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Geriatric assessment 

• by the individual clinician extends beyond the traditional 
disease-oriented medical evaluation of older persons’ health 
to include assessment of cognitive, affective, functional, 
social, economic, environmental, and spiritual status, as well 
as a discussion of patient preferences regarding advance 
directives



Assessment instruments 

• can be used to guide these evaluations but do not substitute 
for clinical skills and judgment, including the skill of eliciting 
important items from the patient’s history and physical 
examination

• Systematic assessment of the multiple domains noted above 
ensures that the evaluation is comprehensive



GERIATRIC ASSESSMENT



• Geriatric assessment differs according to the setting 

where the patient is being evaluated

• inpatient

• Nursing home

• home



In the hospital setting

• In the hospital setting, the initial assessment is usually 

directed at the acute medical problem that precipitated 

the hospitalization

• As the patient begins to recover and plans are initiated 

for discharge

• other components (eg, social support, environment) 

assume increasing importance in the assessment



In the hospital setting
• inpatient setting can be problematic for geriatric assessment:

• the rapidly changing status of several key dimensions

For example, a patient may temporarily become “dependent” on
all measures of functional status when acutely ill and gradually 
improve prior to discharge

• patients may overestimate their functional status based on 
their previous level of functioning

• direct observational methods (eg, by nurses or physical 
therapists) may provide a more accurate assessment

• The patient’s full potential to participate in rehabilitation may 
not be known until near the time of discharge. 



In Nursing home

• Nursing home geriatric assessment requires that attention 
be directed to selected aspects of assessment 

• nutritional status 

• self-care activities

 Other components such as functional status at the 
instrumental or intermediate activities of daily living (IADLs) 
level (eg, shopping, meal preparation) are less relevant in this 
setting



at home

• Geriatric assessment conducted in the patient’s home 
provides an opportunity for an entirely different type of 
assessment

• environmental factors (eg, home safety) 

• insights into functional status (eg, cleanliness of the home) 
can be directly assessed



Components of the Geriatric 
Assessment 

• standard medical history 

• physical examination 

• specific conditions that are common among older persons 
that might have considerable impact on function 

• In the course of the traditional medical evaluation, these 
problems may go unnoticed because older patients fail to 
report them 

• FALL, Urinary incontinence, sexual function, hearing loss…



Visual Impairment 

• four major eye diseases (cataract, age-related macular degeneration, 
diabetic retinopathy, and glaucoma) increases in prevalence with
age

• presbyopia is virtually universal and the vast majority of older persons 
require eyeglasses

• Snellen eye chart
• 20 ft
• Patients fail the screen if they are unable to read all the letters on the 

20/40 line with their eyeglasses (best corrected vision) 
• Several interviewer and self-administered instruments to detect 

functional problems caused by visual impairment have been developed, 
including the Activities of Daily Vision Scale, VF-14, VFQ-25, and the 
Cataract Symptom
Scale



Hearing Impairment 

• Hearing impairment is associated with reduced cognitive, 
emotional, social, and physical function, as well as increased 
hospitalizations, and the use of amplification devices has led 
to improved functional status and quality of life of older 
persons 

• Screening for hearing loss 

The most accurate; 

theWelch Allyn AudioScope 3 (Welch Allyn, Inc., Skaneateles 
Falls, NY),

a handheld otoscope with a built-in audiometer 



Hearing Impairment 

• The AudioScope 3 can be set at several different levels of 
intensity, but should be set at 40 dB to evaluate hearing in 
older persons 

• A pretone at 60 dB is delivered 

• then four tones (500, 1000, 2000, and 4000 Hz) at 40 dB are 
delivered

• Patients fail the screen if they are unable to hear either the 
1000- or 2000-Hz frequency in both ears or
both the 1000- and 2000-Hz frequencies in one ear, 

indicating the need for formal audiometric testing 



Hearing Impairment 

• Another alternative is the whispered voice test

• which is administered by whispering three to six random 
words(numbers, words, or letters) at a set distance (6, 8, 12, 
or 24 in) from the person’s ear and then asking the patient to 
repeat the words

• The examiner should be behind the person to prevent speech 
reading and the opposite ear should be
covered or occluded during the examination

• Patients fail the screen if they are unable to repeat half of the 
whispered words correctly 



Hearing Impairment 



Malnutrition/Weight Loss 

• Both extremes of body weight place older people at risk for 
subsequent functional impairment, morbidity, and mortality

• Among community-dwelling older persons, the most common 
nutritional disorder is obesity

• a small percentage of community-dwelling older persons have 
energy or protein energy undernutrition, which places them at 
higher risk for death and functional decline

• Protein energy undernutrition is defined by the presence of

clinical (physical signs such as wasting, low body mass index 
[BMI]) biochemical (albumin or other protein) evidence of 
insufficient intake



• Although the importance of low serum albumin and low 
cholesterol as prognostic factors for mortality in community-
dwelling, hospitalized, and institutionalized older persons has 
been demonstrated, these tests may reflect inflammation 
rather than malnutrition 



Mini-Nutritional Assessment 
(MNA)
• The use of the MNA can help detect risk of malnutrition while 

albumin and BMI are still in the normal range 

• increasingly used in community-based screening programs

•



malnutrition
• Office setting:

Asked about weight loss last 6 m

Weighted every office visit

BMI

• Hospital setting:

associated with higher mortality rates, delayed functional 
recovery, and higher rates of nursing home use

percentage of the diet that the patient is eating

Asks two questions, “Have you been eating poorly because of 
a decreased appetite?” and “Have you lost your weight

recently without trying?”

Lab test monitoring is less useful( Alb, Pre Alb )



Urinary Incontinence

associated with depressive symptoms in older adults 

 is a major factor in nursing home placement

 effective treatments are available for incontinence 

As a result, screening for urinary incontinence has increasingly been 
recognized as an indicator of quality of care

if present:

patient or caregiver are Assessing Care of Vulnerable Elders (ACOVE) 
quality indicators

The 3IQ questionnaire 

brief interviewer-administered instrument with high sensitivity and 
specificity that has been developed to distinguish between urinary 
stress and urge incontinence in women in primary care settings 



3IQ test

• high sensitivity and specificity 

• distinguish between urinary stress and urge incontinence in 
women in primary care settings 



























Balance and Gait Impairments and 
Falling 

• Over one-third of community-dwelling persons over age 65 
fall every year 

• functional and mobility decline 

• asking all older patients if they have fallen in the last year

Then

performing a multifactorial falls assessment by testing balance, 
gait, lower extremity strength 



• Clinicians should ask their older persons specifically about falls and 
fear of falling 

• recurrent falls or falls with any injury should receive a more detailed 
evaluation:

• assessment of gait and balance, orthostatic blood pressure 
readings, vision testing, a foot examination, and a review of their 
medications that may contribute to the risk of falling 

• (CDC) home safety checklist 

• osteoporotic fracture should also be assessed using the FRAX, the 
World Health Organization (WHO) Fracture Risk 



Balance and gait

• Observing patients walking and performing balance maneuvers best 
assesses balance and gait disorders 

• ability to maintain a side-by-side, semi-tandem, and full-tandem 
stance for 10 seconds

• resistance to a nudge
• stability during a 360-degree turn
• Quadriceps strength can be briefly assessed by observing an older 

person arising from a hard armless chair without the use of his or her 
hands

• “up and go” test is a timed measure of the patients’ ability to rise arm 
chair, walk 3 m (10 ft), turn, walk back, and sit down again; those
who take longer than 20 seconds to complete the test should receive 
further evaluation

• Gait speed is also a helpful marker for recurrent falls. Patients who take 
more than 13 seconds to walk 10 m are more likely to have recurrent 
falls 





Polypharmacy

• associated with adverse drug reactions, reduced adherence, and 
inappropriate medication usage 

• risk factors for adverse drug events such as cognitive impairment, 
frailty, and renal impairment 

• “prescribing cascade,”
when an adverse drug event is misattributed to a new medical 
condition 

• Beers criteria have been developed by the American Geriatrics 
Society to assist clinicians with identifying and avoiding potentially 
inappropriate medications for older adults 



Cognitive Assessment 

• Among hospitalized patients, mental status should be 
assessed at the time of hospital admission and then 
periodically because older persons are especially prone to 
develop delirium during the hospital stay 

•





Affective Assessment 

• affective disorders are common among older adults and are likely 
underdiagnosed

• symptoms may be underreported 

• be masked by cognitive impairment or other neurologic
diseases such as Parkinson disease 

• brief two-item screening inquiry asks about the frequency of depressed mood 
and anhedonia over the past 2 weeks 

• if positive, can prompt further screening by completing the Patient Health 
Questionnaire-9 (PHQ-9) 
detect and monitor depression symptoms 

• Geriatric Depression Scale (GDS) which has 5-, 15-, and 30-item versions 



Assessment of Function 

• changes in functional status should prompt further 
diagnostic evaluation and intervention. 

• An early indicator of impending functional disability is self-
perceived difficulty with performing functional tasks

• Measurement of functional status is also valuable in 
monitoring response to treatment and may provide 
prognostic information that will help plan for long-term care 



• basic activities of daily living (BADLs)
bathing, dressing, toileting, continence, grooming, feeding, and transferring 

• IADLs
ability to maintain an independent household such as shopping
for groceries, driving or using public transportation, using the telephone, meal 
preparation, housework, home repair,
laundry, taking medications, and handling finances 

• advanced activities of daily living (AADLs) 
ability to fulfill societal, community, and family roles as well as participate in 
recreational or occupational tasks 

• open-ended questions about how older persons spend their days might provide 
a better assessment of function in healthier older persons 



• open-ended questions about how older persons spend their 
days might provide a better assessment of function in 
healthier older persons 

• directly observing the performance of functional tasks 

• physical performance measures (the NIH toolbox) 



Assessment of Social Support 

• assessed by asking a few questions about relationships such as family, 
friends, neighbors, and caregivers when obtaining the social history 

• The quality of these relationships should also be determined
• For very frail older persons, the availability of assistance from family 

and friends is frequently the determining factor of whether a 
functionally dependent older person remains at home or is
institutionalized

• If dependency is noted during functional assessment, then the 
clinician should inquire as to who provides help for specific BADL and 
IADL functions and whether these persons are paid or voluntary help

• Even in healthier older persons, it is often valuable to raise the 
question of who would be available to help if the patient
becomes ill

• For vulnerable older adults, clinicians should be mindful of signs of 
elder abuse, neglect, exploitation, and if suspected, are mandated to 
report cases to Adult Protective Services  



Economic Assessment 

• Many older adults live on fixed incomes

• and the rising costs of medical expenses coupled with that of 
paid caregivers and residential facilities 

• can cause financial hardship that may manifest as medication 
nonadherence, weight loss, or the appearance of self-neglect 



Environmental Assessment 

• Environmental assessment encompasses two dimensions:

• safety of the home environment 

• the adequacy of the patient’s access to needed personal and 
medical services

• CDC has developed a home safety checklist

(http://www.cdc.gov/HomeandRecreationalSafety/Fa

lls/CheckListForSafety.html)

• in-home safety inspections can be performed, including
recommendations for installation of adaptive devices such as 
shower bars and raised toilet seats 



Environmental Assessment

• Older drivers are at increased risk for motor vehicle accidents 
secondary to functional impairments, medications, and 
medical conditions. 

• The National Highway Traffic Safety Administration (NHTSA) 
has produced materials to help physicians talk with older 
drivers about safe driving
(http://www.nhtsa.gov/Driving+Safety/Older+Drivers/Talking+
with+Older+Drivers+about+Safe+Driving) 



Spirituality 

• Frequent attendance of religious services has been associated 
with lower health care utilization and mortality rates

• FICA tool for spiritual assessment 

• Simply asking older persons whether religion or spirituality is 
important to them may provide insights that may facilitate 
their care 



Spirituality



Advance Directives 

• enables patients to make sure that their health care wishes 
are known in advance and considered if for any reason they 
are unable to speak for themselves 

• thoughts about the burdens and benefits of treatment

• Cultural differences regarding preferences for advance 
directives and end-of-life care should be recognized and 
respected 



CGA

• CGA is based on the premise that a systematic evaluation of 
frail older persons by a team of health professionals may
uncover treatable health problems and lead to better health 
outcomes 

• evaluation typically includes four dimensions:

physical health; 

functional status; 

psychological health, including cognitive and affective status; 
socioenvironmental factors 



CGA

• lead to better survival rates, improved functional status, and 
more desirable placement (eg, home rather than nursing 
home)following discharge from the hospital. 

•



CGA is a three-step process

• (1) screening or targeting of appropriate patients

• (2) assessment and development of recommendations

• (3) implementation of recommendations, including physician 
and patient adherence with recommendations

Each of these steps is essential if the process is to be successful 
at achieving health and functional benefits 



Who need CGA

• Most CGA programs exclude patients who are unlikely to 
benefit because of terminal illness, severe dementia,
complete functional dependence, and inevitable nursing 
home placement.

Exclusionary criteria have also included
identifying older persons who are “too healthy” to benefit 









Effectiveness of 
Comprehensive 
Geriatric Assessment 



Inpatient Units and Services 



Outpatient CGA

• benefit on quality of care and functional decline

• not been benefits on hospitalization or nursing home 
placement

• no benefit of outpatient CGA on survival 



In-Home Assessment

• focuses primarily on preventive rather than rehabilitative
services 

• are aimed at patients at low rather than high risk of nursing 
home admission

• home assessments to be consistently effective in reducing 
functional decline (if a clinical examination is
performed) as well as overall mortality among younger 
patients (73–78 years) 



• CGA has been adapted to specialty treatment of older 
persons 

• Oncology

• Emergency

• department postdischarge management

• inpatient orthopedic care


