range 0–12)) established delirium risk. Screening for delir-
um was done daily with the Confusion Assessment Method (CAM)
nd Delirium Observation Scale (DOS), severity was measured with
he DRS-R-98 and Delirium-O-Meter (DOM).
esults.– One hundred consecutive patients (age > 65) were
creened at admission on the CCU, mean age 80.7 years, 37% men,
5/100 patients developed delirium (25%). Patient’s age ≥ 80, 19/55
eveloped delirium (34.5%). Patients with a DRAS score ≥ 7: 20/47
eveloped delirium (42.6%), patients with a DRAS ≥ 10: 6/6 devel-
ped delirium (100%). Delirium severity (DRS): mean 16.48 (sd
.55), DOM: mean 10.9 (sd 4.75). Delirium duration: mean 3.5 days
sd 3.72). Three patients died during admission.
onclusion.– Delirium incidence and severity is high among elderly
CU patients. The DRAS is effective in identifying patients at high
isk and makes pinpointing of prevention measures possible to
hose patients that need and deserve it most.
isclosure.– No significant relationships.
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. Sánchez-Castellano ∗, A. Cruz Jentoft
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bjective.– To evaluate the methodology, results and limitations
f national and international surveys on Geriatric education at the
ndergraduate level.
riatric Medicine 3S (2012) S1–S32

Method.– Pubmed search of all articles published, 1992–January
2012.
Results.– Fourteen national surveys were found performed in
African, American, Asiatic and European individual countries, and
two European and one worldwide survey were also identified. They
were answered by deans, academic staff, geriatricians, or medical
students. The main author reviewed the medical schools’ curric-
ula in another. The answer rate was 77%, half of the authors sent
reminders to increase this rate. The mean prevalence of Geriatrics
training in the national and European questionnaires was 77.5%
(higher than 70% in countries with oldest populations and lower
than 15% in those with youngest populations). These rates are
similar to those found in the WHO’s survey, that showed very het-
erogeneous pictures of Geriatric training. Usual evaluated areas
were the inclusion of Geriatrics in the curriculum, theoretical and
practical contents, existence of Geriatrics chairs or departments
and teacher’s qualifications.
Conclusion.– The number of surveys evaluating Geriatrics train-
ing in medical schools is small. Prevalence of training is high in
Asian, European and North-American surveys and low in African
and South-American countries. The main limitations of these sur-
veys are low answer rates, different assessment methods and the
fact that most surveys were carried out in countries with more
mature Geriatrics. Therefore, better comparable studies in differ-
ent countries and regions are needed in order to know the real
situation of training in Geriatrics at the undergraduate level.
Disclosure.– No significant relationships.
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Session Description/Moderator Details.– The prognostic value of
some cardiovascular risk factors, paradoxically seem to reverse in
some chronic diseases and in old age (“reverse epidemiology”). But
what is the role of confounding factors, especially by comborbid-
ity and frailty? It is important to recognize, so that elderly people
are not predisposed to unnecessary interventions and in the other
hand, potentially useful therapies are not unnecessarily denied of
older people. The evidence and mechanisms of reverse epidemi-
ology for important risk factors in the middle-aged persons such
as obesity, hypertension, cholesterol and alcohol, are assessed and
the results from intervention and epidemiological studies in the
old people are compared. Riitta Antikainen, MD, PhD Oulu City
Hospital/Oulu University, Oulu Finland riitta.antikainen@ouka.fi.
Abstract 1.– Cholesterol Timo Strandberg. When measured in old
age, low – not high – serum cholesterol is often associated with
neutral or worse prognosis (“cholesterol paradox”). However, a
distinction must be made between unintentionally (malignancy,
frailty, or other state affecting cholesterol metabolism) and inten-
tionally (diet, drugs) lowered cholesterol. Subclinical diseases may
lower cholesterol levels for years before clinical symptoms. Also

depression and nutritional problems may decrease serum choles-
terol concentration. Because these background factors increase
mortality risk, too, a hasty but totally erroneous conclusion of “low
cholesterol – worse prognosis” is easily drawn. Consequently, it
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