Supplementary Table 1. Details on variables used in the analysis

Variable

Description

Diabetes Mellitus (DM)

Blood Pressure (BP)

History of
Cardiovascular
Diseases (CVD)

Grip Strength (GS)

Daily functioning

We defined DM (yes/no) in all four studies as a self- and/or general
practitioner reported history of DM, the use of antidiabetic medication or an
abnormal blood glucose level at baseline.

In the Leiden 85-plus Study two manual BP measurements, while in a seated
position, were made with a time range between measurements of
approximately two weeks. In the LILACS NZ study, BP was automatically
measured three times on one occasion, in the supine position. In the
Newcastle 85+ Study, BP was automatically measured three times during one
physical assessment, while in a seated position. In TOOTH, BP was
automatically measured two times during one medical examination, while in
a seated position.

In the Leiden 85-plus Study, the history of CVD was available from physician-
reported history and electrocardiogram (ECG) data. In the LILACS NZ study,
the CVD data was obtained from a self-reported history, screening of general
practitioner (GP) and hospitalization records, and ECGs.[1] In the Newcastle
85+ Study, GP records were screened and ECGs were made. In TOOTH, a
history of CVD was obtained from a personal interview and the medical
reports brought to that interview.

A Jamar hand dynamometer (Sammons Preston INC., lllinois, USA) was used
in the Leiden 85-plus Study. A Takei hand dynamometer Grip-D (Takei
Scientific Instruments Co., Niigata-City, Japan) was used in the LiLACS NZ and
Newcastle 85+ study. In TOOTH, a Tanita 6103 handheld dynamometer
(Tanita cooperation, Tokyo, Japan) was utilized. The average value of two and
the highest value of three measurements of the dominant hand was used in
TOOTH and the Leiden 85-plus Study, respectively. The LILACS NZ study
obtained the average value of three measurements of the strongest hand. In
the Newcastle 85+ Study, the mean recording of four measurements
alternating between dominant and non-dominant hand were used

In the Leiden 85-plus Study, ADL was measured with the Groningen Activity
Restriction Scale (GARS).[2] The GARS consists of 18 items scored between 1
(fully independent) and 4 (only with help), adding up to a maximal score of 72
(worst). The LILACS NZ study utilized the Nottingham Extended Activities of
Daily Living (NEADL) questionnaire.[3] The NEADL scores 22 items and ranges
from O (worst) to 22 (optimal). In the Newcastle 85+ study, ADL was evaluated
with a sum score based on 17 activities with total scores ranging from 0
(optimal) to 17 (worst). For TOOTH, the Lawton Instrumental Activities of
Daily Living was utilized, with a score ranging from 0 (worst) to 5 (optimal)
based on 5 items.[4]
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