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Results: Cognitive Impairment is Associated with Some Frailty
Components

Methods: Cognitive Function Screening

Cognitive function was assessed via the NIH-developed patient questionnaire:
* PROMIS-C: Patient-Reported Outcomes Measurement Information System — Cognitive

Objective
Explore the relationship between cognitive function and frailty by analyzing how 4
different frailty screening tools capture cognitive dysfunction in ventral hernia patients
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