The online version of this article has been published under an open access model. Users are entitled to use, reproduce, disseminate, or display the open access

version of this article for non-commercial purposes provided that: the original authorship is properly and fully attributed; the Journal and Oxford University Press

are attributed as the original place of publication with the correct citation details given; if an article is subsequently reproduced or disseminated not in its entirety

but only in part or as a derivative work this must be clearly indicated. For commercial re-use, please contact journals.permissions@oxfordjournals.org

Published by Oxford University Press on behalf of the International Epidemiological Association.

© The Author 2007; all rights reserved.

International Journal of Epidemiology 2007;36:40-46
doi:10.1093/ije/dyl293

COHORT PROFILE

Cohort Profile: The Cambridge City over-75s

Cohort (CC750)

Jane Fleming,'* Emily Zhao," Daniel W O’Connor,"? Penelope A Pollitt,"* Carol Brayne' and

the CC75C study

The Cambridge City over-75s Cohort (CC75C), one of the largest
and longest-running population-based studies of the oldest old,
is celebrating its 21st birthday. Its origins and subsequent
evolution into one of the UK’s key ageing cohort studies lie in
the collaboration of many distinguished researchers, and its
ongoing importance owes much to the invaluable contribution
made by its many committed participants.

How did the study come about?

Sir Martin Roth is a key figure in the development of old age
psychiatry as it is today, and he made a major contribution to
research into dementia in the last half of the last century'™
(Figure 1). The field of dementia epidemiology developed
naturally from his early work with hospital residents, which
linked the study of their mental disorders to examination of
their brains after death. In the 1980s questions were emerging
about the best patterns of care for people with dementia, early
detection and whether individuals would be best supported at
home or within institutions. In this context Sir Martin Roth,
Dr Peter Brook (old age psychiatry), Dr Bernard Reiss (general
practice) and Dr Felicia Huppert (psychology) combined forces
to seek funding from the Charles Wolfson Charitable Trust for a
population-based dementia study. They recruited Dr Daniel
O’Connor (old age psychiatry) and Dr Penelope Pollitt (anthro-
pology) to implement their ideas. The design started as a
mechanism to detect people in the earliest stages of dementia,
not yet perceived by their families, who could then be followed
and in whom different patterns of care might be investigated.
At that time a multidisciplinary community resource team was
being put together for different parts of Cambridge city, with
teams defined by geographical areas. In one area the team was
just starting up and usual care was available in the other area.
Although a randomized controlled trial would have been
desirable this was not held to be justified, and so the natural
experiment was observed instead.

Thus, beginning in 1985, this original survey measured the
prevalence of dementia,” including the mildest stages,® and
then followed over the next 2 years the evolution of patterns of
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care,’ recognition of the onset of dementia
to long-term care.”

The opportunity to follow on from this ground-breaking work
was recognized by Professor Eugene Paykel who, along with
Dr Huppert and Dr Carol Brayne, successfully raised Medical
Research Council funding to carry out a study of new dementia
incidence amongst those who had not been diagnosed with
dementia by the original team.'*'® When the original project
ended the incidence study team became the stewards for the
total data set, and they have continued to follow-up this popula-
tion to the present day. Each phase had a new name—early
publications refer to the Hughes Hall Project for Later Life, so
called to reflect the support given by a college of Cambridge
University, and the incidence survey was launched 2 vyears
later as the Cambridge Project for Later Life, the name by which
participants still know the study. However, the study as a whole,
spanning over 20 years now, is known as the Cambridge City
over-75s Cohort'* (http:/www.cc75c.group.cam.ac.uk).
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Figure 1 Sir Martin Roth
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Table 1 Demographic characteristics of the baseline sample population
and of participants in the last survey completed

Year 0 Year 17
(Baseline (Survey 6
sample) sample)
[n=2165] [n=110]
Age
Mean (SD) 81.3 (4.6) 94.4 (2.4)
Median 80.4 93.8
Inter-quartile range 77.6-84.0 92.7-95.8
Range 75.0-106.3 91.6-105.8
n (%) n (%)
Gender
Women 1409 (65) 90 (82)
Men 756 (35) 20 (18)
Place of residence
Living in the community
house/flat/granny flat 1892 (87) 62 (56)
Supported living
sheltered accommodation 182 (8) 19 (17)

Living in institutional care

residential/nursing home/ 91 (4) 29 (26)
long-stay hospital

Who is in the study sample?

The baseline study targeted all men and women aged 75 years
or older, who were registered with a selection of geographically
and socially representative practices in Cambridge, achieving
a 95% response rate. From this original survey of 2609 people,
2165 individuals formed the baseline sample for the ongoing
cohort study. This excluded one of the original general practices
because of differential recruitment, and also a small group
involved in a branch study. Survivors of this longitudinal cohort
have been followed-up on at least five further occasions and
sub-groups have been assessed more often.

Given the expected high attrition rates due to mortality, the
study has paid close attention to the importance of keeping
the sample representative by tracing survivors and using proxy
informants where a frail participant might otherwise have been
lost to follow-up. In the most recently completed survey, data
were gathered on 84% of those still alive—110 people, 90%
of them interviewed in person. At the time of going to press,
more than 50 people, all aged 95 years or more, are alive and
currently being surveyed again.

Table 1 describes the demographic characteristics of the
baseline sample population (aged 75-106, 65% women,
4% living in care) alongside the participants who completed
the last survey (aged 91-106, 82% women, 26% living in care).
Figure 2a and b illustrate the shifting age range over the
duration of the cohort study so far.

Key dimensions and measures

The study’s core themes—cognition and function in older
old age—cover multidisciplinary research interests as diverse

THE CAMBRIDGE CITY OVER-75S COHORT (CC75C) 41

(a) Year 0

Frequency
- a N

75 80 85 90 95 100 105
Age at year 0

Year 17

G
c

Frequency
o

90 95 100 105
Age at year 17

Figure 2 (a) Age distribution of the CC75C baseline sample
(Survey 1 =Year 0). (b) Age distribution of the latest survivor sample
(Survey 6 =Year 17)

as neuropsychology, genetics, palliative care and psychiatry
with a range of investigations at various time-points including
bone strength, falls, physical performance and brain pathology.
Each survey has included a detailed cognitive assessment,
including at least the Mini-Mental State Examination
(MMSE),"® usually its extended version and, in the majority
of interviews, the Cambridge Cognitive Exam (CAMCOG).'
After a series of intensive assessments with purposely selected
sub-groups in the initial study stages, follow-up of the
full cohort continued with interviews every few years.
The flowchart in Figure 3 summarizes the main stages to date.

Interview data

The core data set comprises data collected from the six
main surveys to date using the CC75C structured schedule
administered by trained interviewers. This provides longitudinal
data on socio-demographic variables (e.g. place of residence,
household = structure, marital status and social contact),
activities of daily living, use of health and social service,
health problems and medication. The interview schedule
has undergone slight revisions over the years with the addition
of new sections, such as questions on service use added in
Survey 3, but maintaining continuity of core measures has
remained a priority.

The CC75C study also holds other data resources collected
at different periods in the study to examine specific topics
of importance in ageing research.

CAMDEX assessments

After the baseline cognitive screening assessment, those who
scored 23 or below in the MMSE, and a sample of those
with MMSE scores 24 or 25, were assessed using the
Cambridge Mental Disorders of the Elderly Examination
(CAMDEX), a structured schedule specifically designed to
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CC75C Study design
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Figure 3 Flowchart illustrating the main phases in the CC75C study to date

detect mild dementia. The CAMDEX includes a mental state
examination, a psychiatric history, detailed cognitive testing,
and an interview with a proxy informant.

Biological resources

In the 3rd year of the study magnetic resonance imaging brain
scans were taken of a sub-sample following Survey 2. During
Survey 4 (Year 10) blood samples were gathered for genetic
studies from all participants who consented. In Survey 6 (Year
17) new physical measurements were recorded for the first
time: in addition to the usual CC75C questionnaire, the project
nurse conducted functional assessments and scanned heel
bones with quantitative ultrasound as part of this survey’s
focus on falls amongst over-90-year-olds.

Brain donation study

It was in Survey 2 that the brain donation programme began to
identify study participants willing to donate brain tissue after
their death. CC75C was the first study to approach individuals
from a population sample, aiming to represent both the demented
and non-demented, in order to examine the relationship of
findings during life and the appearance of the brain after death in
the whole population. The methods used to approach individuals

have been used in many other studies, most particularly the
MRC-Cognitive Function and Ageing Study.'” This programme is
still running, with 230 donations so far collected.

Other measures

In Survey 6 (Year 17) only, each participant was followed-up
intensively for 12 months, tracking the consequences of falls in
advanced old age—injuries, hospitalization and moves into
long-term care.

For the current survey (Year 21) voice recordings have been
introduced to capture in their own words the perspective of
very old people and their relatives or other carers on important
end-of-life issues, and qualitative research methods are adding
a further element to the wealth of quantitative data from the
study (Figure 4).

Proxy informant interviews

All study participants were interviewed in person at baseline, but
interviews with proxy informants were used in subsequent
surveys to minimize loss to follow-up that could under-represent
the frailest elderly.
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Table 2 Data collected at different study phases
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Survey

Measure 1 2 3 4 5 6 7
Questionnaire data

Socio-demographics v v v v v v v
Family structure and v v v v v v v
social support

Affect and loneliness - - v v v v v
Anxiety and depression v v v v v v v
Personal activities of v v v v v v v
daily living

Instrumental activities of v v v v v v v
daily living

Leisure activities and v v v v v v v
social participation

Physical activity including - - v v v v v
cycling

Driving - - - v - - -
Self-rated health and v v v v v v v
reported diagnoses

Falls vif vtf vrf vrf vt vt Vit

Medication v v v v v v v
Smoking and alcohol - - v v v v -

Assessments

Cognition -MMSE v v v v v v v

—-CAMCOG vee X veclax vecls vee vee v'ce vce
(incl. MMSE)

Hearing and eyesight v v v v v v v

Functional performance testing - - - - - v -

Physiological measures

Blood and saliva samples - - - v - - -

Magnetic resonance image - v - - - - -
brain scans

Quantitative ultrasound heel scans - - - - - v -

vtf tendency to fall.
v'rf recent falls.
V'ff falls and fractures history.

v'ce x CAMCOG attempted with only participants selected for CAMDEX assessment groups.
v'cc/ax CAMCOG attempted with only ~half participants interviewed plus CAMDEX groups.

v'cc CAMCOG attempted with all participants interviewed.

Retrospective informant interviews
Proxy informants are also interviewed, about study participants
who have died, in order to provide information about their
physical and mental health and their need for support services
in the period leading up to death. These interviews concern
those who became brain tissue donors when they died.

Table 2 summarizes the measures that were collected at
particular stages of the study.

What has the study found?

A full list of papers arising from the study, with
links to abstracts, can be found on the study website

(http://www.cc75c.group.cam.ac.uk). The study is one of the
first and largest prevalence studies of dementia and its sub-
types to be conducted in the United Kingdom.> It has examined
the evolution of the earliest stages of dementia®® and optimal
patterns of care,”'®'” The incidence study provided novel
findings on the incidence of dementia in the oldest old,3-14.20:21
the characterization of its sub-types** and also evidence of
the continuous distributions of cognition and cognitive change
in population samples.”*?° The range and depth of neuro-
psychology assessments used have provided detailed evaluation
of clinically relevant measures.'®?” The neuropathological
findings demonstrated that there is much pathology in the
non-demented, and that this only relates loosely to clinical
status during life.?*2° This is a finding which is now
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Figure 4 Longevity and multiple generations are increasing—one of
the CC75C participants who helped the study for 21 years with four
succeeding generations of her family

well-replicated. Genetic studies have examined the role of
a number of candidate genes and polymorphisms in relation
to cognitive decline, dementia and particularly Alzheimer’s
disease.”’’ Researchers from a variety of disciplines have
reported such diverse findings as the prevalence of depression
amongst the older old,**™° very old drivers,*" disability and
self-rated health*? and patterns of service use by the physically
and cognitively frail."***** Current work is building on earlier
survey findings concerning very old people’s views on
death.*>*® There is ongoing analysis on bone strength, falls
and their consequences in extreme old age.*”*®

Main strengths

The cohort was based on a substantial proportion of those
aged 75 and over in Cambridge city at the time it began and,
with excellent response rates, is a highly representative sample.
From the outset, it included people living in institutions as well
as in the community, and the study continues to follow-up
individuals who have moved into care, an increasing proportion
of the sample over time. Whilst many of the older people

involved have always shown a keen interest in helping
research, recognition of all the participants’ contribution by
means of thank-you letters, newsletters, Christmas mailings
and certificates have been important in encouraging their
motivation to continue in the study. Proxy informant interviews
continue to enhance the data collection, and acknowledging
the role played by participants’ family, friends and other
carers is also important (Figure 4). The population has
been followed-up to a very advanced age, and it is planned to
follow-up individuals until the cohort has no living members.
The collection of brains from respondents is ongoing and those
individuals who die now contribute to the understanding of
the survival elite into the oldest age groups. Besides being so
representative, so long-running and including so many very
old people, the study’s other great strength is its wide range
of measures.

Main weaknesses

This very breadth of perspective inevitably has some limitations
as well—some measures are insufficiently detailed for certain
research questions, and changes in a few measures have led
to difficulties for particular longitudinal analyses. In common
with much epidemiological work, there has never been secure
core funding, thus the vagaries of grants awarded had
contributed to irregular follow-up intervals with loss to
follow-up in the earlier years of individuals who moved away,
limited the scope of costly biological measures and in part
contributed to some measurement changes as the focus of
enquiry shifted.

Can I get hold of data?

The study welcomes external collaborators and there are
mechanisms for submitting such research proposals to its
management committee. The wealth of data—from interviews,
assessments and the biological resources—have been archived
and would-be collaborators are encouraged to discuss data
requirements with the current study team.

Where can I find out more?

The study website (http://www.cc75c.group.cam.ac.uk) details
these collaborative mechanisms, gives full contact information
and list publications to date.

Acknowledgements

The current research team gratefully acknowledge the contribu-
tions of previous investigators, past research team members,
collaborating GPs, their practice teams and care home staff and,
most particularly, the study respondents, their families and
friends without whose help none of this research would be
possible. We also thank all our past sponsors for financial
support spanning two decades (project grants from the Charles
Wolfson Charitable Trust, Medical Research Council, Leopold
Miiller Foundation, East Anglian Regional Health Authority,

9T0Z ‘92 J2qo100 uoeljbuy 153 Jo AlseAlun e /Blo'seulnolploixoally/:dny woly papeoumoq


http://www.cc75c.group.cam.ac.uk
http://ije.oxfordjournals.org/

Anglia and Oxford Regional Health Authority, British Council
Joint Research Programme in Progressive Degenerative
Diseases, Edward Storey Foundation, Research into Ageing
and Addenbrooke’s Hospital Alzheimer’s Disease Research Fund
and fellowship awards including Wellcome Trust Prize PhD
Studentship, Isaac Newton Trust Research Fellowship, Taiwan
Government PhD Studentship, Anglia and Oxford Regional
Health Authority Training Fellowship and the National Health
Service Executive Research & Development Unit Health Services
Research  Fellowships) and are grateful to the BUPA
Foundation for ensuring the study continues today.

Contributors

Core collaborators in order of joining the study: Sir Martin Roth
(deceased), Bernard Reiss (deceased), Peter Brook (deceased),
Felicia Huppert, Daniel O’Connor, Penny Pollitt, Eugene Paykel,
Carol Brayne, Lynn Beardsall, Claude Wischik, Charles
Harrington, Angela O’Sullivan, John Xuereb, Magnus McGee,
David Rubinsztein, Tom Dening, Justin Chi, Elizabeta
Mukaetova-Ladinska, Margaret Ely, Anne Ahmed, Rhian
Gabe, Sarah Cullum, Rosemary Abbott, Jane Fleming, Fiona
Matthews, Emily Zhao, Stephen Barclay, Morag Farquhar, Ann-
Louise Kinmonth, Sophia Xie.

References

! Roth M, Hopkins B. Psychological test performance in patients over
60. 1. Senile psychosis and the affective disorders of old age. Journal
of Mental Science 1953;99:439-50.

Roth M, Tomlinson BE, Blessed G. Correlation between scores for
dementia and counts of ‘senile plaques’ in cerebral grey matter of
elderly subjects. Nature 1966;209:109-10.

Roth M, Tomlinson BE, Blessed G. The relationship between
quantitative measures of dementia and of degenerative changes in
the cerebral grey matter of elderly subjects. Proc R Soc Med
1967;60:254-60.

“Roth M, Tym E, Mountjoy CQ et al. CAMDEX. A standardised
instrument for the diagnosis of mental disorder in the elderly with
special reference to the early detection of dementia. Br J Psychiatry
1986,;149:698-709.

O’Connor DW, Pollitt PA, Hyde JB et al. The prevalence of dementia
as measured by the Cambridge Mental Disorders of the Elderly
Examination. Acta Psychiatr Scand 1989;79:190-98.

O’Connor DW, Pollitt PA, Hyde JB, Fellowes JL, Miller ND, Roth M.
The progression of mild idiopathic dementia in a community
population. J Am Geriatr Soc 1991;39:246-51.

O’Connor DW, Pollitt PA, Brook CP, Reiss BB, Roth M. Does
carly intervention reduce the number of elderly people with
dementia admitted to institutions for long term care? Brit Med J
1991;302:871-75.

8 O’Connor DW, Pollitt PA, Hyde JB, Brook CP, Reiss BB, Roth M.
Do general practitioners miss dementia in elderly patients? Brit Med J
1988;297:1107-10.

O’Connor DW, Pollitt PA, Roth M, Brook CP, Reiss BB. Problems
reported by relatives in a community study of dementia. Br J
Psychiatry 1990;156:835-41.

' O0’Connor DW, Pollitt PA, Roth M, Brook PB, Reiss BB. Memory
complaints and impairment in normal, depressed, and demented

)

v

o

~

©

THE CAMBRIDGE CITY OVER-75S COHORT (CC75C) 45

20

2

22

2

w

24

2

vl

2

3

28

elderly persons identified in a community survey. Arch Gen Psychiatry
1990;47:224-27.

O’Connor DW, Pollitt PA, Hyde JB, Fellows JL, Miller ND, Roth M.
A follow-up study of dementia diagnosed in the community using the
Cambridge Mental Disorders of the Elderly Examination. Acta
Psychiatr Scand 1990;81:78-82.

Brayne C, Huppert F, Paykel E, Gill C. The Cambridge Project for
Later Life: design and preliminary results. Neuroepidemiology
1992;11(Suppl 1):71-5.

Paykel ES, Brayne C, Huppert FA ef al. Incidence of dementia in a
population older than 75 years in the United Kingdom. Arch Gen
Psychiatry 1994;51:325-32.

Paykel ES, Huppert FA, Brayne C. Incidence of dementia and
cognitive decline in over-75s in Cambridge: overview of cohort
study. Soc Psychiatry Psychiatr Epidemiol 1998;33:387-92.

Folstein MF, Folstein SE, McHugh PR. ‘Mini-mental state’.
A practical method for grading the cognitive state of patients for
the clinician. J Psychiatr Res 1975;12:189-98.

Huppert FA, Brayne C, Gill C, Paykel ES, Beardsall L. CAMCOG-a
concise neuropsychological test to assist dementia diagnosis: socio-
demographic determinants in an elderly population sample. Br J Clin
Psychol 1995;34(Pt 4):529-41.

Beardsall L, Barkley C, O’Sullivan A. The response of elderly
community residents to request for brain donation: An interim
report. Int J Geriatr Psychiatry 2004;7:199-202.

O’Connor DW, Pollitt PA, Hyde JB, Miller ND, Fellowes JL. Clinical
issues relating to the diagnosis of mild dementia in a British
community survey. Arch Neurol 1991;48:530-34.

Ely M, Brayne C, Huppert FA, O'Connor DW, Pollitt PA. Cognitive
impairment: a challenge for community care. A comparison of the
domiciliary service receipt of cognitively impaired and equally
dependent physically impaired elderly women. Age Ageing
1997;26:301-08.

Brayne C, Gill C, Paykel ES, Huppert F, O’Connor DW. Cognitive
decline in an elderly population-a two wave study of change. Psychol
Med 1995;25:673-83.

Brayne C, Gill C, Huppert FA ef al. Vascular risks and incident
dementia: results from a cohort study of the very old. Dement Geriatr
Cogn Disord 1998;9:175-80.

Brayne C, Gill C, Huppert FA et al. Incidence of clinically diagnosed
subtypes of dementia in an elderly population. Cambridge Project for
Later Life. Br J Psychiatry 1995;167:255-62.

Brayne C, Spiegelhalter DJ, Dufouil C ef al. Estimating the true
extent of cognitive decline in the old old. J Am Geriatr Soc
1999;47:1283-88.

Cullum S, Huppert FA, McGee M ef al. Decline across different
domains of cognitive function in normal ageing: results of a
longitudinal population-based study using CAMCOG [In Process
Citation]. Int J Geriatr Psychiatry 2000;15:853-62.

Dufouil C, Clayton D, Brayne C et al. Population norms for the MMSE
in the very old: estimates based on longitudinal data. Mini-Mental
State Examination. Neurology 2000;55:1609-13.

Fleming J, Matthews FE, Chatfield M, Brayne C. Population levels of
mild cognitive impairment in England and Wales. In: Tuokko HA,
Hultch DF, (eds). Mild cognitive impairment: International perspectives.
Psychology Press, 2006.

Beardsall L, Huppert FA. A comparison of clinical, psychometric
and behavioural memory tests: findings from a community
study of the early detection of dementia. Int J Geriatr Psych
1991;6:295-306.

Gertz HJ, Xuereb JH, Huppert FA ef al. The relationship between
clinical dementia and neuropathological staging (Braak) in a very

9T0Z ‘92 J2qo100 uoeljbuy 153 Jo AlseAlun e /Blo'seulnolploixoally/:dny woly papeoumoq


http://ije.oxfordjournals.org/

46 INTERNATIONAL JOURNAL OF EPIDEMIOLOGY

29

3

elderly community
1996;246:132-36.

Brayne C, Huppert FA, Xuereb JH ef al. An Epidemiological Study of
the Dementias in Cambridge: From Clinical Progression to
Neuropathology. In: Igbal K, Winblad T, Nishimura M, Takeda M,
Wisniewski HM (eds). Alzheimer’s Disease: Biology, Diagnosis and
Therapeutics. John Wiley & Sons Ltd, 1997, 11-20.

Xuereb JH, Brayne C, Dufouil C ef al. Neuropathological findings in
the very old. Results from the first 101 brains of a population-based
longitudinal study of dementing disorders. Ann N Y Acad Sci
2000;903:490-96.

Brayne C, Harrington CR, Wischik CM ef al. Apolipoprotein E
genotype in the prediction of cognitive decline and dementia in a
prospectively studied elderly population. Dementia 1996;7:169-74.
Tysoe C, Robinson D, Brayne C ef al. The tRNA(GIn) 4336
mitochondrial DNA variant is not a high penetrance mutation
which predisposes to dementia before the age of 75 years. J Med
Genet 1996;33:1002—-06.

Tysoe C, Galinsky D, Robinson D ef al. Analysis of alpha-1
antichymotrypsin, presenilin-1, angiotensin-converting enzyme, and
methylenetetrahydrofolate reductase loci as candidates for dementia.
Am J Med Genet 1997;74:207-12.

sample. Eur Arch Psychiatry Clin Neurosci

Tysoe C, Galinsky D, Robinson D ef al. Apo E and Apo CI loci are
associated with dementia in younger but not older late-onset cases.
Dement Geriatr Cogn Disord 1998;9:191-98.

Taylor A, Ezquerra M, Bagri G et al. Alzheimer disease is not
associated with polymorphisms in the angiotensinogen and renin
genes. Am J Med Genet 2001;105:761-64.

Cook LJ, Ho LW, Taylor AE et al. Candidate gene association studies
of the alpha 4 (CHRNA4) and beta 2 (CHRNB2) neuronal nicotinic
acetylcholine receptor subunit genes in Alzheimer’s disease. Neurosci
Lett 2004;358:142-46.

Cook LJ, Ho LW, Wang L et al. Candidate gene association studies of
genes involved in neuronal cholinergic transmission in Alzheimer’s
disease suggests choline acetyltransferase as a candidate deserving
further study. Am J Med Genet B Neuropsychiatr Genet 2005;132:5-8.

38

39

40

4

42

43

44

45

46

4

3

48

O’Connor DW, Pollitt PA, Roth M. Coexisting depression and
dementia in a community survey of the elderly. Int Psychogeriatr
1990;2:45-53.

Girling DM, Barkley C, Paykel ES et al. The prevalence of
depression in a cohort of the very elderly. J Affect Disord
1995;34:319-29.

Girling DM, Huppert FA, Brayne C, Paykel ES, Gill C, Matthewson D.
Depressive symptoms in the very elderly - their prevalence and
significance. Int J Geriat Psych 1995;10:497-504.

Brayne C, Dufouil C, Ahmed A ef al. Very old drivers: findings from a
population cohort of people aged 84 and over. Int J Epidemiol
2000;29:704-7.

Dening TR, Chi LY, Brayne C, Huppert FA, Paykel ES, O’Connor DW.
Changes in self-rated health, disability and contact with services in a
very elderly cohort: a 6-year study. Age Ageing
1998;27:23-33.

Chi LY, Brayne C, Todd CJ, O’Connor DW, Pollitt PA. Predictors
of hospital contact by very elderly people: a pilot study
from a cohort of people aged 75 vyears and over. Age Ageing
1995;24:382-88.

Dening TR, Gabe R. Disability and contact with services in very
elderly people. Reviews in Clinical Gerontology 2000;10:291-309.

follow-up

Rao R, Dening T, Brayne C, Huppert FA. Attitudes toward death:
a community study of octoagenarians and nonagenarians.
Int Psychogeriatr 1997;9:213-21.

Rao R, Dening T, Brayne C, Huppert FA. Suicidal thinking in
community residents over eighty. Int J Geriatr  Psychiatry
1997;12:337-43.

Fleming J, Brayne C. Fracture risk factors relate to ultrasound
measures in women aged over 90 years. Osteoporosis International
2004;15(Suppl 2):528-p51.

Fleming J, Brayne C. Fracture risk factors and fracture-protective
prescriptions The Cambridge City Over-75s
Cohort Study followed-up after
2004;33(Suppl 2):69.

in nonagenarians:

17 years. Age and Ageing

9T0Z ‘92 J2qo100 uoeljbuy 153 Jo AlseAlun e /Blo'seulnolploixoally/:dny woly papeoumoq


http://ije.oxfordjournals.org/

