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Abstract

Background—Geriatric syndromes are common in older adults and associated with adverse 

outcomes. The prevalence, recognition, co-occurrence and recent onset of geriatric syndromes in 

patients transferred from hospital to skilled nursing facilities (SNFs) are largely unknown.

Design—Quality improvement project.

Setting—Acute care academic medical center and 23 regional partner SNFs.

Participants—686 Medicare beneficiaries hospitalized between January 2013 and April 2014 

and referred to SNFs.
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Measurements—Nine geriatric syndromes were measured by project staff -- weight loss, 

decreased appetite, incontinence and pain (standardized interview), depression (Geriatric 

Depression Scale), delirium (Brief-Confusion Assessment Method), cognitive impairment (Brief 

Interview for Mental Status), falls and pressure ulcers (hospital medical record utilizing hospital-

implemented screening tools). Estimated prevalence, new-onset prevalence and common 

coexisting clusters were determined. The extent that syndromes were commonly recognized by 

treating physicians and communicated to SNFs in hospital discharge documentation was 

evaluated.

Results—Geriatric syndromes were prevalent in more than 90% of hospitalized adults referred to 

SNFs; 55% met criteria for 3 or more co-existing syndromes. Overall the most prevalent 

syndromes were falls (39%), incontinence (39%), decreased appetite (37%) and weight loss 

(33%). Of individuals that met criteria for 3 or more syndromes, the most common triad clusters 

included nutritional syndromes (weight loss, loss of appetite), incontinence and depression. 

Treating hospital physicians commonly did not recognize and document geriatric syndromes in 

discharge summaries, missing 33–95% of syndromes present as assessed by research personnel.

Conclusion—Geriatric syndromes in hospitalized older adults transferred to SNF are prevalent 

and commonly co-exist with the most frequent clusters including nutritional syndromes, 

depression and incontinence. Despite the high prevalence, this clinical information is rarely 

communicated to the SNF on discharge.
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INTRODUCTION

Geriatric syndromes represent clinical conditions common in older adults that share 

underlying causative factors and involve multiple organ systems.1,2 They include a number 

of clinical conditions, which unlike traditional syndromes, do not fit a discrete disease 

category. Examples of geriatric syndromes include incontinence, cognitive impairment, 

delirium, falls, pressure ulcers, pain, weight loss, anorexia, functional decline, depression, 

and multi-morbidity.3–5

Geriatric syndromes are prevalent among older adults6 and independently associated with a 

risk for adverse outcomes such as functional decline,7 the acquisition of additional 

syndromes, hospital admissions8 and mortality,5 even when controlling for illness severity 

and age. Additionally, studies have demonstrated a relationship between the increasing 

number of geriatric syndromes experienced by a patient and functional decline.5,9

Despite the contributing role of geriatric syndromes in the presentation, management and 

outcome of acute illness, they are often under-recognized and seldom the focus of the 

hospital treatment.10 Currently, it is unclear how well hospital providers convey information 

about geriatric syndromes to the skilled nursing facility (SNF) during the transition of care 

for older hospitalized adults.11,12 Thus, these syndromes may remain unaddressed during the 

convalescent period, which may lead to a chronic presence. Moreover, failure to document 
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geriatric syndromes at hospital discharge could delay or prevent the development of care 

plans to manage these syndromes both during the SNF stay and at SNF discharge. Recent 

data document that SNF discharge planning is often inadequate and a high percentage of 

patients are readmitted to the hospital after SNF discharge.7–10,13

Although it is important to assess geriatric syndromes for all older hospitalized patients, 

these syndromes may have greater clinical significance among patients discharged to SNFs 

for several reasons. First, a greater proportion of Medicare beneficiaries are discharged to a 

SNF than to any other post-acute care setting.14 In addition, in comparison to patients who 

return home, patients discharged to a SNF are older, more disabled and have a higher 

prevalence of multi-morbidity which may in part account for the loss of independence and 

poor outcomes reported for many SNF patients.15–17 Despite this, the unique opportunity 

that the SNF environment provides to implement interventions to address geriatric 

syndromes, as compared to patients who return home, suggests that targeting this population 

may have the greatest impact.

To date, the majority of studies evaluating the prevalence of geriatric syndromes in the 

hospital setting have focused on individuals discharged home and who have specific 

conditions,15,18 such as heart disease. As a result, there are limited data describing the 

prevalence of geriatric syndromes in individuals discharged to SNFs, including the extent to 

which multiple syndromes co-occur and the prevalence of newly acquired syndromes 

associated with the hospital admission.7,19

In the current study, we aimed to address this knowledge gap as part of a larger Centers for 

Medicare and Medicaid Services (CMS) Health Care Innovations Award to improve the 

transition process from acute care to SNF for Medicare patients. In this study we had three 

objectives: 1) quantify the prevalence of nine geriatric syndromes, and among those, identify 

what proportion were newly diagnosed in relation to the recent hospitalization, 2) determine 

the most common clusters of geriatric syndromes; and, 3) measure the adequacy of 

discharge documentation provided by acute care providers to the accepting SNFs with 

respect to these geriatric syndromes.

METHODS

Participants & Setting

All Medicare patients discharged from a single large university hospital to 23 regional SNFs 

(partner facilities) from January, 2013 through April, 2014 were eligible for study inclusion. 

The university-affiliated Institutional Review Board provided approval for this project and 

waived the requirement for written, informed consent. Instead, eligible patients were 

provided a standardized description of the project by trained clinical personnel (at the time 

of their referral to one of the participating SNFs) and had the right to refuse the interview.

Medical Record Review

Trained research personnel used a standardized form to review the medical record of each 

participant for demographic information (e.g., age, sex, and ethnicity), length of hospital 
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stay (in days), discharge service, admission diagnosis and number of medications at the time 

of discharge.

Geriatric Syndrome Assessments

Clinically trained research personnel independently assessed patients during the hospital 

admission for the presence or absence of nine geriatric syndromes (Table 1). Seven 

syndromes (delirium, cognitive impairment, depressive symptoms, pain, incontinence, 

unintentional weight loss, loss of appetite) were assessed by direct patient interview (see 

Table 1 for specific standardized interviews and criteria). For the remaining two syndromes 

falls and pressure ulcers, a combination of medical record review and interview were 

performed. The source of information for falls and pressure ulcers was used because there is 

a concurrent hospital wide effort to perform a standardized fall assessment and pressure 

ulcer risk assessment (including a Braden score) as part of the nursing admission history and 

physical. There is no consistent documentation or screening questions for the other 

syndromes. All information was collected for the purposes of improving the assessment of 

geriatric syndromes and was subsequently communicated to SNF providers at the point of 

hospital discharge as part of the larger quality improvement initiative.

The following standardized geriatric screening assessments were administered in person by 

research personnel during each participant’s hospital stay: Brief Confusion Assessment 

Method (BCAM),20–22 Brief Interview for Mental Status (BIMS)23,24 and the Geriatric 

Depression Scale (GDS) 5-item version.25,26 The BCAM is a short screening tool that 

assesses the presence of delirium. The BIMS is a short, objective screening tool for cognitive 

impairment and is highly correlated with other validated cognitive assessments. The BIMS 

total score ranges from 0 to 15 (0–7: severe impairment; 8–12: moderate impairment; 13–15: 

cognitively intact). A patient with a score of 12 or less was categorized as being cognitively 

impaired. Prior studies have demonstrated that older adults with mild to moderate cognitive 

impairment remain capable of reliably responding to structured interview questions about 

pain, so patients with lower BIMS scores were not excluded from analyses if they provided 

complete data.27–29 BIMS assessments were not included for patients who scored positively 

for delirium on the BCAM as the presence of delirium can result, itself, in the presence of 

cognitive dysfunction due to a variety of causes not attributed to dementia.30

The GDS 5-item is a screening tool for depression and has been shown to be reliable and 

valid in community-dwelling, acute care and long-term care patients.25 The GDS 5-item 

provides a total score between 0 (no symptoms) and 5 (all 5 symptoms endorsed), with a 

score of two or higher indicative of probable depression. In addition, patients were asked 

about their pain at the time of hospital discharge using the following structured questions: 

“Please rate your current pain on a scale from 0 to 10 with 0 being no pain and 10 being the 

worst pain you can imagine”. Individuals with a numeric response ≥ 5 were classified as 

having moderate to severe pain. Additionally, patients were asked about the presence of 

bladder or bowel incontinence, unintentional weight loss prior to and during their hospital 

stay and any recent loss of appetite (exact wording of questions provided in Table 1). 

Individuals were also asked whether self-reported problems with memory, depressive 

symptoms, pain and incontinence were new-onset (started within a month or less before 
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hospital admission or during their hospital stay) or a chronic condition (present for more 

than a month prior to hospital admission).

Discharge Packets Sent to SNF Providers

Trained research personnel independently reviewed 54 discharge packets prepared by 

hospital staff and sent to partner SNFs during July of 2014, which reflects 100% of the 

Medicare patients transferred to these facilities in July. The discharge packets contain all 

hospital discharge documents on paper forms (contained in a marked discharge envelope) 

sent to SNFs at the time of transfer by social workers. These packets were independent of 

the materials sent by the research team. The results of the discharge packet review were then 

compared to the results of the standardized geriatric syndrome assessments conducted by 

research staff to determine the extent to which routine hospital discharge information 

reflected the geriatric syndromes, as measured by research staff.

Data Analysis

Interview responses of each participant were recorded by trained research personnel using 

the REDCap data management program.31 Baseline characteristics were reported as means 

and standard deviations (SD) for continuous variables and percent prevalence for categorical 

variables. A Pearson’s Chi-square test was used to differences in the prevalence of 

syndromes by sex. In order to provide a conservative estimate of each geriatric syndrome, 

we presumed an absence of the syndrome in all cases of missing or incomplete assessment 

(i.e., participants who were unable or unwilling to complete an assessment were assumed to 

not have the syndrome). Valid responses as a proportion of the overall study population are 

also reported as well as reasons for missing data (e.g., participant refusal, unresponsive, 

insufficient time to complete assessment prior to hospital discharge).

The numbers of syndromes present in each individual and the most frequent combinations of 

geriatric syndromes are reported only for participants who completed all interviews relevant 

to each syndrome. We chose to report the most common triads of geriatric syndromes in 

participants with at least three syndromes similar to previously reported analyses of chronic 

medical conditions in Medicaid32 and Medicare beneficiaries conducted by the Centers for 

Disease Control and Prevention (CDC).33 All possible combinations of three geriatric 

syndromes were assessed for the highest proportion of individuals and the most prevalent 

triads overall and by sex.

All analyses were performed using SPSS Statistical Package (IBM Corp. Released 2013. 

IBM SPSS Statistics for Windows, Version 22.0. Armonk, NY).

RESULTS

Study Population

A total of 686 Medicare beneficiaries who completed one or more of the geriatric syndrome 

assessments by research staff were discharged to one of 23 participating SNFs between 

January, 2013 and April, 2014. Completion rates of the 9 geriatric syndromes assessments 

ranged from 66% for the weight loss assessment to 99% for the assessment of falls (Table 
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1). A total of 277 participants (36% of overall sample) completed all nine of the geriatric 

syndrome assessments included in this study (see Table 1 Completion Rates). Reasons for 

incomplete assessments included: unable to participate due to illness severity (15–20%), 

responses that were not known (presence of recent weight loss, 8%), patient refusal (2–5%), 

and insufficient time for research staff to complete the assessment prior to hospital discharge 

(2–4%).

Table 2 shows the baseline characteristics of participants (N = 686). Overall, 59% of the 

participants were women, 84% were white and the mean age was 75 years (± 11.8). The 

study population represented patients from a range of hospital specialties and a broad variety 

of admission diagnoses. The mean length of hospital stay for all participants prior to SNF 

transfer was 8.4 days (± 6.2), and the average number of medications per participant at 

hospital discharge was 14 (± 4.8).

Prevalence of Geriatric Syndromes including New-Onset Syndromes

The estimated prevalence (as a percentage of the entire cohort) of each geriatric syndrome is 

displayed in Table 3 as is whether this prevalence reflected new-onset or a chronic condition. 

Of the geriatric syndromes we assessed, the most prevalent were falls (39%), incontinence 

(39%), decreased appetite (37%), and unintentional weight loss (33%). We found a sex 

difference in the prevalence of geriatric syndromes, with women more likely to endorse 

depressive symptoms (34.3% vs. 23.5%; chi-square= 10.50, P=0.001), moderate to severe 

pain (25.7% vs. 17.4%, P=0.003) and a history of falls (42.2% vs. 34.9%, P=0.042), and 

men more likely to endorse unintentional weight loss (37% vs. 29.9%, P=0.024) and have 

pressure ulcers (18.5% vs. 12.3%, P=0.042).

In addition, we found that a proportion of these syndromes reflected new onset in close 

association with the onset of the acute medical cause for hospital admission (as a percent of 

individuals with that syndrome) including incontinence (37.7%), moderate or severe pain 

(41.2%), cognitive impairment (11.6%), and depressive symptoms (27.9%) (Table 3).

Clusters of Geriatric Syndromes

Figure 1 displays the number of geriatric syndromes present for participants who had 

complete data for all seven of the geriatric syndromes assessed via patient interview and the 

two syndromes assessed via medical record documentation (n=277). Of these 277 

participants, 152 (55%) met criteria for three or more geriatric syndromes. Table 3 displays 

the most frequent (top 10) clusters of geriatric syndromes among participants with three or 

more. Weight loss and decreased appetite were the most common syndromes, occurring in 9 

of the top 10 clusters. Depressive symptoms occurred in 6 of the top 10 clusters, 

incontinence in 5 and falls in 4 clusters.

Communication with SNF Providers during the Transition from Acute Care

The hospital discharge documents sent to SNF providers were reviewed for 54 patients 

during July 2014, and information about one or more geriatric syndromes was absent from 

each of the 54 discharge packets. The number of discharge packets that were missing 

documentation of geriatric syndromes, as assessed by research personnel assessments, was 
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high overall and varied by syndrome ranging from 33% (falls) to 80–95% (weight loss, 

decreased appetite, incontinence, delirium and moderate to severe pain). For example, 24 

patients reported bowel incontinence and 36 patients reported bladder incontinence 

according to research personnel assessments, but only 3 and 4 discharge packets, 

respectively, had any documentation about bowel and bladder incontinence, respectively. 

The syndromes that were most frequently documented in discharge documentation were 

falls and pressure ulcers.

DISCUSSION

The majority of Medicare beneficiaries discharged to SNF had three or more geriatric 

syndromes, and for many patients, these syndromes were of recent onset. For participants 

with three or more syndromes, the most common clusters included nutritional syndromes, 

(e.g., recent unintentional weight loss and/or reduced appetite), depression and incontinence. 

Despite the high prevalence of multiple syndromes per patient, this information was seldom 

communicated to SNF providers, with the exception of the two conditions that were the 

focus of hospital quality improvement efforts (i.e., falls and pressure ulcers).

This study identifies the prevalence, recent onset, recognition, and clusters of geriatric 

syndromes in hospital patients being discharged to SNF. This data represent a conservative 

assessment of prevalence in this population because we assumed the syndrome to be absent 

in cases of incomplete assessment. The true prevalence is likely to be higher, especially with 

regard to syndromes that may fluctuate in their presence (e.g. delirium). These results have 

at least three important clinical implications.

First, the identification of geriatric syndrome prevalence and clusters may lead to an 

understanding of common phenotypes, which could provide a novel strategy for screening 

older hospitalized patients during the hospital admission. For example, if a patient screens 

positive for nutritional problems (i.e., recent weight loss or decrease in appetite), care 

providers also should screen for incontinence and depressive symptoms because these 

conditions are often associated with nutritional issues.

Second, the fact that many of the syndromes were exacerbated or newly developed around 

the point of hospitalization underscores the need to detect syndrome clusters and begin the 

process of planning interventions before hospital discharge. Such interventions have the 

potential to reduce the phenomenon of “post-hospital syndrome”, an acquired condition of 

vulnerability as a result of the significant stressors imposed by the hospitalization itself 

rather than the admitting acute illness.10 The possible result suggests that “post-hospital 

syndrome” may place SNF patients at increased risk of readmission back to the hospital in 

the following 30 days for a cause frequently unrelated to the primary hospital diagnosis.34 

Although intervening early in the hospital stay may be important, a successful intervention 

may additionally require that care processes extend into the SNF stay. For example, research 

by others has linked the administration of 10 or greater different medications with a decline 

in nutritional status, functional ability and an increased risk of cognitive impairment over 

time.35,36 In our study population, the average number of medications recorded on hospital 

discharge was 14 suggesting our population may be at risk for these reports adverse 
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outcomes. Interventions to address polypharmacy, such as de-prescribing, would require 

significant time for tapering protocols and monitoring that is not feasible in the hospital 

setting but could, ideally, be carried out in both hospital and SNF care settings.

Third, the finding that even the presence of geriatric syndromes is infrequently 

communicated to the SNF under current practice highlights an area for improvement.12,17,37 

For example, an older adult that reports depressive symptoms, unintentional weight loss and 

reduced appetite may benefit from the communication of this information so that the SNF 

can initiate active social engagement and supervision in conjunction with mealtimes. This 

type of mealtime intervention, as well as an aggressive between-meal snack program, has 

been demonstrated to improve intake.38,39 This intervention could be implemented 

immediately after SNF admission with timely transition information as opposed to later into 

the relatively short SNF care period. In addition, the early transmission of this important 

clinical information should influence SNF discharge planning, which recent reports suggest 

are problematic.40 Minimally, patients with a recent history of significant weight loss and 

poor appetite should be provided with home care services, and their primary care provider 

should be made aware of these problems at SNF discharge.

Finally, it should be noted that few interventions have been demonstrated to improve the 

most common syndromes documented in this study, even if each syndrome occurs in 

isolation. In general, the dearth of efficacious interventions for improving individual 

geriatric syndromes may be due, in part, to a failure to consider other associated syndromes 

that are frequently present concurrently and which may share a common contributing 

factor.1,2,41 An intervention that targets multiple geriatric syndromes (i.e., the most common 

cluster) and/or a factor common to multiple syndromes (e.g., polypharmacy) may be a more 

feasible, effective approach.1,2,41

There are several strengths and limitations of this study. First, these data were collected as 

part of a larger quality improvement project that included all hospitalized Medicare patients 

who transferred to partner SNFs. The strengths of this approach are that it allowed inclusion 

of all patients who may not traditionally be enrolled in a study involving more stringent 

enrollment criteria and written consent. We believe that this provides greater generalizability 

of our findings and allows us to document the challenges in measuring geriatric syndromes 

via patient interviews when there are minimal subject exclusion criteria. The fact that we did 

not exclude cognitively-impaired patients represents a strength of this study but also 

increased the number of patients who could not complete assessments (e.g., did not know 

how much weight they had lost or could not understand all of the questions). A future 

direction would be to gather at least some of this information more efficiently from family 

surrogates. Another strategy might be to focus the patient interview-based assessments on 

the most common cluster of three syndromes to reduce both staff time and patient response 

burden. In addition, the source of falls and pressure ulcer assessment is performed by 

clinical personnel, and although complete, may not be performed in exactly the same 

manner across all patients. However, since under-reporting appears to provide a more 

significant problem (in regard to the other reported syndromes) it is possible that the overall 

burden of falls and pressure ulcers represented in our population is also higher than our 

estimates.
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A limitation of the study relates to the cross-sectional nature of the data reported; hence, we 

do not report the persistence of geriatric syndromes following hospital or SNF discharge or 

the effect of these conditions on other adverse outcomes (e.g., functional decline, hospital 

readmissions). It is possible that many of the geriatric syndromes documented as new onset 

or worsening in the hospital may be transient, but there are sparse data about the trajectory 

of geriatric syndromes over time for this patient population. One study showed that 

depressive symptoms among hospitalized patients discharged home changed over time but 

that depression levels remained higher than pre-hospital admission.42 If the stability and 

clinical importance of geriatric syndromes are to be investigated further, it will be necessary 

to start the assessment process in the hospital and continue monitoring at SNF discharge. 

This type of monitoring will require improvements in the quality of the information 

provided during these care transitions (hospital to SNF to home/Primary Care Provider) 

relative to current practices.

In summary, this study describes the prevalence of nine geriatric syndromes in hospitalized 

older adults discharged to SNF and, despite high prevalence as well as clustering of the 

syndromes; this information was rarely communicated to SNF providers or the focus of 

interventions in the hospital. This study also documents one reason that SNF patients are at 

high risk for decline (multiple geriatric syndromes) and provides specific directions for 

improvement in hospital care transitions and how a new generation of interventions will 

need to be developed to address these issues.
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Figure 1. 
Prevalence of number of geriatric syndromes (from maximum of 9 possible) amongst 

hospitalized older adults transferred to partner skilled nursing facilities
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Table 1

Geriatric Syndrome Assessment

Syndrome Assessment Method Details Completion Rate

Weight Loss 1-Item Interview “Have you lost weight without trying to within the last month 
prior to being admitted to the hospital?”
“Have you lost weight during this hospital stay?”

66%

Decreased Appetite 2-Item Interview “Have you noticed a change in your appetite since being 
admitted to the hospital?”

85%

Bladder & Bowel 
Incontinence

2-Item Interview “Do you have any urine or bowel accidents?, If ‘yes’ which?- 
bladder, bowel or both”
If ‘yes’ did that start in hospital or shortly before you came to 
hospital or is this chronic/long-term?”

86%

Depressive Symptoms Geriatric Depression Scale 
(GDS) - 5 Item

Presence = GDS-5 Score ≥ 2, Absence = GDS-5 Score < 2
If GDS-5 Score ≥ 2 – “Do you think your answers show a 
change from what you were like a month ago?”

76%

Delirium Brief-Confusion 
Assessment Method (B-
CAM)

Positive/Negative according to B-CAM 84%

Cognitive Impairment Brief Interview for Mental 
Status (BIMS)

Cognitively Impaired = Score ≤ 12, Cognitively Intact = Score 
13–15
“Do you think you would have done better, worse, or the same 
on this test a month ago?”

80%

Pain at Discharge 3-Item Interview “Please rate your current pain on a scale from 0 to 10 with 0 
being no pain and 10 being the worst pain you can imagine” 
OR ““Please rate the intensity of your current pain – None, 
mild, moderate, severe, very severe”
Presence of Moderate/Severe on verbal or = ≥5 on numeric 
scale
“What is your usual pain level, prior to being admitted to the 
hospital?” (Numerical or Verbal)

72%

Falls Medical record review Presence of falls in the last 3 months (from time of hospital 
admission)

99%

Pressure Ulcers Medical record review Pressure Ulcers (Stage 1–4) at or during hospital admission 91%
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Table 2

Baseline Characteristics of Hospitalized Patients Transferred to Skilled Nursing Facility

Characteristic N = 686

Age, in years, mean (± SD) 75 (± 11.8)

Sex, n (%)

 Female 405 (59%)

Race, n (%)

 White 574 (83.7%)

 African American 97 (14.1%)

 Other 15 (2.2%)

Discharge Service, n (%)

 Orthopedics 156 (22.74%)

 Geriatrics 114 (16.62%)

 General Medicine 97 (14.14%)

 Cardiology/Cardiac Surgery 92 (13.41%)

 Neurology/Neurosurgery 67 (9.77%)

Other 160 (23.3%)

Admission Diagnosis, n (%)

 Falls/fracture 127 (18.5%)

 Pneumonia 33 (4.8%)

 Osteoarthritis 30 (4.4%)

 Ischemic Heart Disease 27 (3.9%)

 Urinary Tract Infection 26 (3.8%)

 Malignancy 22 (3.2%)

 Altered Mental Status 22 (3.2%)

 Cerebrovascular Event 22 (3.2%)

 Congestive Heart Failure 14 (2.0%)

 Chronic Obstructive Pulmonary Disease 7 (1.0%)

Hospital Length of Stay, in days, mean(± SD) 8.4 (± 6.2)

Number of Medications at Discharge (n=680)*, mean(±SD) 13.9 (± 4.8)

*
Data available for number of discharge medications
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Table 4

Top 10 Clusters of Geriatric Syndromes in Hospitalized Patients Transferred to Skilled Nursing Facility

All
Number of Patients

Prevalence in 
patients with ≥3 

syndromes (N=152)
Overall* Prevalence (N=277)

Weight Loss, Loss of Appetite, Incontinence 35 23% 13%

Weight Loss, Loss of Appetite, Depressive Symptoms 32 21% 12%

Weight Loss, Depressive Symptoms, Incontinence 30 20% 11%

Loss of Appetite, Depressive Symptoms, Incontinence 27 18% 10%

Weight Loss, Depressive Symptoms, Falls 25 16% 9%

Weight Loss, Incontinence, Fall 25 16% 9%

Weight Loss, Loss of Appetite, Fall 25 16% 9%

Depressive Symptoms, Incontinence, Falls 24 16% 9%

Weight Loss, Loss of Appetite, Pain 23 15% 8%

Loss of Appetite, Depressive Symptoms, Pain 22 14% 8%

Men (N=63) (N=117)

Weight Loss, Loss of Appetite, Depressive Symptoms 13 23% 11%

Weight Loss, Depressive Symptoms, Incontinence 12 21% 10%

Weight Loss, Loss of Appetite, Incontinence 12 21% 10%

Weight Loss, Loss of Appetite, Pain 11 20% 9%

Weight Loss, Incontinence, Falls 10 18% 9%

Weight Loss, Loss of Appetite, Pressure Ulcers 10 18% 9%

Loss of Appetite, Depressive Symptoms, Incontinence 9 16% 8%

Weight Loss, Loss of Appetite, Falls 9 16% 8%

Depressive Symptoms, Incontinence, Cognitive Impairment 8 14% 7%

Weight Loss, Depressive Symptoms, Falls 8 14% 7%

Women (N=89) (N=160)

Weight Loss, Loss of Appetite, Incontinence 23 29% 14%

Weight Loss, Loss of Appetite, Depressive Symptoms 19 24% 12%

Loss of Appetite, Depressive Symptoms, Incontinence 18 23% 11%

Weight Loss, Depressive Symptoms, Incontinence 18 23% 11%

Depressive Symptoms, Incontinence, Falls 17 22% 11%

Loss of Appetite, Depressive Symptoms, Falls 17 22% 11%

Weight Loss, Depressive Symptoms, Falls 17 22% 11%

Loss of Appetite, Incontinence, Falls 16 20% 10%

Weight Loss, Loss of Appetite, Falls 16 20% 10%

Depressive Symptoms, Incontinence, Pain 15 19% 9%

*
Prevalence reported only for patients with complete data for all assessments
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