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Quality of Life in older Australians after 

Hip Fracture: a longitudinal study 

(QoLAHF) – Project Description 
 

Introduction 

Background/Rationale 

Osteoporosis remains one of the most common illnesses affecting adults in the later stages of life and can 

incur a significant degree of morbidity if left untreated. The most recent data on the prevalence of 

osteoporosis is 8.9% for all Australians over 45 years old.1 The true prevalence of this silent disease is likely 

much greater, as diagnoses of osteoporosis tend to be made only after a fracture.2 Among these fragility 

fractures, hip fracture is the most common at 31.7% compared to other sites, including forearm (12.6%), 

lumbar spine and pelvis (13.2%), lower leg and ankle (11.1%) and shoulder and upper arm (11.0%)1. 

Additionally, hip fracture is by far the costliest on the healthcare system, with an estimated total cost of 

$1,126,808,578 in 2022 (AUD 2012), representing 43% of the price of all fractures in Australia.3 

 

Hip fractures are often a life-altering event and can result in significant morbidity and mortality, frequently 

making once independent patients now dependent on others for care. This study aims to establish baseline 

health-related quality of life (HRQoL) levels for up to one year in older adults following a fragility hip fracture. 

This data will aim to improve the understanding of disease burden in this group of patients and guide future 

policies and research. It may also serve as a useful reference dataset for further analyses of HRQoL in Australia 

and worldwide. 

 

Literature Review 

There have been many studies over the last 20 years assessing quality of life following various types of fragility 

fractures. The most frequently evaluated of these is hip fractures, primarily likely given the significant 

morbidity associated with this type and the norm for these patients to be hospitalised post-fracture.  

 

ICUROS 

The most extensive study of recent is the International Costs and Utilities Related to Osteoporotic Fractures 

Study (ICUROS), a prospective multi-centre international study initiated in 2007 through the International 

Osteoporosis Foundation with the objective of estimating costs and quality of life related to osteoporotic 

fractures.4 The Australian arm of the ICUROS (AusICUROS) was recently published in 2021 and aimed to assess 

the relationship between HRQoL 12 months post-fracture and 5-year mortality.5 Within the AusICUROS, 

HRQoL was measured using the older EQ-5D-3L and included data on 524 adults with fragility fractures across 
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Australia, 150 of whom had hip fractures. The AusICUROS concluded that “mortality risk was lower in 

participants who recovered to their pre-fracture HRQoL at 12 months compared to those who did not recover 

(HR = 0.56, 95% CI: 0.33–0.96, p = 0.034)”.5 Of particular importance to the QoLAHF study, the majority 

(59.3%) of hip fracture patients did not recover to pre-morbid HRQoL.5 In addition, hip fracture was associated 

with a hazard ratio of 4.28 (2.37–7.72) with respect to 5-year mortality.5 

 

The AusICUROS, although not restricted to hip fractures, was the only large Australian study identified 

assessing change in HRQoL following hip fracture.5 The QoLAHF study aims to expand on this limited Australia 

data on HRQoL following hip fracture by evaluating a prospective dataset and utilising an updated HRQoL tool 

as outlined below. 

 

Instruments  

The EuroQol Group EQ-5D was observed to be the most commonly used QoL questionnaire for previous hip or 

fragility fracture studies, included in 9 prospective and 1 retrospective study.5–14 However, of these, all utilised 

the previous 3L (3-Level) variant rather than the updated 5L (5-Level) variant of the questionnaire.5–14 

 

The 36-Item Short Form Health Survey (SF-36) was the next most common questionnaire assessing HRQoL and 

is widely accepted as a generic quality of life questionnaire.10,15–17 Both the SF-36 and EQ-5D have shown high 

responsiveness in their ability to assess clinically important changes in HRQoL in elderly patients with hip 

fractures.18 However, the EuroQol scale is generally the preferred item in geriatric patients, particularly due to 

its brevity and simplicity.17,19 Additionally, despite the increased sensitivity of the SF-36 to lower levels of 

morbidity, the EQ-5D scale is still applicable when health changes are expected to be substantial, as would be 

the case post hip fracture.19 

 

Other lesser utilised instruments assessing HRQoL following fragility fractures included the generic 15D and 

Short Form (SF-6D) questionnaires20, the WHOQOL-BREF questionnaire21, and the Health Utility Index (HUI-2) 

questionnaire22.  

 

Prior studies have also assessed functional capacity surrounding hip fracture in addition to HRQoL. Among 

those studies outlined above, four tools were observed: Katz Index of Independence in ADLs10, the Barthel 

Index (ADLs)6,9, Harris Hip Score (function post total hip arthroplasty)6, and Rapid Disability Rating Scale version 

2 (RDRS-2)17. The Barthel Index23 and Katz Index24 are of particular interest as generic ADL scores and have 

been shown to be effective predictors when used with geriatric hip fracture patients25. The Katz index 

evaluates individuals across six domains of ADLs, with each domain being rated as “independent” or 

“dependent”, representing a 1 or a 0, with a total score between 0 (total dependence) and 6 (complete 

independence). The Barthel Index differs in that it instead divides ADLs into ten domains and scores patients in 

5-point increments, intending to score a patient between 0 (total dependence) to 100 (complete 

independence). While both scores evaluate the level of independence in various domains of ADLs, the Katz 

Index has advantages in its brevity and simplicity, but the Barthel Index, by contrast, has greater discriminatory 

power, particularly in the mobility portion of ADLs, which in hip fracture patients would be of particular 

interest. 

 

The Charlson Comorbidity Index26 (10-year mortality) was frequently utilised in studies assessing HRQoL post 

hip fracture.6,9,14 Although not addressing change in QoL surrounding hip fracture, it is a valid and commonly 

utilised assessment of mortality risk in hospitalised patients. 
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Study Population Size  

Of the 11 prospective studies already mentioned assessing QoL post hip fracture, study population sizes varied 

from 70 patients at the lowest, and 487 at the most, with a median study population size of 179 and a mean of 

205.5–13,17,21 This excludes non-prospective studies such as a retrospective population study assessing HUI-222 

and a study comparing outcomes of surgical technique14, a cross-sectional assessment of SF-36 in osteoporotic 

women15, and also excludes a small case-control comparing 15D and SF-6D performance fragility fractures20. 

 

Follow-up Timepoints  

In addition to the admission/baseline assessment, prospective studies assessing HRQoL post hip fracture 

generally had follow-up at 12 months and another follow-up timepoint in between, either at 4 months post 

fracture5,6,12,13 or at 6 months post fracture10,21. Two studies were identified extending the follow-up 

timeframe: to 18 months as with the ICUROS studies5, and 24 months as done by Ekström et al.12 

 

Alternative follow-up time points surrounding included: only at 12 months post fracture17, on admission and at 

discharge post surgical management9, and at 1- and 6-month marks with being patients asked to recall 3 

month QoL at the 6-month follow-up.8 Longer time points were observed, including at 1 year and 5 years11, 

and a 4-5 year retrospective assessment of HRQoL before fracture, at 1 month and 1 year post fracture7. 

 

Mitigating Effects of Cognitive Impairment  

The major potential source of error in this study would be cognitive impairment. This is particularly important 

when recall of pre-fracture HRQoL is essential to establishing a baseline from which the subsequent effect of a 

hip fracture on an individual’s quality of life can be determined.  

 

Using the Mini-Mental State Examination (MMSE), individuals can be graded according to cognitive 

dysfunction severity. A study by Avci et al. utilised the following divisions: 25-30 cognitively intact, 20-24 mild 

dysfunction, 10-19 moderate dysfunction, and 0-9 severe dysfunction.14 Another study by Buecking et al. used 

similar but alternate divisions: 27-30 no impairment, 20-26 mild, 11-19 moderate and 0-10 severe 

impairment.9 

 

One potential solution to this utilised in some studies includes facilitating a proxy to complete or assist 

completion of the HRQoL instrument on behalf of the patient in cases of cognitive impairment.6,10 However, 

this may create some inconsistency in the dataset, given that some patients will have HRQoL scores self-

expressed, whereas other patients may have scores determined by the observation of another individual. 

Recognising this, studies elected to either exclude patients with cognitive impairment5,13,17 or include them but 

identify this subset accordingly in the results9,21. 

 

Other studies make no mention of the impacts of cognitive impairment on results obtained.7,8  

 

It should be noted that the Mini‐Mental State Examination (MMSE), whilst commonly utilised for diagnosing 

dementia and cognitive impairment, on meta-analysis has limited utility as a standalone test, particularly when 

assessing mild cognitive impairment.27,28 In practice, it is recommended that if utilised, a lower cut point of 17 

instead of the traditional point of 24 would have higher specificity to indicate normal cognition, albeit with a 

slightly lower sensitivity.27 This is consistent with a comprehensive review of cut-off scores by Tombaugh et al., 

defining severe cognitive impairment as an MMSE score between 0-17.29 
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Also, note that some studies utilised different tools to assess cognitive impairment, including the RDRS-2 

(incorporated into functional capacity assessment)17, and the Short Portable Mental Status Questionnaire 

(SPMSQ)21. 

 

 

Objectives 

The primary aim is to establish baseline and change quality of life (QoL) levels for up to one year in older adults 

who present to Eastern Health with a fragility hip fracture (HF). 

 

Secondary aims are:  

1) to validate ACS NSQIP risk calculator in older Australians after hip fracture surgery;  

2) assess the correlation of MMSE score to post-operative outcomes and HRQoL 

3) evaluate the relevance of intraoperative/postoperative data relating to renal function, intraoperative 

hypotension, and postoperative S. troponin 

 

Methods 

The STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) guidelines will be 

followed during the preparation of this manuscript. 30 

 

Study Design and Recruitment 

This study will be a prospective observational cohort study. Patients will be identified after presenting with a 

hip fracture and be assessed for eligibility by one of the team members. Patient recruitment will occur at Box 

Hill Hospital or Maroondah Hospital, depending on where the patient presents or is transferred to at the time 

of review. 

 

Table 1. Proposed data points and timepoints for collection 

Data Points Admission 4 months 12 months 

EQ-5D-5L X X X 

Barthel Index X X X 

DAOH X X  

MMSE X   

ALFI-MMSE  X X 

ACS NSQIP data X   

Perioperative Data/Outcomes X   
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Figure 1. Data Collection Methods  
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Participants 

Eligibility criteria includes patients aged 65 years or older who present to Eastern Health for low-trauma hip 

fracture, including both operative and non-operative patients. Potential participants will be evaluated within 

72 hours after admission and prior to surgery.  

 

The exclusion criteria include high-energy trauma, pathological fracture, patients receiving palliative care, a 

history of previous hip fracture on the same side, periprosthetic fractures, patients having not decided on 

participation prior to surgery or after 72 hours from the time of admission, patients and proxy respondents 

being unable or unwilling to give valid consent, including visual, hearing, mental incompetence and non-

English speaking patients or proxy respondents. Patients who die or sustain a second fracture during the 

follow-up period will also need to be excluded from HRQoL and functional capacity analysis.  

 

Capacity assessment will take place at time of recruitment, and those deemed to lack capacity will require a 

proxy to be contacted for consent and enrolment into the study and subsequent completion of the 

questionnaire. Additionally, patients unable to complete the questionnaire will require a proxy. Where this is 

done, it must be documented to allow for the completion of follow-up questionnaires by the same proxy and 

allow for analysis accordingly once all data has been collected. 

 

Criteria for contacting proxy: 

• history of significant cognitive impairment 

• inability to understand, retain, and communicate back information about the nature of the project 

• inability to answer the questionnaire in full 

• MMSE score <18 27,29 

 

Patient Recruitment 

Eligible patients will be approached by a research team member or member of the anaesthetic staff, and the 

study will be explained to the patient. Should the patient lack capacity to consent to participation in the study, 

or should a patient fulfil any of the above criteria, the data collector will additionally contact a proxy. The data 

collector will answer any questions regarding the study at that time. Participant information and consent form, 

and more information upon request, will be provided to the patient. Up to 72 hours (from admission) or up 

until the time of surgery will be given for the patients to consider participation or not. If the consent form has 

not been received after these time points, the researcher will contact the patient/proxy to determine their 

decision on whether or not to participate. Participation is voluntary. Should the patient or proxy wish to 

withdraw consent to involvement at any stage, they may contact a senior research team member via contact 

details provided in the information sheet on the first assessment. 

 

Data sources/measurement  

Quality of life will be assessed using the EQ-5D-5L questionnaire. Functional capacity will be evaluated using 

the Barthel Index. Preinjury HRQoL and disability will be assessed at the time of or soon after receiving the 

consent. Since it is impossible to prospectively collect information prior to the fracture, preinjury recall is often 

used as an alternative method of HRQoL assessment studies of these patients. However, we believe that the 

recall in our study will be relatively accurate by limiting the recall period to 72 hours from admission. 
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The participant will then be followed up at 4 and 12 months (±14 days) by telephone interview. During the 

telephone interview, the researcher will administer the telephone version of the questionnaires (which will be 

given to the participant to keep at the time of initial assessment and to refer to during the follow-up 

assessments). Three attempts at contact will be made for each timepoint, after which the nominated next of 

kin will be contacted once. This will help establish whether the patient is still consenting to participate in the 

research project, whether the patient has died, or whether the participant has truly been lost to follow-up. 

 

Data on patient demographics, comorbidities, laboratory values, procedures and inpatient events will also be 

collected. 

 

Variables  

For the main QoLAHF study, three main variables will be collected relating to: 

1) subjective assessment of HRQoL through EQ-5D-5L (Appendix 1) 

2) objective assessment of disability in ADLs through the Barthel Index (Appendix 2) 

3) numeric evaluation of post-operative recovery, complications and mortality through DAOH 

 

This study also aims to collect data on other secondary endpoints relating to: 

• Correlation of MMSE (Appendix 3) to post-operative outcomes and HRQoL 

• Validation of the ACS NSQIP Surgical Risk Calculator in an Australian population (Appendix 4) 

o data on preoperative comorbidities, postoperative complications, 30-day mortality, length of 

stay (LOS), return to theatre, readmissions, discharge to a new nursing home 

• Evaluation of intraoperative/perioperative data relating to: 

o Renal function (creatinine, eGFR, RRT) 

o Intraoperative hypotension (pre-op MAP and ACEi/ARB use, intraop BP and vasopressors, 

periop Hb and fluid management up to 7 days postop, post-op mortality, AKI, MINS, 

delirium/POCD, stroke, MET calls) 

o Postoperative troponin 

 

EQ-5D-5L 

To measure patient-perceived Health-Related Quality of Life, the EuroQoL Group developed 5-level EQ-5D (EQ-

5D-5L) health status measure will be used. It is a generic instrument for describing and valuing health in 5 

dimensions (Mobility, Self- Care, Usual Activities, Pain/Discomfort, and Anxiety/ Depression) across 5 levels (no 

problems, slight problems, moderate problems, severe problems, and unable to/extreme problems). In 

addition, the EQ-5D includes a visual analogue scale (EQ-VAS) where patients are asked to rate their own 

health “today” on a 20cm vertical scale of 0 (worst imaginable health) to 100 (best imaginable health). The 

instrument has been widely used and tested across the globe and across patient groups as a valid and reliable 

measure of HRQoL. The instrument was recently updated to reduce the previous 3-level instruments ceiling 

effect, increase reliability, sensitivity, and ability to discriminate between different levels of health 31,32. In 

addition, the most severe label for the mobility dimension was changed from “confined to bed” to “unable to 

walk about”, enhancing its applicability and increasing the sensitivity for mobility which is particularly 

important when referring to post hip fracture HRQoL. 
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Australian population data has recently become available. Over time, it is suggested that the “5L version will 

replace the 3L version as the instrument of choice in future health economic evaluations and population-wide 

studies.”33 The QoLAHF study will not only provide an assessment of the impacts on HRQoL with hip fractures, 

but will also serve as a large baseline population reference for further studies assessing EQ-5D-5L in Australia 

and worldwide.  

 

Barthel Index 

The Barthel Index is a simple measure of functional independence and the ability of a patient to care for 

themselves and is scored in 10 domains of ADLs (e.g. feeding, toileting, grooming, mobility etc.).23 Initially used 

in hospital settings and intended for nursing care of patients with neuromuscular or musculoskeletal disorders, 

and it is now frequently utilised as a generic score of ADLs to assess baseline function and to evaluate 

improvement with rehabilitation.23,25,34  

 

The Barthel Index has been shown to correlate with other instruments measuring function, including the Katz 

Index.34 But unlike the Katz Index, it does not have the associated significant floor effect and has greater 

discriminatory power, particularly in the motor domains of the instrument.34 It has been validated in the use of 

orthogeriatric patients as a good tool to assess pre-fracture physical condition and track recovery following hip 

fracture, and also has good predictive value for the presence of comorbidities and complications.25,35 

 

Despite this, given the similarity between Barthel Index and Katz Index, data collected to answer the Barthel 

Index can foreseeably be converted into an equivalent Katz Index score given the latter’s binary distribution of 

“independent” vs “dependent” ratings. 

 

Note that in the QoLAHF study, the prompt of “50 metres” will be used instead of “50 yards” due to the much 

greater familiarity of the former in the Australian population, and rough equivalence in distance of both 

measures. 

 

DAOH 

Days alive and out of hospital (DAOH) has been validated as a pragmatic, readily obtainable and generic 

patient-centred outcome measure for perioperative clinical trials.36–38 It can be measured at time points 30, 

90, and 180 days, and is calculated by subtracting the timepoint in concern with days spent in hospital, 

including any readmissions. If an individual dies within the timeframe, the score is zero. Although not a direct 

assessment of complications, by incorporating length of stay, readmissions, discharge destination and early 

deaths after surgery into a single outcome metric, it is highly sensitive to changes in surgical risk and the 

impact of complications.36,37 Initially developed as a patient-centred outcome measure in cardiovascular 

research39, its use has been expanded across several different perioperative settings and has been 

demonstrated in the setting of hip and knee arthroplasty.40 

 

MMSE 

An MMSE screening test will be utilised on patient recruitment during the first encounter. This will screen for 

pre-existing cognitive dysfunction and allow subgroup analysis post-data collection to evaluate the correlation 

between patient recovery in QoL and ADLs with the degree of cognitive impairment.  
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As per the reviews by Creavin et al.27 and Tombaugh et al.29, a lower MMSE cut-off score of less than 18 will be 

utilised to exclude patients with severe cognitive impairment from responding to the quality of life 

questionnaire. In this situation, a proxy will be contacted to consent to participation in the study and for 

responses to questions. In regards to moderate cognitive impairment, the EQ-5D has been shown to be 

effective in assessments of subjective HRQoL in elderly patients due to its brevity and simplicity18.  

 

On follow-up telephone reviews, a telephone version of the MMSE (the ALFI-MMSE) will be utilised that has a 

high correlation with the standard Folstein MMSE, as was outlined by Roccaforte et al.41 This version draws all 

questions from the standard MMSE, but excludes questions 2e, 7, and 9-12 that rely on in-person interviews, 

and utilises only one object naming question, asking the individual to name the phone in their hand. This will 

be sufficient to screen for the development of severe cognitive impairment in-between the first assessment 

while an inpatient and subsequent telephone reviews.  

 

Bias 

Recall bias will be a significant but unavoidable source of bias when assessing pre-fracture HRQoL, as noted in 

Lingard et al.42 hence the need to restrict recall of pre-fracture HRQoL within 72 hours of presentation. There 

will also be some unreliable accounts of pre-fracture QoL with cognitive impairment and those requiring a 

proxy in the case of severe cognitive impairment. However, MMSE data will be collected on all patients so that 

questionnaire results can be analysed in the context of the degree of cognitive dysfunction/use of a proxy.   

 

Patients will also need to be excluded from the study as per the above circumstances, introducing sample bias. 

Non-response bias will also likely need to be accounted for during follow-up of patients. Survivor bias will exist 

where patients that had died or sustained a second fracture will be excluded from the analysis of HRQoL and 

disability. However, these patients may also be captured using the DAOH on subsequent analysis. 

 

Lastly, there will be unrecognised confounding, as is the case with observational studies. In this study, there 

will be no attempt for matching or use of a control group. 

 

 

Study Size  

A 6/12-month interim analysis will be performed to calculate sample size. Our goal is to detect a medium 

effect size (or a clinically meaningful effect) with 80% or above power at 5% statistical significance.  

 

We estimate that within a six-month sample will recruit approximately 50 patients from Maroondah Hospital 

and a further 50 from Box Hill Hospital. We will aim to reach a sample size of at least 200 to achieve 

statistically significant data. 

 

Data Collection, Storage and Analysis  

Study data will be collected and managed using REDCap electronic data capture tools hosted on the Eastern 

Health Data Warehouse Platform43,44. REDCap (Research Electronic Data Capture) is a secure, web-based 

software platform designed to support data capture for research studies, providing 1) an intuitive interface for 

validated data capture; 2) audit trails for tracking data manipulation and export procedures; 3) automated 
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export procedures for seamless data downloads to common statistical packages; and 4) procedures for data 

integration and interoperability with external sources. 

 

We expect to have a non-normal distribution of data, as has been outlined in the study by McCaffrey et al. 

assessing Australian EQ-5D-5L population norms.33 Given this, a non-parametric paired test will likely be 

utilised to evaluate data. Descriptive statistics and analysis of variance will be used to analyse factors 

associated with the change in HRQoL. All the values will be averaged with a 95% confidence interval. Further 

details will be evaluated by a statistician assisting with data analysis. 

 

Data may be used for other related studies on perioperative outcome measures. This includes but is not 

limited to renal function, intraoperative hypotension, brain health, and surgical risk calculation. All information 

will be de-identified when accessed by other researchers. 

 

Statistical Methods 

Descriptive statistics will be used to describe patients’ characteristics and outcomes. 

 

Safety Consideration  

Adverse events are unlikely with the QoLAHF study, given it is observational and non-interventional. Patients, 

with their consent, will be interviewed at known timepoints via telephone at their convenience. 

 

Data collected will be stored securely and only accessed by those conducting the study. Once data collection is 

complete, data will be de-identified before data analysis. No identifiable information will appear in any 

publications/presentations. Data collected in REDCap will only be accessible via certified Eastern Health 

accounts and two-factor authentication. Electronic data will be stored on a secure Eastern Health drive 

accessible to project researchers only and locked by a password. Any physical data/consent forms will be kept 

in a locked filing cabinet in the Maroondah Anaesthetics Department. All data will be kept for 15 years, after 

which point it will be destroyed appropriately. 

 

Patients will not be followed up beyond the duration of the study unless further follow-up is warranted and 

consented to by the patient/proxy on a case-by-case basis. If patients have raised concerns or questions 

regarding their hospital care or outcomes during the interview, these concerns will be redirected to the 

relevant treating team (including GP and ED). 

 

Quality Assurance  

Data will be collected via a standardised questionnaire as outlined on REDCap. Data will be collected by 

researchers who will have meetings to standardise answers given by participants and ensure consistency 

between interviews/telephone calls. 

 

PCIF 

As per Person Responsible / Medical Treatment Decision Maker PCIF template  
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Results 

The study results will be submitted for consideration for publication in peer-reviewed journals as well as 

presentations at the Eastern Health Annual Research Forum, and national and international conferences. 

 

Once data analysis is complete, patients recruited will also be informed about the overall outcome of the 

project and the impact the knowledge gained will have. They will also be re-informed about the plans for 

publication of the de-identified findings in medical journals. Lastly, patients will also be allowed to opt-in for 

any follow-up research outside of this project past the planned 12 months. Should they agree, consent will 

need to be re-collected for any follow-up research. 

 

Other 

Project Management 

Principal Researcher 

Dr Thomas 

Callaghan  

- Study Design, Ethics and design of project 

- Supervision of data collection/collation 

- Analysis, write-up and submission of presentation/paper 

 

Additional Researchers 

Dr Jack Dale  - Study Design, Ethics and design of project 

- Data collection/collation and supervision 

- Analysis, write-up and submission of presentation/paper 

Dr Aihua Wu - Data collection and collation 

- Analysis, write-up and submission of presentation/paper 

Dr Basel El-

Behesy 

- Data collection and collation 

- Analysis, write-up and submission of presentation/paper 

 

Additional anaesthetics department staff will be involved in the collection and input of data into the REDCap 

project. 

 

Ethics and Consent  

An ethics application will be submitted to Eastern Health Human Ethics Committee as a low-risk project, given 

the lack of therapeutic intervention and the absence of financial incentives. Consent will be obtained verbally 

before the commencement of each phone interview; this will be recorded at the beginning of each phone call. 

Given this study is observational (non-interventional), there will be a lower threshold for capacity than 

interventional studies. Capacity assessment will take place regardless of MMSE score. 

 

Participants and proxies, regardless whom has provided answers, will be given contact details should they wish 

to express any concerns about the project or report harm or distress as a result of the project. Counselling 

services are available by qualified staff that are not members of the research team and can be delivered free of 

charge. 

 

Funding 
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No cost will be required. The research will be performed by staff and students voluntarily. Freely available 

software is to be used. Phone calls will be made by volunteers using their personal phones or hospital phones, 

and data will be collected using REDCap, which is available to all Eastern Health staff. 

 

Additional paid research personnel may be recruited to facilitate consistent data collection, but this will 

depend on research grant funds available for this project.  
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