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[ Abstract] Objective To investigate the role of comprehensive geriatric assessment (CGA) in comprehensive management for the
elderly inpatients. Methods A standard CGA process was built and then employed to assess the elderly inpatients (over 65 years old)
within 48 h after consecutively admitted in the Geriatric Ward of our hospital from September 2013 to September 2014. The effect of
CGA was evaluated. Results Our standard CGA process was very convenient in clinical practice. There were 179 patients over 65
years were enrolled in this study, with an age of (72.5 + 8.1) years. CGA showed the following geriatrics syndrome: 62.0% with poor
vision, 41.3% with sleep disorder, 40.8% with hearing loss, 34.6% with pain, 25.7% having falls, 23.5% having polypharmacy, 21.8%
with constipation, 18.4% with mood disorder, 16.2% with incontinence, and 10.6% with cognitive impairment. There were 15 elderly
patients (8.4%) who were admitted because of different complaints but finally discharged with the first diagnosis of geriatric
syndrome. Conclusion Geriatric syndrome is very common in the elderly inpatients. Standard CGA can effectively screen those
with geriatric syndrome, and helpful to the holistic management for them.
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Table 1 Comprehensive geriatrics assessment for screening and further assessment in PUMCH

Assessment content

Screening

Further assessment

Diseases

Medication management

Nutrition

Teeth, swallowing

Hearing

Vision

Incontinence

Constipation

Chronic Pain

Sleeping

Cognition, emotion

Delirium

Physical function

Activities of daily
living(ADL)

Fall assessment

Social and environmental
assessment

Medical preferences

Complete medical history, physical examination, pay
attention to the elderly-specific issues

Complete medication records, including over-the counter
(OTC) drugs and health care products, herbal

Body mass loss?

Reduction in food intake?

Measurement of body mass, body mass index (BMI)

Teeth and gums

Masticatory function assessment

Aspiration or not?

Can he/she hear and understand under a normal speaking
voice without hearing aid or looking at each other’s face?

Observe during communication

Vision problems during driving, watching TV, reading, or daily life?

Observe during communication

Did you ever have the loss of control over urination and wet pants?

Whether more than five times a year? Causing distress that
you need to treat it?

Nocturnal enuresis times?

Presence of constipation or bowel abnormality?

Pain or not

Satisfied with sleep quality or not?
Any influences on life?
Snoring or not?

Losing things or not, memory decline?
Mini-cog
No interesting or pleasure within two weeks?
Depressed, low mood, hopeless within two weeks?
Depression or anxiety during conversation?

Risk factors: advanced age (=85 years), sleep deprivation,
restriction, impaired sensation (abnormal vision or
hearing), dehydration, infection, usage of high-risk drugs.

Presence of delirium symptoms (disorientation and
fluctuating state of consciousness)

Barthel ADL®!

Instrumental ADL (IADL) (Lawton Index)™
Pay attention to different grading standards; IADL assessment first
during outpatient screening, then ADL assessment if IADL abnormal
History of falls within one year?
Ask and observe presence of abnormal gait?

Living with anyone? Economic burden? Who does
housework? Getting care from the children?

Housing and surrounding environment. With elevator or not?

The safety of living at home

Problems wanted to be solved this time

Surrogates if he/she cannot make decisions? Preferences for life
supporting treatments (given sufficient time)

Targeted tests and imaging examinations,
previous clinical data

Medication indications

Adverse drug reactions

Drug interactions

Pharmacist assessment

Mini  Nutritional Assessment-Short Form

(MNA-SF), Nutritional Risk Screening (NRS)

2002, dietitians assessment

Dentist consultation

Further examination of swallowing function

Audiometry
Otologist consultation, cerumen removal

Eye chart detection
Ophthalmologist consultation
Ask the relevant incentives
symptoms

Gynecologist, urologist consultation

and other

Ask defecation and traits

Whether time-consuming or laborious?

Digital rectal examination (DRE)

Pain location, extent, and duration

Associated symptoms

Ask sleep disorder situations(hard to sleep,
wake up early, easy to wake up, feeling
tired the next day, sleep time)

Find out the relevant habits,

problems

Polysomnography (PSG)

Mini-Mental State Examination (MMSE),

Neurology assessment

Geriatric Depression Scale (GDS), Patient

Health Questionnaire(PHQ-9)

Self-rated Anxiety Scale(SAS)™, Self-rated

Depresion Scale(SDS)™

Psychologist consultation

Confusion Assessment Method (CAM),

Psychologist consultation ,

Further examination to find incentives

Prevention and non-drug interventions

emotional

Learn more about the causes of the loss of

function

Rehabilitation, physical therapy/occupational
therapy (PT/OT) consultation

Muscle strength, balance and gait assessment
Balance test, Five Times Sit-to-Stand
Test(FTSST), Timed Up and Go
test(TUG), functional reach

Methods to prevent falls

Related orthopedic, neurological examination

Rehabilitation, PT/OT consultation

Any influences on health?

Any possibility for improvement?

Social workers involvement

Living wills may refer to “Choice and
Dignity” website: www.xzyzy.com

PUMCH: Peking Union Medical College Hospital
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Table 2 Underlying chronic diseases of the subjects

Ranking No. Disease Patient[n(%)]
1 Hypertension 103 (57.5)
2 Peripheral arterial disease 94 (52.5)
3 Hyperlipidemia 80 (44.7)
4 Diabetes 67 (37.4)
5 Musculoskeletal disorders” 55 (30.7)

“including osteoporosis and osteoarthritis
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