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Individuals who have had intrinsic capacity deficits identified after completing the

SEARCH may benefit from more detailed assessment as specified under each

\ domain below. Where deficits are confirmed, a range of potential interventions are

\\\ described in the second part of the document. Some interventions may benefit
\ multiple intrinsic capacities.

Nutritional Status

Investigate Further:
e  Mini Nutritional Assessment (MNA-SF)
e Malnutrition Universal Screening Tool (MUST)

O Deficit Recommended Interventions:
Identified Q Nutritional Intervention 9 Exercise 0 Physical Activity

Oral Health

Investigate Further:
e Referif any ‘yes’ response to screening questions.
Recommended Interventions:

O Deficit @ Oral Health Strategies

Identified
Investigate Further:
e Investigate reversible causes of fatigue including:
o sleep apnoea
. o depression
O Deficit O anaemia
Identified .
o hypotension
o hypothyroidism
o undernutrition
o B12 deficiency
o Sedating medication
Recommended Interventions:
9 Nutritional Intervention e Exercise 0 Physical Activity 9 Mental Health
Interventions G Sleep Strategies 9 Social Engagement @ Pain Management @ Chronic
Condition Management
Pain
Q* }}1 Investigate Furtl?er:
A e Faces Pain Scale
/C\ e Pain Assessment in Advanced Dementia Scale (PAINAD)
(,) e Assess for the underlying cause of the pain
O Deficit Recommc::nded Inter\./ention:s:. . .
Identified e Exercise 0 Physical Activity e Mental Health Interventions 0 Sleep Strategies @

Pain Management
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Physical Activity
Investigate Further:
e performs 150 minutes of moderate-intensity physical activity per week?
Recommended Interventions:
O Deficit 9 Exercise 0 Physical Activity Q Social Engagement

Identified

5

Investigate Further:

e Grip Strength: Hand-held dynamometer
Recommended Interventions:
9 Nutritional Intervention 9 Exercise 0 Physical Activity

)<

O Deficit
Identified
Walk Speed
Investigate Further:
e Timed Up and Go.
e 4-Metre Walk
O Deficit Recommended Interventions:

Identified 9 Exercise 0 Physical Activity

Falls & Balance
Investigate Further:

e Falls Risk for Older People in the Community (FROP-COM) Screen
Recommended Interventions:
9 Nutritional Intervention 9 Exercise 0 Physical Activity 9 Falls & Balance
Interventions @ Urinary Incontinence Management m Medication Review @Chronic
Condition Management

o

O Deficit
Identified

Urinary Continence
Investigate Further:
e Assess for Urge and Stress Incontinence
Recommended Interventions:
O Deficit 9 Exercise Q Physical Activity @ Urinary Incontinence Management @ Chronic
Identifieq  Condition Management

Memory

Investigate Further:
e Mini-Mental State Examination (MMSE)
e Rowland Universal Dementia Assessment Scale (RUDAS)
¢ Montreal Cognitive Assessment (MOCA)
O Deficit  Recommended Interventions:
Identified @) Exercise @) Physical Activity @) Cognitive Interventions @) Social Engagement

Mental Health

Investigate Further:
e Geriatric Depression Scale (GDS)
e Geriatric Anxiety Scale (GAS)
O Deficit Recommended Interventions:
Identified 9 Exercise o Physical Activity e Mental Health Interventions 0 Cognitive
Interventions 9 Social Engagement
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Multiple Medications
Investigate Further:

o Refer for Medication Management Review
Recommended Interventions:

O Deficit m Medication Review @ Chronic Condition Management
Identified

O Deficit

Health Conditions
Investigate Further:
e Condition specific assessments
Recommended Interventions:
9 Nutritional Intervention 9 Exercise 0 Physical Activity @ Chronic Condition
Management

Identified

O Deficit
Identified

Sensory
Investigate Further:
e Vision: Hand held Snellen’s chart, or
e Hearing: Whisper voice test
Recommended Interventions:
@ Chronic Condition Management @ Sensory Interventions.

Interventions

Frailty is a complex multi-factorial process often requiring multiple interventions.! Each intervention can impact

on multiple capacity deficits.

o

Medical Review

Individuals who are identified as being either frail or at risk of frailty should be encouraged to be

reviewed by their medical practitioner for a comprehensive assessment.? In particular, individuals with
suspected mild cognitive impairment should have a comprehensive medical assessment to identify

other conditions that may be contributing to this impairment.3

Nutritional Intervention

Aim to ensure protein and energy requirements are being met. The optimal daily protein intake for
older people is at least 1.0 -1.2 g/kg/day (requirements are increased in those who are unwell) and

reduced in those with severe kidney disease. *

Consider referral to dietetics for assessment and intervention.
Consider dental review if dental problems causing chewing difficulties.®
Consider speech pathology review if there are swallowing problems.®

This intervention may benefit deficits in following intrinsic capacities:

Nutritional Status, Fatigue, Strength
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Exercise

Exercise is a key frailty intervention and includes strength, endurance and balance training. %’

Strength training is a priority area for exercise intervention, and may need to be addressed first prior to
endurance training. &

Progressive resistance training (PRT) is an important intervention for addressing weakness and involves
exercising muscles against resistance that is progressively increased as strength improves.? High-
intensity training (exercise machines) results in greater lower limb strength and vitality than low-
intensity (elastic tubing / bands).2 PRT is effective in improving neuromuscular activity, muscle mass,
strength, power, and functional capacity.’

Individuals should aim to perform 150 minutes of moderate-intensity physical activity per week.® (also
see physical activity below)

Walking is an affordable and accessible activity for achieving moderate intensity activity targets.
Consider referral to an exercise physiologist

This intervention may benefit deficits in following intrinsic capacities:

o

Nutritional Status, Fatigue, Pain, Physical Activity, Strength, Walk Speed, Falls & Balance, Urinary
Continence, Memory, Mental Health, Chronic Conditions

Physical Activity

Aim to reduce the time spent sitting and increase participation in daily physical activity. Even a small
increase in activity has substantial benefits. 1°

Aim to achieve 150 minutes of moderate intensity activity per week. °

Individuals who are reluctant to do exercise may be willing to participate in a program that is embedded
in their daily activity. 1! This lifestyle approach has been found to achieve greater functional gains than a
structured exercise program.

This intervention may benefit deficits in following intrinsic capacities:

Nutritional Status, Fatigue, Pain, Physical Activity, Strength, Walk Speed, Falls & Balance, Urinary
Continence, Memory, Mental Health, Chronic Conditions

Mental Health Interventions

Depression is both a risk factor and a consequence of frailty.!> 3

A number of strategies have been demonstrated to be effective in addressing depression including
antidepressants,’* psychotherapy,® physical activity / exercise,® and social activities.?”

Commencing a program focused on physical frailty may also indirectly address depressive symptoms.
There is evidence to suggest that older adults with a generalised anxiety disorder are likely to benefit
from either psychotherapeutic or pharmacological interventions, or both in combination.®

Reducing isolation and boredom through social engagement and participating in pleasant activities is
also an important component preventing or reversing the cycle of increased anxiety. Activity can be a
means of facilitating connection and intimacy with other people..?®

As there is a relationship between anxiety and mild cognitive impairment, interventions targeting
anxiety may also indirectly benefit cognition.?

Relaxation interventions have also been identified as resulting in improvements in depression and
anxiety for older adults.?! Particular interventions of benefit were progressive muscle relaxation
training, music interventions and yoga.

This intervention may benefit deficits in following intrinsic capacities:

Nutritional Status, Fatigue, Pain, Physical Activity, Strength, Walk Speed, Memory, Mental Health,
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@ Sleep Strategies

e Addressing insomnia through multicomponent intervention has been demonstrated as most effective
for older adults.?? This approach consisting of a combination of: stimulus control, sleep restriction,
relaxation and sleep hygiene. Exercise has also been shown to improve sleep quality.?

This intervention may benefit deficits in following intrinsic capacities:
e Fatigue, Pain

0 Cognitive Interventions

e Multimodal interventions are recommended for individuals with reversible cognitive impairment:
promotion of physical activity, cognitive stimulation, exercise, healthy diet, active and social
engagement, getting adequate sleep, maintaining a proper body weight, and metabolic control (lipids,
diabetes, blood pressure).?*

e Interventions that focus on physical frailty and the management of chronic conditions may also delay
cognitive frailty.?

e Interventions that involve social or group interaction may also benefit depression and anxiety.'®

e Cognitive Stimulation Therapy (CST) is an important non-pharmacological intervention for individuals
with mild to moderate dementia that has been associated with a significant improvement in cognition.?®
CST is a group-based program that aims to enhance cognitive and social functioning of participants
through structured activities including: physical activity, discussion of events past or present, puzzles
and word games, music and practical activities, such as gardening, baking or craft. CST is a time limited
program that is typically delivered over seven weeks with two 60 minutes sessions per week and is
usually facilitated by an occupational therapist.

This intervention may benefit deficits in following intrinsic capacities:
e Fatigue, Physical Activity, Memory, Mental Health

e Social Engagement

e Social engagement may reduce the risk of cognitive decline as well as reducing depressive and anxiety
symptoms.> ! Some forms of social engagement may also provide greater opportunities for incidental
physical activity (e.g., dancing).

This intervention may benefit deficits in following intrinsic capacities:
e Fatigue, Physical Activity, Memory, Mental Health

Q Falls & Balance Interventions

e Falls and balance interventions should focus on intrinsic risk factors (related to a person’s condition or
behaviour) ) and extrinsic factors (associated with a person's interaction within his or her
environment).2®

e Consider referral to a falls management program

e Multifactorial intervention programs address a range of risk factors: exercise focused on muscle
strengthening and balance retraining; occupational therapy home safety assessment and home hazard
modification; general practitioner medication prescribing review, the withdrawal of psychotropic
medications.?’” The most effective exercise programs for falls prevention are those which include a
component of balance training, have a higher dose of exercise, and do not include a walking program.®
Exercises for falls prevention should be performed at least twice weekly on an ongoing basis and
progress in difficulty throughout the program.?
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This intervention may benefit deficits in following intrinsic capacities:
e Nutritional Status, Fatigue, Physical Activity, Strength, Walking Speed, Falls & Balance, Multiple
Medications, Health Conditions.

@ Urinary Incontinence Management

e The association of urinary urge incontinence with numerous chronic conditions means that the effective
management of continence and chronic conditions is likely to be mutually beneficial.®® There is evidence
to suggest that conservative management is effective for older adults with UUI.3! These interventions
include:

o Pelvic Floor Exercise (PFE) in combination with physical exercise. This intervention has
moderately strong effectiveness.

e Conservative management in residential care setting:

o Attention training (prompted voiding and reminders to make toilet visits), being helped to go to
the toilet every hour, in combination with functional exercise
o Physical exercise in combination with ADL training

e Pharmacological treatment, such as anticholinergic drugs, have a significant but small effect on the
management of UUI. However, adverse side effects such as dry mouth and constipation are common, as
well as the potential risk to cognitive function, making the treatment of UUI in the frail elderly not
evidence based.*?

This intervention may benefit deficits in following intrinsic capacities:
e Physical Activity, Strength, Walking Speed, Urinary Continence, Health Conditions

m Medication Review

e The reduction in the absolute number of medications is one the most important interventions for
reducing the risk of ADRs in older adults.>

e Maedications should be avoided where the risk of use is greater than the benefits.*

e Medications with an anticholinergic effect (e.g., antihistamines, tricyclic antidepressants, major
tranquilisers, old and atypical antipsychotics, and antimuscarinics for urinary incontinence) are
specifically highlighted as being associated with frailty after adjusting for polypharmacy..?® The 2015
updated Beers Criteria is a useful reference for identifying inappropriate medication for older adults.3®
https://agsjournals.onlinelibrary.wiley.com/doi/full/10.1111/jgs.13702

e Vitamin D deficiency is common among older people, supplementation (without testing) is
recommended for those at risk.3”- 38

e Consider a pharmacist home medication review (MBS Item number 900)

e Consider compliance aids such as Webster packs or dosette boxes, as well as simplification of
medication regimens.3%3°

e Provide education to patients and families about their medications.

This intervention may benefit deficits in following intrinsic capacities:
e Pain, Falls & Balance, Memory, Multiple Medications, Health Conditions.

@ Oral Health Strategies

e Oral health and general health are closely linked. %°
e Encourage regular dental review. #

e Consider the person’s physical ability to maintain oral hygiene, which may require carer assistance. >4

This intervention may benefit deficits in following intrinsic capacities:
e Nutritional Status, Oral Health
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@ Pain Management

e Assess for the underlying cause of the pain.

e Pharmacology is the most common approach to addressing pain in older adults, however, greater
reductions in pain and improvement in function may be achieved in combination with non-
pharmacologic treatments.

e Key non-pharmacological interventions include:

o therapeutic exercise programs (that address range of motion, muscle strength and power,
enhance postural and gait stability, and restoring cardiovascular fitness);

o participation in physical activity; patient education (self-management and coping strategies);

o cognitive coping strategies (distraction methods, mindfulness, and methods for addressing self-
defeating thoughts);

o behavioural strategies (pacing, increasing involvement in pleasurable activities, and relaxation
methods).*

e Individuals with disabling foot pain would benefit from podiatry treatment that also addresses footwear
advice modification, education in self-care, orthoses for pressure distribution, foot and ankle exercises,
and falls prevention education.*> 46

This intervention may benefit deficits in following intrinsic capacities:
e Fatigue, Pain, Physical Activity, Strength, Walking Speed, Mental Health.

@ Chronic Condition Management

e A holistic approach is required to the management of chronic conditions in older adults, particularly for
those individuals with multimorbidity. Comprehensive assessment and well-integrated care are two key
components to the effective management of multimorbidity.*’ The treatment of diseases in isolation is
inefficient and may result in burdensome and potentially inappropriate treatment as rigidly following
practice guidelines may result in polypharmacy, adverse drug interactions and unnecessary cost.*” 48
Frailty has been identified as a potential framework for addressing multimorbidity in primary care
through a structured holistic assessment that may support identification of the goals of care, highlight
both the risks and benefits of preventive and screening interventions, and support informed
recommendations and decisions about care.*® In addition, interventions that target frailty and slow the
ageing process may also be considered as useful strategies in delaying or preventing the onset of
chronic conditions.*

e The major modifiable risk factors for chronic conditions include: dyslipidemia, hypertension, diabetes,
smoking, obesity, and physical activity.*’

e Strategies with demonstrated effectiveness in supporting the management of chronic conditions for
older adults include:

o Care coordination with a minimum of one in-person contact per month, teaching patients how
to manage their medications, and close liaison with hospitals to manage acute transitions and to
reduce short-term admissions has been linked with improved health outcomes, reduced
hospitalisation and health expenditure.>?

o Self-management programs delivered by health professionals utilising either group or
individualised sessions have been associated with improved patient outcomes.>>

o Technology has evidence supporting its effectiveness as both a mechanism for delivering
therapy, in particular for achieving health behaviour change,® as well as for monitoring, to
support the management of chronic conditions.>®

e Challenges to the management of multimorbidity in older adults include overcoming ageist attitudes
that are widespread among older people themselves and health professionals, namely, that poor health
is inevitable, interventions are ineffective, and improved outcomes are not valuable.*’

e From the perspective of older adults with multimorbidities, the ideal processes of care are those which:
focus on patients’ overall needs, provide convenient access to care providers, are individualised and
patient-centred, provide good communication about care plans, have continuity of care with providers,
have a single coordinator as a primary contact, and are delivered by providers who have good listening
skills and a caring attitude.””
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This intervention may benefit deficits in following intrinsic capacities:
e Urinary Continence, Multiple Medications, Chronic Conditions

@ Sensory Interventions

Vision — A comprehensive eye examination is recommended every 1-2 years for older adults, consisting
of a visual acuity test, pharmacologic dilation of the pupil, tonometry, and visual field testing.>®

o Hearing — individuals with a functional hearing impairment or screening positive to whispered-voice
tests for hearing loss should be referred for formal testing.*®

This intervention may benefit deficits in following intrinsic capacities:
e Cognition, Sensory Function

SEARCH-Plan (v1 —30/04/2021)
© 2021. MQ Thompson, S Yu, O Theou, R Visvanathan. University of Adelaide.

Page 8
This work is licensed under a Creative Commons Attribution-NoDerivatives 4.0 International License.



http://creativecommons.org/licenses/by-nd/4.0/

References

1. Inouye S, Studenski S, Tinetti ME, Kuchel G. Geriatric syndromes: clinical, research, and policy
implications of a core geriatric concept. ] Am Geriatr Soc. 2007;55:780-91.

2. Visvanathan R, Yu S, Cesari M, Beilby J. Sarcopenia and frailty. Australian Doctor. 2015(6 March
2015):29-38.

3. Langa KM, Levine DA. The diagnosis and management of mild cognitive impairment: a clinical review.
Jama. 2014;312(23):2551-61.

4, Bauer J, Biolo G, Cederholm T, Cesari M, Cruz-Jentoft AJ, Morley JE, et al. Evidence-based

recommendations for optimal dietary protein intake in older people: a position paper from the PROT-AGE Study
Group. J Am Med Dir Assoc. 2013;14(8):542-59.

5. Sahyoun NR, Lin CL, Krall E. Nutritional status of the older adult is associated with dentition status.
Journal of the American Dietetic Association. 2003;103(1):61-6.

6. Takeuchi K, Aida J, Ito K, Furuta M, Yamashita Y, Osaka K. Nutritional status and dysphagia risk among
community-dwelling frail older adults. The journal of nutrition, health & aging. 2014;18(4):352-7.

7. Cadore EL, Rodriguez-Manas L, Sinclair A, Izquierdo M. Effects of different exercise interventions on risk
of falls, gait ability, and balance in physically frail older adults: a systematic review. Rejuvenation Res.
2013;16(2):105-14.

8. Liu CJ, Latham NK. Progressive resistance strength training for improving physical function in older
adults. Cochrane Database Syst Rev. 2009(3).

9. U.S. Department of Health and Human Services. 2008 Physical Activity Guidelines for Americans.
Washington DC: U.S. Department of Health and Human Services, 2008.

10. Hamer M, de Oliveira C, Demakakos P. Non-exercise physical activity and survival: English longitudinal
study of ageing. Am J Prev Med. 2014;47(4):452-60.

11. Burton E, Lewin G, Clemson L, Boldy D. Effectiveness of a lifestyle exercise program for older people

receiving a restorative home care service: a pragmatic randomized controlled trial. Clin Interv Aging.
2013;8:1591-601.

12. Whitson HE, Thielke S, Diehr P, O'Hare AM, Chaves PH, Zakai NA, et al. Patterns and predictors of
recovery from exhaustion in older adults: the cardiovascular health study. J Am Geriatr Soc. 2011;59(2):207-13.
13. Mezuk B, Edwards L, Lohman M, Choi M, Lapane K. Depression and frailty in later life: a synthetic
review. International journal of geriatric psychiatry. 2012;27(9):879-92.

14, Wilson K, Mottram P, Sivanranthan A, Nightingale A. Antidepressant versus placebo for depressed
elderly. The Cochrane database of systematic reviews. 2001(2):Cd000561.

15. Wilson KC, Mottram PG, Vassilas CA. Psychotherapeutic treatments for older depressed people. The
Cochrane database of systematic reviews. 2008(1):Cd004853.

16. Blake H, Mo P, Malik S, Thomas S. How effective are physical activity interventions for alleviating
depressive symptoms in older people? A systematic review. Clin Rehabil. 2009;23(10):873-87.

17. Forsman AK, Schierenbeck |, Wahlbeck K. Psychosocial interventions for the prevention of depression in
older adults: systematic review and meta-analysis. J Aging Health. 2011;23(3):387-416.

18. Goncalves DC, Byrne GJ. Interventions for generalized anxiety disorder in older adults: systematic review
and meta-analysis. J Anxiety Disord. 2012;26(1):1-11.

109. Freshour JS, Amspoker AB, Yi M, Kunik ME, Wilson N, Kraus-Schuman C, et al. Cognitive behavior
therapy for late-life generalized anxiety disorder delivered by lay and expert providers has lasting benefits. Int J
Geriatr Psychiatry. 2016;31(11):1225-32.

20. Beaudreau SA, O'Hara R. The association of anxiety and depressive symptoms with cognitive
performance in community-dwelling older adults. Psychol Aging. 2009;24(2):507-12.
21. Klainin-Yobas P, Oo WN, Suzanne Yew PY, Lau Y. Effects of relaxation interventions on depression and

anxiety among older adults: a systematic review. Aging Ment Health. 2015;19(12):1043-55.

22. Rodriguez JC, Dzierzewski JM, Alessi CA. Sleep problems in the elderly. The Medical clinics of North
America. 2015;99(2):431-9.

23. Yang PY, Ho KH, Chen HC, Chien MY. Exercise training improves sleep quality in middle-aged and older
adults with sleep problems: a systematic review. Journal of physiotherapy. 2012;58(3):157-63.

24. Ruan Q, Yu Z, Chen M, Bao Z, Li J, He W. Cognitive frailty, a novel target for the prevention of elderly
dependency. Ageing Res Rev. 2015;20:1-10.

SEARCH-Plan (v1 —30/04/2021)
© 2021. MQ Thompson, S Yu, O Theou, R Visvanathan. University of Adelaide. Page 9
This work is licensed under a Creative Commons Attribution-NoDerivatives 4.0 International License.



http://creativecommons.org/licenses/by-nd/4.0/

25. Aguirre E, Woods RT, Spector A, Orrell M. Cognitive stimulation for dementia: a systematic review of the
evidence of effectiveness from randomised controlled trials. Ageing Res Rev. 2013;12(1):253-62.

26. Australian Commission on Safety and Quality in Healthcare. Preventing Falls and Harm from Falls in
Older People. Best Practice Guidelines for Australian Community Care. Canberra: 2009.

27. Hanley A, Silke C, Murphy J. Community-based health efforts for the prevention of falls in the elderly.
Clin Interv Aging. 2011;6:19-25.

28. Sherrington C, Whitney J, Lord SR, Herbert RD, Cumming RG, Close J, C T. Effective exercise for the
prevention of falls: A systematic review and meta-analysis. The American Geriatrics Society. 2008;56(12):2234-
43,

29. National Centre for Injury Prevention and Control. Preventing Falls: How to develop community-based
fall prevention programs for older adults. Atlanta, Georgia: National Centre for Injury Prevention and Control,
2008.

30. Coyne KS, Wein A, Nicholson S, Kvasz M, Chen Cl, Milsom I. Comorbidities and personal burden of
urgency urinary incontinence: a systematic review. Int J Clin Pract. 2013;67(10):1015-33.

31. Stenzelius K, Molander U, Odeberg J, Hammarstrom M, Franzen K, Midlov P, et al. The effect of
conservative treatment of urinary incontinence among older and frail older people: a systematic review. Age
Ageing. 2015;44(5):736-44.

32. Samuelsson E, Odeberg J, Stenzelius K, Molander U, Hammarstrom M, Franzen K, et al. Effect of
pharmacological treatment for urinary incontinence in the elderly and frail elderly: A systematic review. Geriatr
Gerontol Int. 2015;15(5):521-34.

33. Hubbard RE, O'Mahony MS, Woodhouse KW. Medication prescribing in frail older people. Eur J Clin
Pharmacol. 2013;69(3):319-26.

34, American Geriatrics Society. American Geriatrics Society updated Beers Criteria for potentially
inappropriate medication use in older adults. J Am Geriatr Soc. 2012;60(4):616-31.

35. Herr M, Sirven N, Grondin H, Pichetti S, Sermet C. Frailty, polypharmacy, and potentially inappropriate
medications in old people: findings in a representative sample of the French population. Eur J Clin Pharmacol.
2017;73(9):1165-72.

36. American Geriatrics Society. American Geriatrics Society 2015 Updated Beers Criteria for Potentially
Inappropriate Medication Use in Older Adults. J Am Geriatr Soc. 2015;63(11):2227-46.

37. Zhou J, Huang P, Liu P, Hao Q, Chen S, Dong B, et al. Association of vitamin D deficiency and frailty: A
systematic review and meta-analysis. Maturitas. 2016;94:70-6.

38. Nowson CA, McGrath JJ, Ebeling PR, Haikerwal A, Daly RM, Sanders KM, et al. Vitamin D and health in
adults in Australia and New Zealand: a position statement. Med J Aust. 2012;196(11):686-7.

39. Hajjar ER, Cafiero AC, Hanlon JT. Polypharmacy in elderly patients. Am J Geriatr Pharmacother.
2007;5(4):345-51.

40. Polzer I, Schimmel M, Muller F, Biffar R. Edentulism as part of the general health problems of elderly
adults. Int Dent J. 2010;60(3):143-55.

41. Gil-Montoya JA, de Mello AL, Barrios R, Gonzalez-Moles MA, Bravo M. Oral health in the elderly patient
and its impact on general well-being: a nonsystematic review. Clin Interv Aging. 2015;10:461-7.

42. Avlund K, Holm-Pedersen P, Schroll M. Functional ability and oral health among older people: a
longitudinal study from age 75 to 80. J Am Geriatr Soc. 2001;49(7):954-62.

43. Budtz-Jorgensen E, Chung JP, Rapin CH. Nutrition and oral health. Best Pract Res Clin Gastroenterol.
2001;15(6):885-96.

44, AGS Panel on Persistent Pain in Older Persons. The management of persistent pain in older persons. J
Am Geriatr Soc. 2002;50(6 Suppl):5205-24.

45, Spink MJ, Menz HB, Fotoohabadi MR, Wee E, Landorf KB, Hill KD, et al. Effectiveness of a multifaceted
podiatry intervention to prevent falls in community dwelling older people with disabling foot pain: randomised
controlled trial. BMJ. 2011;342:d3411.

46. Balanowski KR, Flynn LM. Effect of painful keratoses debridement on foot pain, balance and function in
older adults. Gait Posture. 2005;22(4):302-7.

47. Prince MJ, Wu F, Guo Y, Gutierrez Robledo LM, O'Donnell M, Sullivan R, et al. The burden of disease in
older people and implications for health policy and practice. Lancet. 2015;385(9967):549-62.

48. Salisbury C. Multimorbidity: redesigning health care for people who use it. Lancet. 2012;380(9836):7-9.
49, Lacas A, Rockwood K. Frailty in primary care: a review of its conceptualization and implications for
practice. BMC Med. 2012;10:4.

SEARCH-Plan (v1 —30/04/2021)
© 2021. MQ Thompson, S Yu, O Theou, R Visvanathan. University of Adelaide. Page 10
This work is licensed under a Creative Commons Attribution-NoDerivatives 4.0 International License.



http://creativecommons.org/licenses/by-nd/4.0/

50. Fabbri E, Zoli M, Gonzalez-Freire M, Salive ME, Studenski SA, Ferrucci L. Aging and Multimorbidity: New
Tasks, Priorities, and Frontiers for Integrated Gerontological and Clinical Research. J Am Med Dir Assoc.
2015;16(8):640-7.

51. Peikes D, Chen A, Schore J, Brown R. Effects of care coordination on hospitalisation, quality of care, and
health care expenditures among medicare beneficiaries. ] Am Med Assoc. 2009;301(6):603-18.

52. Chodosh J, Morton SC, Mojica W, Maglione M, Suttorp MJ, Hilton L. Meta-analysis: Chronic disease self-
management programs for older adults. Ann Intern Med. 2005;143(6):427-38.

53. Zwar N, Harris MF, Griffiths R, Roland M, Dennis S, Powell Davies G, et al. A systematic review of chronic
disease management. Canberra: Australian Primary Health Care Research Institute, 2006.

54, Williams AM, Dennis S, Harris MF. How effective are the linkages between self-management
programmes and primary care providers, especially for disadvantaged patients? Chronic Iliness. 2011;7:20-30.
55. Rosser BA, Vowles KE, Keough E, Eccleston C, Mountain GA. Technologically-assisted behaviour change:
A systematic review of studies of novel technologies for the management of chronic iliness. J Telemed Telecare.
2009;15(7):327-38.

56. Pare G, Mogadem K, Pineau G, St-Hilaire C. Clinical effects of home telemonitoring in the context of
diabetes, asthma, heart failure and hypertension: A systematic review. ) Med Internet Res. 2010;12(2):1-15.
57. Bayliss EA, Edwards AE, Steiner JF, Main DS. Processes of care desired by elderly patients with
multimorbidities. Fam Pract. 2008;25:287-93.

58. Pelletier AL, Rojas-Roldan L, Coffin J. Vision Loss in Older Adults. Am Fam Physician. 2016;94(3):219-26.
59. Bagai A, Thavendiranathan P, Detsky AS. Does this patient have hearing impairment? JAMA.
2006;295(4):416-28.

SEARCH-Plan (v1 —30/04/2021)
© 2021. MQ Thompson, S Yu, O Theou, R Visvanathan. University of Adelaide. Page 11
This work is licensed under a Creative Commons Attribution-NoDerivatives 4.0 International License.



http://creativecommons.org/licenses/by-nd/4.0/

