Supporting information table 1 Content of the Comprehensive Geriatric Assessment
	Geriatric condition
	Measurement instrument
	Range of scores
	Cut-off score

	Somatic domain

	Polypharmacy
	Counting the number of different medications (continuous use)
	Continuous
	≥5 

	Malnutrition
	Short Nutritional Assessment questionnaire (SNAQ) [45]
	0-7
	≥2 moderately malnourished

≥3 severely malnourished

	Obesity
	Body Mass index
	Continuous
	≥30 

	Pain *
	Visual analogue scale [46]
	0-10
	≥4 

	Fall risk
	Have you fallen two or more times in the past three months? [47]
	Yes or no
	Yes

	Presence of a pressure ulcer
	Observation by the research nurse
	Yes or no 


	Yes 

	Indwelling urinary catheter
	Presence of a catheter at admission 
	Yes or no
	Yes

	Incontinence
	Self-report of incontinence for urine or feces at admission
	Yes or no
	Yes

	Constipation
	Self-report of constipation at admission
	Yes or no
	Yes

	Psychological domain

	Cognitive impairment
	Mini-Mental State Examination [19]
	0-30
	≤ 24 is cognitive impairment

	Depressive symptoms *
	Two questions, namely: [48]
1.  Did you feel sad, depressed or hopeless in the past month?

2. Did you lose interest in daily activities?
	0-2


	2



	Delirium
	Confusion Assessment Method [20]
	0-4
	Item 1 and 2 and item 3 and/or 4 are present

	Functional domain

	Premorbid ADL functioning
	Katz ADL index score [22]
	0-6
	≥1 

	Premorbid IADL functioning
	IADL questions of the modified Katz ADL index score [49]
	0-8
	≥1

	Vision impairment
	Do you have problems with your vision, regardless of the use of glasses?
	Yes or no
	Yes

	Hearing impairment
	Do you have problems with hearing, regardless of the use of a hearing aid?
	Yes or no
	Yes

	Mobility difficulty
	Are you using a walking device?
	Yes or no
	Yes

	Social domain

	High perceived burden of caregivers
	Experienced burden of primary care givers (EDIZ) [50]
	0-9
	≥4


* Only assessed in patients with MMSE ≥ 16
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