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1  | INTRODUC TION

Dementia is one of the major preexisting comorbidities present when 
a patient is admitted with a femoral neck fracture (FNF). Dementia 
is a clinical syndrome characterized by progressive decline of brain 
function, such as cognition, memory loss, thinking speed, mental 
sharpness, language fluency, judgment, mood swings, movement, 
and ability to carry out daily activities.1 Patients with preexisting 

dementia are more susceptible to hip fracture due to various risk 
factors, such as age, decreased activity, sarcopenia, osteoporosis, vi-
tamin D deficiency, and presence of the APOE gene.2-6 The mortality 
associated with dementia and FNF was thought to be 2.3 times more 
than that of patients with intact cognitive function.7

The prevalence of dementia in patients aged above 80 years is 
about 47%.8 It is predicted that the number of patients with demen-
tia globally will rise to 81 million by 2040.9 It has been reported that 
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Abstract
Objective: This study aimed to assess the mortality and the influence of age, 
Abbreviated Mental Test (AMT) scores, and American Society of Anesthesiologists 
(ASA) grades on patients with dementia and femoral neck fracture (FNF) at 30 days, 
4 months, 1 year, and 2 years after undergoing surgery.
Methods: Of 1296 patients admitted with FNF, 180 had had prefracture dementia. A 
retrospective study of these 180 patients was carried out. The patient demographics, 
including age, sex, presence of diabetes mellitus (DM), lipid profile, AMT score, pre-
operative comorbidities, ASA grade, and incidence of postoperative delirium, were 
documented.
Results: A total of 113 patients (62.8%) died postoperatively. The mortality rate was 
17.7% (20 patients) at 30 days, 54.9% (62 patients) at 4 months, 77.9% (88 patients) 
at 1 year, and 87.6% (99 patients) at 2 years. The mortally rate in dementia with FNF 
was three times higher than that in FNF without dementia and was independent of 
age, ASA grades, DM, lipid profile, AMT scores, and development of postoperative 
delirium.
Conclusions: Dementia should be a principal predictive factor in mortality of FNF 
and should be a key determinant in all frailty scores.
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85% of hip fractures occur in individuals aged 65 years and older.10 
Patients who suffer from dementia have a higher risk of sustaining 
hip fractures compared to those who are cognitively competent.11-13 
In patients with Alzheimer's disease (AD), the risk of sustaining an 
FNF is 2.7 times higher than their sex- and age-matched counter-
parts without AD.14 There are also strong relations among cognition, 
environment, socioeconomic status, and hip fractures.15

The aim of this study was to assess the mortality and the influ-
ence of age, Abbreviated Mental Test (AMT) scores, and American 
Society of Anesthesiologists (ASA) grades on patients with dementia 
at 30 days, 4 months, 1 year, and 2 years after undergoing surgery 
for FNF.

2  | MATERIAL S AND METHODS

A retrospective study of 1296 patients admitted with FNF from 
January 2014 to January 2018 was carried out. After careful scru-
tiny of all the case notes and the hospital database for FNF admis-
sion, we identified 180 patients with dementia who were included in 
the study. The patient demographics, including age, sex, presence of 
diabetes mellitus (DM), lipid profile (preoperative LDL levels), AMT 
score, preoperative comorbidities, ASA grade, and incidence of post-
operative delirium, were documented. In the postoperative period, 
the patients were assessed by a senior orthogeriatrician in the ward.

The diagnosis of delirium was confirmed using Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition criteria (Table 1) 
and the change from the baseline AMT score was recorded. The mor-
tality rates for 30 days, 4 months, 1 year, and 2 years were analyzed.

2.1 | Statistical analysis

The data were analyzed using IBM SPSS Version 25. Categorical 
data are presented in tables with the number of subjects in each 
category with the percentages. The categories are also presented 
in bar charts. Differences between survival and mortality groups 
were tested using the chi-square test for categorical data and the 

two-sample t test for continuous unpaired data. A P value < 0.05 
was taken as the threshold of statistical significance. Survival 
after operation is summarized with a Kaplan-Meier survival curve. 
Kaplan-Meier curves are presented for different AMT-score groups 
and ASA-grade groups. The results of the log-rank test are displayed 
to compare the survival in the AMT-score and ASA-grade groups.

3  | RESULTS

The patients’ mean age was 87.09  years (range, 64 −101  years).
There were 40 men and 140 women. Ninety-eight patients (53.8%) 
had AD, 49 patients (27%) had vascular dementia, and 33 patients 
(19.2%) had other types of dementia. Ninety-four patients (51%) had 
more than one comorbidity. The average AMT score was 0.66 (nor-
mal range, 0-10) (Table 2).

Eighty patients (44%) were found to have DM (16 insulin-depen-
dent DM and 64 non-insulin-dependent DM). The mortality rate of 
patients with DM and dementia was 15% (12 patients) at 30 days 
and 45% (36 patients) at 1 year. The comparative results of all the 
patients with DM and dementia who survived and died showed no 
statistical difference (chi-square test: P = 0.214).

There were 32 (18%) patients with elevated LDL cholesterol 
levels preoperatively. The mortality rate for these patients was 
13% at 30 days and 25% at 1 year (P = 0.185), which is statistically 
nonsignificant.

There were 43 (24%) patients who developed postoperative de-
lirium. The mortality rate for these patients was 12% (five patients) 
at 30 days and 25.2% (11 patients) at 1 year. The comparative results 
of patients who had postoperative delirium and dementia showed no 
statistical difference (chi-square test: P = 0.026).

TA B L E  1   Diagnostic criteria for delirium according to DSM-IV

A Disturbance of consciousness (ie, reduced clarity of 
awareness of the environment) with reduced ability to focus, 
sustain, or shift attention.

B A change in cognition (such as memory deficit, disorientation, 
language disturbance) or the development of a perceptual 
disturbance that is not better accounted for by a preexisting, 
established, or evolving dementia.

C The disturbance develops over a short period of time (usually 
hours to days) and tends to fluctuate during course of the 
day.

D There is evidence from the history, physical examination, or 
laboratory findings that the disturbance is caused by the 
direct physiological consequences of a general medical 
condition.

TA B L E  2   Patient demographics

Variables Values

Mean age (years) 87.09

Sex

Male 40 (22.2%)

Female 140 (77.8%)

Dementia

Total 180

Alzheimer’s 98 (53.8%)

Vascular 49 (27%)

Other 33 (19.2%)

Diabetes mellitus 80 (44%)

Elevated lipid profile 32 (18%)

Mean AMT score 0.66 ( normal range, 1 to 10)

ASA Grade

1-2 54 (30%)

3-4 126 (70%)

Postop delirium 43 (24%)
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The total number of patients who died was 113 (62.8%; Table 3). 
The overall mortality rate was 17.7% (20 patients) at 30 days, 54.9% 
(62 patients) at 4 months, 77.9% (88 patients) at 1 year, and 87.6% 
(99 patients) 2 years (Table 4).

The Kaplan-Meier survival function is illustrated in Figure 1. A 
comparison of the ages of patients who died and survived after sur-
gery was done using the independent t test, which showed no dif-
ference (P = 0.103, 95% confidence intervals for the difference: −4.0 
to 0.37; Tables 5 and 6).

The comparative results of the AMT scores of all the patients 
who survived and died showed no statistical difference (chi-square 
test: P = 0.263; Figure 2). The Kaplan-Meier survival analysis of the 
AMT scores of these patients also showed no difference in the sur-
vival function (the log-rank test gave P = 0.874.; Figure 3). The com-
parative results of the patients with ASA grades of 3-4 and those 
with ASA grades of 1-2 who survived and died showed no statistical 
difference (chi-square test: P = 0.603; Figure 4). The Kaplan-Meier 
survival analysis of the ASA grades of these patients also showed no 
difference in the survival function (the log-rank test gave P = 0.207; 
Figure 5).

4  | DISCUSSION

Dementia is the slow and continuous deterioration of mental func-
tions with a median life expectancy of 4.5 years from the diagno-
sis.16 Dementia is usually associated with AD, vascular dementia, and 
Parkinson's disease.17,18 In our study, 54% of the patients had AD, 
27% had vascular dementia, and 19% had other types of dementia. 
The type of dementia can contribute to varying levels of cognition 
and frequent falls, which in turn causes hip fractures.18

There are several factors that affect both dementia and FNFs. 
The patient’s age is a significant factor that affects both dementia 
and FNFs.2,19 The average age in our study was 87 years. In elderly 
patients, vitamin D deficiency can cause both dementia and frac-
tures.20 A study by Sutherland et al showed that there is a reduction 
in the brain’s vitamin D receptors in patients with AD.21 Smoking and 

TA B L E  3   Total mortality of the patients with dementia and 
femoral neck fracture

Mortality

n (%)

Survived 67 (37.2%)

Died 113 (62.8%)

Total 180 (100.0%)

TA B L E  4   Mortality rates at 30 days, 4 months, 1 year, and 
2 years after surgery

Mortality

Died < 30  
days after 
operation

Died < 4  
months after 
operation

Died < 1 
year after 
operation

Died < 2 
years after 
operation

Number 20 62 88 99

Percent 17.7% 54.9% 77.9% 87.6%

F I G U R E  1   Kaplan-Meier survival curve for patients with dementia after surgery for femoral neck fracture



     |  15RAJEEV et al.

high levels of alcohol intake are also common risk factors affecting 
both dementia and hip fractures.22,23 Both habits causes a reduction 
in the bone mass leading to hip fractures.23,24 There is also a strong 
association between dementia, hip fractures and the presence of the 
APOE 4 gene.25

In patients with dementia, there is an eightfold increase in 
falls which cause hip fractures.26-28 Patients with dementia due to 
Parkinson's disease and Lewy bodies have a higher incidence of falls 
compared to those with AD and vascular dementia.29 Unsteady gait 
is an important cause of falls in dementia patients. This is due to the 
fact that these patients have a prolonged stance phase and a shorter 
swing phase with decreased stride length and less speed.30,31 
Another reason for increased falls in dementia patients is the prev-
alence of autonomic dysfunction leading to postural hypotension.32

TA B L E  5   Independent t test for the age difference between 
patients who died and survived

Mortality n Mean SD

Age (years) No 67 86.0 7.0

Yes 113 87.8 7.2

TA B L E  6   Comparison of age in survivors and those who died

Mean (standard 
deviation) Difference

Died 
(n = 113)

Survived 
(n = 67)

(95% confidence 
interval) P value

Age (years) 86.0 (7.0) 87.8 (7.2) 1.8 (−0.37 to 4.0 0.103

F I G U R E  2   Comparison of survivors 
and those who died according to 
Abbreviated Mental Test (AMT) score (chi-
square test: P = 0.263)

F I G U R E  3   Kaplan-Meier curves 
comparing Abbreviated Mental Test 
(AMT) score 0 and AMT scores 1-8, 
showing that probability of survival did 
not depend on AMT score (the log-rank 
test, P = 0.874)
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A low body mass index is also an important cause of falls in demen-
tia patients resulting in hip fractures.19,33 Weight loss is a significant 
and important finding in patients with AD and is usually associated 
with sarcopenia or reduction in muscle mass.4 Sarcopenia increases the 
risk of hip fractures by 1.8-fold.19 These patients may also suffer from 
depression, which increases the risk of hip fractures. In a meta-analysis 
of cohort studies, Wu et al showed that there is an increased risk of 
hip fractures in depression.34 Antidepressant medications can cause 
increased bone loss with higher risk of falls leading to hip fractures.35,36

In a meta-analysis, Bai et al showed that the mortality rate in 
patients suffering from dementia and hip fracture was 12% at 1 
month, 32% at 6 months, 39% at 1 year, and 45% after 1 year.37 In a 
meta-analysis of 75 studies, Hu et al showed that in patients with de-
mentia and hip fractures, the mortality rate was 13.35% at 1 month, 
15.8% at 6 months, 24.5% at 1 year, and 34.5% after 1 year.38 They 

also looked at the various preoperative predictive factors of mor-
tality in hip fracture surgery patients and found that a higher ASA 
grade indicated a greater likelihood of mortality. In our study, the 
mortality rate was 17.7% (20 patients) at 1 month, 54.9% (62 pa-
tients) at 4 months, 77.9% (88 patients) at 1 year, and 87.6% (99 pa-
tients) 2 years. Compared to the previous studies, the mortality rate 
in our study showed a twofold increase at 1 year; however, this rate 
was not influenced by the ASA grade.

The AMT score has been used as a predictive factor for the out-
comes and mortality rates in FNFs. Krishnan et al concluded that 
there was a higher rate in mortality with increase in AMT scores.39 
Nandra et al also showed a higher risk of mortality with cognitive 
decline (AMT  <  7).40 Stewart et al concluded that patients with 
higher AMT scores (AMT ≥ 7) had better survival rates.41 Our re-
sults showed that the mortality rate was independent of AMT score.

F I G U R E  4   Comparison of survivors 
and those who died according to 
American Society of Anesthesiologists 
(ASA) grade 3-4 and ASA grade 1-2 (chi-
square test: P = 0.603)

F I G U R E  5   Kaplan-Meier curves 
for patients with dementia undergoing 
femoral neck fracture surgery comparing 
the American Society of Anesthesiologists 
(ASA) grades (the log-rank test, P = 0.207)
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The association between DM and dementia has always been 
controversial. In a systematic review, Biessels et al suggested that 
patients with poor glycemic control have an increased risk of de-
veloping AD and vascular dementia.42 Microvascular changes and 
comorbidities, such as hypertension and stroke, may be contributing 
factors. In our study, 44% of patients with dementia had DM, but 
mortality rates in this group were not significantly affected.

In their study on the relation between plasma lipids and demen-
tia, Reitz et al concluded that patients with elevated LDL cholesterol 
levels were at a high risk of vascular dementia and not AD.43 In our 
study, 18% of patients had high LDL cholesterol levels but there was 
no statistical difference in the mortality at 30 days or 1 year in this 
group of patients.

FNF patients who had already had a diagnosis of prefracture 
dementia on admission were significantly more likely to develop 
postoperative delirium compared with those with no cognitive dys-
function on admission. In their study on risk factors for the onset of 
delirium after FNF surgery, Tahir et al found that 51% of the patients 
who developed postoperative delirium had had preexisting demen-
tia; however, there was no statistical difference in the mortality 
after 30 days or 1 year.44 This is in full agreement with our study.

4.1 | Limitations of the study

This was a retrospective study involving 180 patients with dementia 
and hip fractures. The cohort of patients was small and therefore 
information bias cannot be ruled out.

Future directions
A multicenter prospective study with large patient numbers and 

a longer follow-up period should be carried out in future.

5  | CONCLUSIONS

We found that the overall mortality rate in patients with dementia 
and FNF was 77.9% at 1 year and the perioperative mortality rate 
was 17.7%. This study shows that the prevalence of prefracture 
dementia in patients with FNF is a significant factor affecting the 
mortality rate. Patients with dementia and higher ASA grade did 
not show increased mortality as compared with those with a lower 
ASA grade. This was independent of age, preexisting comorbidities, 
ASA grades, AMT scores, presence of DM, elevated lipid profile, and 
postoperative delirium. Hence, dementia should be a principal pre-
dictive factor in mortality of patients with FNF and should be a key 
determinant in all frailty scores.

CONFLIC TS OF INTERE S T
Nothing to disclose.

AUTHORS CONTRIBUTIONS
Aysha Rajeev contributed to study design, data collection, analysis, 
and writing of the paper. Mohammed Ali contributed to data analysis 

and writing of the paper. Wim Tuinebreijer contributed to writing 
of the paper. Emadeldeen Zourob contributed to data collection. 
Joseph Anto contributed to writing of the paper.

ORCID
Mohammed Ali   https://orcid.org/0000-0003-0012-0451 

R E FE R E N C E S
	 1.	 Chertkow H, Feldman HH, Jacova C, Massoud F. Definitions of de-

mentia and predementia states in Alzheimer's disease and vascular 
cognitive impairment: consensus from the Canadian conference on 
diagnosis of dementia. Alzheimers Res Ther. 2013;5(Suppl 1):1-8.

	 2.	 Hebert LE, Scherr PA, Beckett LA, et al. Age-specific inci-
dence of Alzheimer’s disease in a community population. JAMA. 
1995;273(17):1354-1359.

	 3.	 Weller I, Schatzker J. Hip fractures and Alzheimer’s disease in elderly 
institutionalized Canadians. Ann Epidemiol. 2004;14(5):319-324.

	 4.	 Poehlman ET, Dvorak RV. Energy expenditure, energy intake, and 
weight loss in Alzheimer disease. Am J Clin Nutr. 2000;71(2):650S-655S.

	 5.	 Sato Y, Asoh T, Oizumi K. High prevalence of vitamin D deficiency 
and reduced bone mass in elderly women with Alzheimer’s disease. 
Bone. 1998;23(6):555-557.

	 6.	 Myers RH, Schaefer EJ, Wilson PW, et al. Apolipoprotein E epsi-
lon4 association with dementia in a population-based study. The 
Framingham study. Neurology. 1996;46(3):673-677.

	 7.	 Guo Z, Viitanen M, Winblad B. Low blood pressure and five-year 
mortality in a Stockholm cohort of the very old: possible confound-
ing by cognitive impairment and other factors. Am J Public Health. 
1997;87(4):623-628.

	 8.	 Evans DA, Funkenstein HH, Albert MS, et al. Prevalence of 
Alzheimer’s disease in a community population of older persons. 
Higher than previously reported. JAMA. 1989;262(18):2551-2556.

	 9.	 Ferri CP, Prince M, Brayne C, et al. Global prevalence of dementia: a 
Delphi consensus study. Lancet. 2005;366(9503):2112-2117.

	10.	 Braithwaite RS, Col NF, Wong JB. Estimating hip fracture morbidity, 
mortality and costs. J Am Geriatr Soc. 2003;51(3):364-370.

	11.	 Morris JC, Rubin EH, Morris EJ, Mandel SA. Senile dementia of 
the Alzheimer’s type: an important risk factor for serious falls. J 
Gerontol. 1987;42(4):412-417.

	12.	 Johansson C, Skoog I. A population-based study on the associ-
ation between dementia and hip fractures in 85-year olds. Aging. 
1996;8(3):189-196.

	13.	 Sato Y, Kanoko T, Satoh K, Iwamoto J. Risk factors for hip frac-
ture among elderly patients with Alzheimer’s disease. J Neurol Sci. 
2004;23(2):107-112.

	14.	 Melton LJ 3rd, Beard CM, Kokmen E, Atkinson EJ, O’Fallon WM. 
Fracture risk in patients with Alzheimer’s disease. J Am Geriatr Soc. 
1994;42(6):614-619.

	15.	 Marks R. Hip fracture epidemiological trends, outcomes, and risk 
factors, 1970–2009. Int J Gen Med. 2010;3:1–17.

	16.	 Xie J, Brayne C, Matthews FE. Survival times in people with de-
mentia: analysis from population based cohort study with 14 year 
follow-up. BMJ. 2008;336(7638):258-262.

	17.	 Holmes C, Cairns N, Lantos P, Mann A. Validity of current clinical 
criteria for Alzheimer’s disease, vascular dementia and dementia 
with Lewy bodies. Br J Psychiatry. 1999;174:45-50.

	18.	 Ballard CG, Shaw F, Lowery K, McKeith I, Kenny R. The prev-
alence, assessment and associations of falls in dementia with 
Lewy bodies and Alzheimer’s disease. Dement Geriatr Cogn Disord. 
1999;10(2):97-103.

	19.	 Farmer ME, Harris T, Madans JH, Wallace RB, Cornoni-Huntley J, 
White LR. Anthropometric indicators and hip fracture. The NHANES 
I epidemiologic follow-up study. J Am Geriatr Soc. 1989;37(1):9-16.

https://orcid.org/0000-0003-0012-0451
https://orcid.org/0000-0003-0012-0451


18  |     RAJEEV et al.

	20.	 Buell JS, Dawson-Hughes B. Vitamin D and neurocognitive dysfunc-
tion: preventing ‘‘D"ecline?-Mol Aspects. Med. 2008;29(6):415-422.

	21.	 Sutherland MK, Somerville MJ, Yoong LK, Bergeron C, Haussler 
MR, McLachlan DR. Reduction of vitamin D hormone receptor 
mRNA levels in Alzheimer as compared to Huntington hippocam-
pus: correlation with calbindin-28k mRNA levels. Brain Res Mol Brain 
Res. 1992;13(3):239-250.

	22.	 Anstey KJ, von Sanden C, Salim A, O’Kearney R. Smoking as a risk 
factor for dementia and cognitive decline: a metaanalysis of pro-
spective studies. Am J Epidemiol. 2007;166(4):367-378.

	23.	 Kumar V, Kinsella LJ. Healthy brain aging: effect of head injury, alco-
hol and environmental toxins. Clan Geriatric Med. 2010;26(1):29-44.

	24.	 Hoidrup S, Prescott E, Sorensen TI, et al. Tobacco smoking and risk of 
hip fracture in men and women. Int J Epidemiol. 2000;29(2):253-259.

	25.	 Johnston JM, Cauley JA, Ganguli M. APOE 4 and hip fracture 
risk in a community-based study of older adults. J Am Geriatr Soc. 
1999;47(11):1342-1345.

	26.	 Campbell AJ, Reinken J, Allan BC, Martinez GS. Falls in old age: 
a study of frequency and related clinical factors. Age Ageing. 
1981;10(4):264-270.

	27.	 Graafmans WC, Ooms ME, Hofstee HM, Bezemer PD, Bouter LM, 
Lips P. Falls in the elderly: a prospective study of risk factors and 
risk profiles. Am J Epidemiol. 1996;143(11):1129-1136.

	28.	 Anstey KJ, von Sanden C, Luszcz MA. An 8-year prospective study 
of the relationship between cognitive performance and falling in 
very old adults. J Am Geriatr Soc. 2006;54(8):1169-1176.

	29.	 Allan LM, Ballard CG, Rowan EN, Kenny RA. Incidence and predic-
tion of falls in dementia: a prospective study in older people. PLoS 
One. 2009;4(5):e5521.

	30.	 Visser H. Gait and balance in senile dementia of Alzheimer’s type. 
Age Ageing. 1983;12(4):296-301.

	31.	 Tanaka A, Okuzumi H, Kobayashi I, Murai N, Meguro K, Nakamura 
T. Gait disturbance of patients with vascular and Alzheimer-type 
dementias. Percept Mot Skills. 1995;80:735-738.

	32.	 Algotsson A, Viitanen M, Winblad B, Solders G. Autonomic dysfunc-
tion in Alzheimer’s disease. Acta Neurol Scand. 1995;91(1):14-18.

	33.	 Berlinger WG, Potter JF. Low Body Mass Index in demented outpa-
tients. J Am Geriatr Soc. 1991;39(10):973-978.

	34.	 Wu Q, Liu J, Gallegos-Orozco JF, Hentz JG. Depression, fracture 
risk, and bone loss: a meta-analysis of cohort studies. Osteoporosis 
Int. 2010;21(10):1627-1635.

	35.	 French DD, Campbell R, Spehar A, Cunningham F, Foulis P. 
Outpatient medications and hip fractures in the US: a national vet-
erans study. Drugs Aging. 2005;22(10):877-885.

	36.	 Leipzig RM, Cumming RG, Tinetti ME. Drugs and falls in older peo-
ple: a systematic review and meta-analysis: I. Psychotropic drugs. J 
Am Geriatr Soc. 1999;47(1):30-39.

	37.	 Bai J, Zhang P, Liang X, Wu Z, Wang J, Yuan LY. Association between 
dementia and mortality in the elderly patients undergoing hip frac-
ture surgery: a meta-analysis. J Orthop Surg Res. 2018;13:298-305.

	38.	 Hu F, Jiang C, Shen J, Tang P, Wang Y. Preoperative predictors for 
mortality following hip fracture surgery: a systematic review and 
meta-analysis. Injury. 2012;43(6):676-685.

	39.	 Krishnan M, Beck S, Havelok W, Eeles E, Hubbard RE, Johansen 
A. Predicting outcome after hip fracture: using a frailty index to 
integrate comprehensive geriatric assessment results. Age Ageing. 
2014;43:122-126.

	40.	 Nandra R, Pullan J, Bishop J, Baloch K, Grover L, Porter K. 
Comparing mortality risk of patients with acute hip fractures ad-
mitted to a major trauma centre on a weekday or weekend. Sci Rep. 
2017;7(1):1233.

	41.	 Stewart NA, ChantreyJ BSJ, Boulton C, Moran CG. Predictors of 5 
year survival following hip fracture. Injury. 2011;42:1253-1256.

	42.	 Biessels GJ, Staekenborg S, Brunner E, Brayne C, Scheltens P. 
Risk of dementia in diabetes mellitus: a systematic review. Lancet. 
2006;5(1):64-74.

	43.	 Reitz C, Tang M, Luchsinger J, Mayeux R. Relation of plasma lip-
ids to alzheimer disease and vascular dementia. Arch Neurol. 
2004;61(5):705-714.

	44.	 Tahir M, Malik SS, Ahmed U, Kozdryk J, Syeda Huma Naqvi HS, 
Malik A. Risk factors for onset of delirium after neck of femur frac-
ture surgery: a prospective observational study. SICOT J. 2018;4:27.

How to cite this article: Rajeev A, Ali M, Tuinebreijer W, 
Zourob E, Anto J. Preexisting dementia is associated with 
higher mortality rate in patients with femoral neck fracture. 
Aging Med. 2021;4:12–18. https://doi.org/10.1002/
agm2.12142

https://doi.org/10.1002/agm2.12142
https://doi.org/10.1002/agm2.12142

