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Abstract

Objectives: to study (i) the prevalence of geriatric conditions in community-dwelling older persons at increased risk of func-
tional decline and (ii) the extent to which older persons recognise comprehensive geriatric assessment (CGA)-identified con-
ditions as relevant problems.
Methods: trained registered nurses conducted a CGA in 934 out of 1209 older persons at increased risk of functional decline
participating in the intervention arm of a randomised trial in the Netherlands. After screening for 32 geriatric conditions,
participants were asked which of the identified geriatric conditions they recognised as relevant problems.
Results: at baseline, the median age of participants was 82.9 years (interquartile range (IQR) 77.3–87.3 years). The median
number of identified geriatric conditions per participant was 8 (IQR 6–11). The median number of geriatric conditions that
were recognised was 1 (IQR 0–2). Functional dependency and (increased risk of) alcohol and drug dependency were the
most commonly identified conditions. Pain was the most widely recognised problem.
Conclusion: CGA identified many geriatric conditions, of which few were recognised as a problem by the person involved.
Further study is needed to better understand how older persons interact with identified geriatric conditions, in terms of per-
ceived relevance. This may yield a more efficient CGA and further improve a patient-centred approach.
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Introduction

Comprehensive geriatric assessment (CGA) for older per-
sons is increasingly being implemented in community set-
tings [1, 2]. CGA is a multidisciplinary, systematic
procedure addressing the physical, psychological, functional
and social conditions of older persons to create a tailored
care and treatment plan (CTP) [3, 4]. CGA in combination
with interventional actions aim to prevent functional
decline, nursing home or hospital admission and mortality
[3]. However, research on the effectiveness of CGA in
community care setting in countries with high primary care

standards, such as the Netherlands and UK, remain incon-
clusive [5–9].

From a patient-centred perspective, a CGA should
include an individual’s needs, goals and preferences [10, 11].
Shared decision making enhances a patient-centred
approach and focuses on outcomes that matter to the per-
sons involved [12, 13].

Some authors investigated CGA-identified care needs
and interventions initiated after a CGA [14–16]. However,
little is known about the extent to which geriatric conditions
are recognised as relevant problems in community-dwelling
frail older persons. Here, we report on the prevalence of
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geriatric conditions in community-dwelling older persons at
increased risk of functional decline and the extent to which
the older persons recognise CGA-identified conditions as
relevant problems.

Methods

Design and setting

We carried out a randomized controlled trial to investigate
the effects of a home visiting programme. In this paper, we
focus on the intervention group, describing the process
evaluation of the programme. The home visits took place
between February 2003 and October 2004.

Participants were community-dwelling older persons
aged 70 years and older from 13 general practices in the
Netherlands who took part in the intervention arm of a
cluster randomized trial (RCT). The trial involved CGA
and nurse-led care coordination with multiple follow-up vis-
its to prevent disability. This RCT was conducted between
December 2010 and 2014. Details of the study have been
published elsewhere [17].

Study population

The eligibility of older persons was determined through a
self-report questionnaire, including the risk of functional
decline as assessed by the Identification of Seniors At
Risk—Primary Care (ISAR-PC) screening questionnaire
[18]. The general practitioner (GP) excluded persons whom
s/he expected to have a life expectancy of less than 3
months, suffered from dementia, did not understand
Dutch, planned to move or spend a long time abroad or
lived in a nursing home. All participants received a baseline
questionnaire assessing demographics and comorbidities.

Comprehensive geriatric assessment

A trained community care registered nurse (CCRN) con-
ducted the CGA to screen for the presence of 32 geriatric
conditions. The CGA covered physical, psychological, func-
tional and social domains. Further diagnostic assessments
and interventions were drawn from a toolkit containing
evidence-based protocols for these geriatric conditions [17].

Recognition of geriatric conditions

After the CGA, participating older persons were asked the
following questions for all identified conditions: do you rec-
ognise {identified condition} as a problem and if yes, do
you want an intervention for {identified condition}?
Subsequently, the CCRN discussed the yield of the CGA
and further diagnostic assessments with the participant’s
GP and a tailored CTP was made. The CCRN evaluated
the CTP during one or more follow-up visits. At each visit,
the CCRN completed a logbook in which interventions and
reasons for no intervention were documented.

Statistical analysis

Recognition was calculated as the proportion of geriatric
conditions identified in the CGA that was recognised as a
problem by the participants. Three reviewers (M.v.R., W.B.
and E.H.) screened the logbooks to assess which interven-
tions a participant had received. Descriptive statistics were
used to summarise quantitative data, using SPSS for
Windows, version 23.0.

Results

Thirteen practices with 3,430 community-dwelling people
aged 70 years and older were randomized to the interven-
tion arm of the cluster RCT. Of these, 1,209 participants
were identified as being at increased risk of functional
decline and were eligible to participate in the intervention.
At baseline, the median age of the participants was 82.9
years (interquartile range (IQR) 77.3–87.3) and 65.1% were
women (Table 1). Fourteen nurses conducted CGAs on
934 participants (77.5%). Participants who declined the
CGA (n= 275) were older, more often lived in a residential
home and reported a lower quality of life (Table 1).

Geriatric conditions identified

The CGA resulted in a median of 8 (IQR 6–11) identified
geriatric conditions per participant. Table 2 shows the
prevalence of geriatric conditions. The most prevalent geri-
atric conditions were polypharmacy (47.5%), (an increased
risk of) alcohol and drug dependency (68.9%), limitations
in daily functioning (85.0%) and loneliness (32.4%) in the
physical, psychological, functional, and social domains,
respectively.

Recognition of geriatric conditions as a problem

The median number of geriatric conditions that were recog-
nised as a problem was 1 (IQR 0–2). The most prevalent
geriatric conditions (as a proportion of geriatric conditions
identified) recognised by respondents as a problem were
pain (41.2%), depressive symptoms (20.3%), hearing
impairment (27.4%) and loneliness (19.1%) in the physical,
psychological, functional and social domains, respectively.

Initiated interventions

Supplementary Table S1, available at Age and Ageing online,
shows the rate and all types of interventions that were
initiated for the identified geriatric conditions. The median
number of initiations of treatment was 1 (IQR 0–2). Most
interventions were initiated for pain (n= 114), depressive
symptoms (n= 65), mobility (n= 82) and loneliness (n= 65),
in the physical, psychological, functional and social
domains, respectively. The reasons for lack of intervention
were often unknown. These results include non-recognition
and refusal of intervention(s) (Supplementary Table S2,
available at Age and Ageing online).
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Table 1. Characteristics of participants in the intervention group who had an ISAR-PC score ≥ 2

Characteristics Total intervention group, invited for
CGA (N = 1209)

Intervention group receiving
CGA (N = 934)

Intervention group declining
CGA (N = 275)

N (%) N (%) N (%)

Age, in years, median (IQR) 82.9 (77.3–87.3) 82.7 (76.8–87.1) 84.4 (78.2.6–88.1)*
Female sex 787 (65.1) 614 (65.7) 173 (62.9)
Born in the Netherlands 1138 (94.1) 879 (94.1) 259 (94.2)
Level of education
Primary school or less 254 (21.0) 184 (19.7) 70 (25.5)
Secondary education 758 (62.7) 592 (63.4) 166 (60.4)
College or university 179 (14.8) 146 (15.6) 33 (12.0)

Socio-economic status
Low (≤1 SD) 57 (4.8) 39 (4.2) 19 (6.9)
Intermediate 927 (76.7) 726 (77.7) 201 (73.1)
High (≥1 SD) 224 (18.5) 169 (18.1) 55 (20.0)

Married/living together 561 (46.4) 436 (46.7) 125 (45.5)
Living situation ***
Independent, alone 528 (43.7) 431 (46.1) 97 (35.3)
Independent, together 535 (44.3) 420 (45.0) 115 (41.8)
Residential home 138 (11.4) 77 (8.2) 61 (22.2)

Multimorbidity (≥2) 997 (83.2) 769 (82.3) 227 (82.5)
Psychological health status (RAND-36) (range
4–100), mean (SD)a

71.3 (17.4) 72.2 (16.9) 68.5 (18.5)**

Quality of life (range 0–10), mean (SD) 7.2 (1.3) 7.3 (1.2) 6.9 (1.5)***
Identification of seniors at risk, primary care (range
0–7.5), median (IQR)b

4 (3–5) 4 (3–5) 4 (3–5)

Values are numbers (%) unless stated otherwise; IQR, interquartile range; SD, standard deviation. Student’s t-test for continuous variables; Mann–Whitney U test
for continuous nonparametric variables; Chi-square test for categorical variables. *P < 0.05; **P < 0.01; ***P < 0.001.
aHigher scores represent a better psychological health status.
bHigher scores represent an increased risk of functional decline.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 2. Identification and recognition of geriatric conditions (by decreasing numbers identified within four domains)

Geriatric condition Identified % (N) Recognition % (N)a

N = 934a

Physical
Polypharmacyb 47.5 (444) 22.5 (100)
Incontinencec 42.3 (396) 30.6 (121)
Paind 38.3 (359) 41.2 (148)
Hypertensione 34.7 (325) 9.5 (31)
Osteoporosis riskf 30.6 (287) 16.7 (48)
Dizzinessg 29.6 (276) 37.7 (104)
Obesityh 22.3 (209) 13.9 (29)
Medication safety and side effectsi 21.1 (197) 23.4 (46)
Heart ratej 17.9 (168) 3.0 (5)
Oral hygienek 9.3 (87) 19.5 (17)
Medication adherencel 9.2 (86) 7.0 (6)
Swallowing disturbancem 8.0 (75) 28.0 (21)
Constipationn 7.7 (72) 38.9 (28)
Malnutritionn 4.9 (46) 26.1(12)
Deydrationo 1.5 (14) 35.7 (5)
Indwelling urinary catheter usep 1.5 (14) 7.1 (1)
Pressure ulcerq 1.5 (14) 35.7 (5)

Psychological
Alcohol/drug abuser 68.9 (646) 2.8 (18)
Depressive symptomss 38.4 (360) 20.3 (73)
Memory problemst 38.1 (357) 11.8 (42)
Anxietyu 10.7 (100) 20.0 (20)
Deliriumv 6.8 (64) 9.4 (6)

Functional

Continued
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Discussion

This study demonstrates that CGA in community-dwelling
older persons with an increased risk of functional decline
detects many geriatric conditions, yet results in low recog-
nition rates of these geriatric conditions. Out of 32 geriat-
ric conditions, functional dependency was the most
commonly identified. Pain was the most widely recognised
problem.

Comparison with other literature

Previous studies on CGA in community-dwelling older per-
sons focused on the prevalence of identified geriatric condi-
tions [16, 19–26]. However, comparing the results of these
studies is difficult because of differences in the inclusion
criteria for participants and geriatric conditions evaluated.

To our knowledge, ours is one of the first studies asses-
sing how often older persons recognised that the geriatric

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 2. Continued

Geriatric condition Identified % (N) Recognition % (N)a

N = 934a

Functional dependencyw 85.0 (796) 7.0 (56)
Walking aidx 52.7 (494) 13.6 (67)
Fallsy 44.3 (415) 17.6 (73)
Exhaustionz 40.3 (378) 21.7 (82)
Sleeping disorderaa 39.9 (374) 19.5 (73)
Hearing impairmentbb 30.7 (288) 27.4 (79)
Vision impairmentcc 21.3 (200) 36.0 (72)

Social
Lonelinessdd 32.4 (304) 19.1 (58)
Living situationee 9.3 (87) 16.1 (14)
Financeff 4.5 (42) 4.8 (2)

aAll 934 were asked for the presence of 32 geriatric conditions by a nurse. If a geriatric condition was present/identified, the participant was asked whether
he/she recognised the identified problem. For example, 934 (number of patients in intervention arm, overall denominator) were asked whether they use five
or more different medications (defined as polypharmacy); 444 participants answered this question with ‘yes’ (CGA-positive). Those 444 participants were
asked whether they recognised the use of five or more different medications as a problem; 100 (out of 444) participants recognised polypharmacy as a
problem.
bDo you use 5 or more different medications?
c‘Did you experience incontinence of urine or stool in the past month?’
dVisual analogue scale for pain, range 0–10, score ≥4.
eBlood pressure SBD > 160 mmHg.
fOsteoporosis and fracture risk, score ≥4.
g‘Did you experience dizziness in the past month?’
hBody mass index (kg/m2).
i‘Do you experience difficulties or side effects with medication use?’
jBeats/min.
k‘Did you have pain in your mouth in the past month?’
l‘Do you know when and how you should take your medication?’
m‘Did you experience difficulties with swallowing in the past month?’
nShort Nutritional Assessment Questionnaire 65+ (SNAQ 65+).
o‘Have you been admitted to a hospital because of dehydration in the past year?’
p‘Do you have an indwelling urinary catheter?’
q‘Do you have pressure ulcer(s)?’
r(i)’Do you smoke?’; (ii) Screening test for problem drinking: AUDIT-C; (iii) ‘Do you use benzodiazepines?’
s(i)‘During the past month, have you often been bothered by feeling down, depressed or hopeless?’; (ii)‘During the past month, have you often been bothered by
little interest or pleasure in doing things?’; Both questions displayed.
t(i)’Do you have memory problems?’; (ii) Mini Mental State Examination (MMSE), range 0–30, cognitively impaired if ≤ 23.
u‘Did you feel anxious in the past month?’
v‘Have you ever experienced delirium?’
wKatz-ADL index.
x‘Are you using a walking aid?’
y‘Did you experience a fall during the last six months?’
z(i) ‘I felt that everything I did was an effort’; (ii) ‘I could not get going’.
aa‘Do you experience problems with sleeping?’; ‘Do you use sleeping medication?’
bb‘Do you have a hearing impairment, regardless the use of a hearing device?’
cc‘Do you have a visual impairment, regardless the use of glasses?’
dd‘Jong Gierveld questionnaire, score ≥3’.
ee‘Do experience problems with your living situation?’
ff‘Can you manage financially?’
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conditions are being evaluated. We found a recognition rate
of one geriatric condition out of a median of eight
identified geriatric conditions. Pain and incontinence were
recognised most. Other problems such as hypertension,
constipation and alcohol or substance misuse were
infrequently recognised as a problem. This could indicate
that the CGA detected many conditions with no apparent
clinical relevance. For example, older persons may
simply accept certain conditions as a part of normal age-
ing, problems were perhaps already treated or were not
perceived as appropriate problems to discuss with the
GP. Nevertheless, asking older persons which of the
identified geriatric conditions they recognise may be use-
ful in facilitating shared decision making and overall effi-
ciency [27].

Most studies evaluating the prevalence of geriatric con-
ditions also report on the initiation of interventions; how-
ever, the intervention rates reported in these studies are
higher compared to our results [16, 25, 26]. This could be
the result of the older persons’ prioritisations, but could
also be due to already high standards of care as usual in the
Dutch GP practice.

Strengths and limitations

Strengths of this study include the large sample of
community-dwelling older persons at increased risk of
functional decline. The CGA was based on a comprehen-
sive review of all available evidence for the detection
and treatment of the 32 most prevalent geriatric condi-
tions or problems and was validated by a multidisciplin-
ary team [17].

There were several limitations. First, despite a detailed
nurse protocol and training in motivational interviewing
and patient empowerment, we have no exact data how
nurses inquired about the recognition of detected condi-
tions and perceived problems. Second, we were unable to
determine whether identified geriatric conditions were new-
ly detected or conditions previously identified and already
known to (and acted upon by) GPs. Third, prevalence of
geriatric conditions, recognition and initiation of interven-
tion were not pre-specified as an outcome in our rando-
mized trial protocol [17].

Implication for further research

The findings of this study indicate that future research
should first investigate current care and treatment of the
individual being assessed, and then investigate the potential
unmet needs. More insight in priorities, goals and potential
behaviour change in care and treatment of geriatric condi-
tions and unmet needs may avoid detecting conditions that
are not perceived as relevant for further treatment and can
contribute to a cost-effective and affordable CGA.
Identifying geriatric conditions that are more often per-
ceived as relevant for treatment may further improve an
efficient and patient-centred approach.

Conclusion

In a setting with high-quality primary care, a carefully
designed CGA identified many geriatric conditions, of
which few were recognised as problems by older persons at
risk of functional decline. Further study is needed to better
understand how older persons interact with identified geri-
atric conditions, in terms of perceived relevance. This may
yield a more efficient CGA and further improve a patient-
centred approach.

Key points

• CGA identified many geriatric conditions, of which few
were recognised as a problem by the person involved.

• CGA alone may be too sensitive for community-dwelling
older people at increased risk of functional decline.

• Further study is needed to better understand how older
persons interact with identified geriatric conditions.

Supplementary data

Supplementary data mentioned in the text are available to
subscribers in Age and Ageing online.

Acknowledgements

We are grateful to the following parties: all participants, par-
ticipating GPs and CCRNs who were involved in the study,
the study monitors, the toolkit expert panels, José de
Koning and Huisartsen Zorg Noord-Kennemerland for
their support.

Conflicts of interests

None declared.

Funding

This work was supported by ZonMW ‘The Netherlands
Organisation for Health Research and Development’
(ZonMw no. 313020201) and was part of the Dutch
National Care for the Elderly Programme.

References

1. Beswick AD, Rees K, Dieppe P et al. Complex interventions
to improve physical function and maintain independent living
in elderly people: a systematic review and meta-analysis.
Lancet 2008; 371: 725–35.

2. Huss A, Stuck AE, Rubenstein LZ, Egger M, Clough-Gorr
KM. Multidimensional preventive home visit programs for
community-dwelling older adults: a systematic review and
meta-analysis of randomized controlled trials. J Gerontol A
Biol Sci Med Sci 2008; 63: 298–307.

M. van Rijn et al.

898

http://AGEING.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afw157/-/DC1
http://AGEING.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afw157/-/DC1


3. Stuck AE, Siu AL, Wieland GD, Adams J, Rubenstein LZ.
Comprehensive geriatric assessment: a meta-analysis of con-
trolled trials. Lancet 1993; 342: 1032–6.

4. Rubenstein LZ, Stuck AE, Siu AL, Wieland D. Impacts of
geriatric evaluation and management programs on defined
outcomes: overview of the evidence. J Am Geriatr Soc 1991;
39: 8S–16S; discussion 7S-8S.

5. Frost H, Sally H, Frank J. Promoting health and wellbeing in
later life. In: Interventions in Primary Care and Community
Settings. Edinburgh: Scottish Collaboration for Public Health
Research and Policy, 2010.

6. Metzelthin SF, van Rossum E, de Witte LP et al.
Effectiveness of interdisciplinary primary care approach to
reduce disability in community dwelling frail older people:
cluster randomised controlled trial. Bmj 2013; 347: f5264.

7. Blom J, den Elzen W, van Houwelingen AH et al.
Effectiveness and cost-effectiveness of a proactive, goal-
oriented, integrated care model in general practice for older
people. A cluster randomised controlled trial: Integrated
Systematic Care for older People—the ISCOPE study. Age
Ageing 2016; 45: 30–41.

8. Hoogendijk EO, van der Horst HE, van de Ven PM et al.
Effectiveness of a geriatric care model for frail older adults in
primary care: results from a stepped wedge cluster rando-
mized trial. Eur J Intern Med 2016; 28: 43–51.

9. Looman WM, Fabbricotti IN, de Kuyper R, Huijsman R.
The effects of a pro-active integrated care intervention for
frail community-dwelling older people: a quasi-experimental
study with the GP-practice as single entry point. BMC
Geriatr 2016; 16: 43.

10. Fried TR, Tinetti M, Agostini J, Iannone L, Towle V. Health
outcome prioritization to elicit preferences of older persons
with multiple health conditions. Patient Educ Couns 2011;
83: 278–82.

11. Reuben DB, Tinetti ME. Goal-oriented patient care—an
alternative health outcomes paradigm. N Engl J Med 2012;
366: 777–9.

12. American Geriatrics Society Expert Panel on the Care of
Older Adults with Multimorbidity. Guiding principles for the
care of older adults with multimorbidity: an approach for
clinicians. J Am Geriatr Soc 2012; 60: E1–E25.

13. Joosten EA, DeFuentes-Merillas L, de Weert GH, Sensky T,
van der Staak CP, de Jong CA. Systematic review of the
effects of shared decision-making on patient satisfaction,
treatment adherence and health status. Psychother
Psychosom 2008; 77: 219–26.

14. Melis RJ, van Eijken MI, Boon ME, Olde Rikkert MG, van
Achterberg T. Process evaluation of a trial evaluating a multi-
disciplinary nurse-led home visiting programme for vulner-
able older people. Disabil Rehabil 2010; 32: 937–46.

15. Metzelthin SF, Daniels R, van Rossum E et al. A nurse-led
interdisciplinary primary care approach to prevent disability

among community-dwelling frail older people: a large-scale
process evaluation. Int J Nurs Stud 2013; 50: 1184–96.

16. van Haastregt JC, van Rossum E, Diederiks JP, de Witte LP,
Voorhoeve PM, Crebolder HF. Process-evaluation of a home
visit programme to prevent falls and mobility impairments
among elderly people at risk. Patient Educ Couns 2002; 47:
301–9.

17. Suijker JJ, Buurman BM, ter Riet G et al. Comprehensive
geriatric assessment, multifactorial interventions and nurse-
led care coordination to prevent functional decline in
community-dwelling older persons: protocol of a cluster ran-
domized trial. BMC Health Serv Res 2012; 12: 85.

18. Suijker JJ, Buurman BM, van Rijn M et al. A simple validated
questionnaire predicted functional decline in community-
dwelling older persons: prospective cohort studies. J Clin
Epidemiol 2014; 67: 1121–30.

19. Stijnen MM, Van Hoof MS, Wijnands-Hoekstra IY et al.
Detected health and well-being problems following compre-
hensive geriatric assessment during a home visit among
community-dwelling older people: who benefits most? Fam
Pract 2014; 31: 333–40.

20. Alessi CA, Stuck AE, Aronow HU et al. The process of care
in preventive in-home comprehensive geriatric assessment. J
Am Geriatr Soc 1997; 45: 1044–50.

21. Cigolle CT, Langa KM, Kabeto MU, Tian Z, Blaum CS.
Geriatric conditions and disability: the Health and Retirement
Study. Ann Intern Med 2007; 147: 156–64.

22. Hoogendijk EO, Muntinga ME, van Leeuwen KM et al. Self-
perceived met and unmet care needs of frail older adults in
primary care. Arch Gerontol Geriatr 2014; 58: 37–42.

23. Junius-Walker U, Wiese B, Klaassen-Mielke R, Theile G,
Muller CA, Hummers-Pradier E. Older patients’ perceived
burdens of their health problems: a cross-sectional analysis in
74 German general practices. Patient Prefer Adherence 2015;
9: 811–20.

24. Lucchetti G, Granero AL. Use of comprehensive geriatric
assessment in general practice: Results from the ‘Senta Pua’
project in Brazil. Eur J Gen Pract 2011; 17(1): 20–7.

25. Nicolaides-Bouman A, van Rossum E, Habets H, Kempen
GI, Knipschild P. Home visiting programme for older people
with health problems: process evaluation. J Adv Nurs 2007;
58: 425–35.

26. Piccoliori G, Gerolimon E, Abholz HH. Geriatric assessment
in general practice using a screening instrument: is it worth
the effort? Results of a South Tyrol Study. Age Ageing 2008;
37: 647–52.

27. Elwyn G, Frosch D, Thomson R et al. Shared decision mak-
ing: a model for clinical practice. J Gen Intern Med 2012; 27:
1361–7.

Received 22 February 2016; Revised 26 May 2016;
accepted in revised form 15 June 2016

CGA: recognition of identified geriatric conditions by community-dwelling older persons

899


	C-reactive protein level partially mediates the relationship between moderate alcohol use and frailty: the Health and Retir...
	Introduction
	Methods
	Participants
	Measures
	Alcohol use
	C-reactive protein

	Outcome variable
	Frailty

	Control variables
	Statistical methods

	Results
	Discussion
	Supplementary data
	Conflicts of interest
	Funding
	References

	Defining trajectories in older adults with back pain presenting in general practice
	Introduction
	Methods
	Study population
	Data collection
	Statistical analysis

	Results
	Trajectories
	Multinomial regression analysis

	Discussion
	Interpretation of findings
	Strengths and limitations
	Clinical implications

	Funding
	Supplementary data
	References

	Diurnal and seasonal patterns in presentations with hip fracture—data from the national hip fracture database
	Introduction
	Methodology
	Results
	Diurnal variation
	Seasonal variation

	Discussion
	Strengths and limitations
	Implications

	Conflicts of interest
	References

	Oral hygiene of hospitalised older patients with lower limb fracture
	Introduction
	Methods
	Results
	Findings from oral health examinations

	Discussion
	Conclusions
	Supplementary data
	Funding
	References

	Calibrating EASY-Care independence scale to improve accuracy
	Methods
	Statistical analysis
	Results
	Concurrent validity
	Discussion
	Acknowledgement
	Conflicts of interest
	References

	Comprehensive geriatric assessment: recognition of identified geriatric conditions by community-dwelling older persons
	Introduction
	Methods
	Design and setting
	Study population
	Comprehensive geriatric assessment
	Recognition of geriatric conditions
	Statistical analysis
	Results
	Geriatric conditions identified
	Recognition of geriatric conditions as a problem
	Initiated interventions

	Discussion
	Comparison with other literature
	Strengths and limitations
	Implication for further research

	Conclusion
	Supplementary data
	Acknowledgements
	Conflicts of interests
	Funding
	References

	Drug use in persons with and without Alzheimer’s disease aged 90 years or more
	Introduction
	Materials and methods
	Statistical analyses

	Results
	Discussion
	Strengths and limitations

	Conclusion
	Supplementary data
	Conflicts of interest
	Funding
	References

	The accuracy of anatomical landmarks for locating the carotid sinus
	Introduction
	Methods
	Participants
	Experimental protocol
	Statistical analysis

	Results
	Patient demographics
	Comparison of techniques

	Discussion
	Conclusion
	Acknowledgements
	Conflicts of interest
	References




