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Using the Comprehensive Geriatric Assessment
technique to assess elderly patients
JKH Luk, KH Or, J Woo
Objective. To review the concept, components, and characteristics of the Comprehensive Geriatric Assessment
technique.
Data sources. Medline and non-Medline literature search.
Study selection. The following key words were used: Comprehensive Geriatric Assessment; all available years
of study were reviewed.
Data extraction. Studies that assessed the Comprehensive Geriatric Assessment technique’s benefits were
examined.
Data synthesis. By using the Comprehensive Geriatric Assessment programme, accurate diagnoses can be made,
treatable illnesses can be screened for, therapeutic plans can be formulated, and the optimal placements of patients
can be achieved. Assessment should be performed at each level or geriatric care; various well-validated scales are
used to measure the activity of daily living of patients. The Comprehensive Geriatric Assessment programme can
improve functional status; reduce the use of medications, nursing homes, and medical services; and reduce mortality
rates. Most studies confirm that a successful programme requires careful patient targeting, implementation of the
programme by attending physicians, and patient adherence to the recommendations made.
Conclusions. A well-targeted Comprehensive Geriatric Assessment programme and the control of patients'
adherence to recommendations are effective in improving the well-being of elderly patients.
HKMJ 2000;6:93-8
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What is Comprehensive Geriatric Assessment?
A major difference between geriatric medicine and
adult medicine is the emphasis on a holistic approach
in the former. A holistic approach needs to be adopted
by geriatricians mainly because of the complex
medical history of elderly patients: older patients tend
to have multiple organic, psychological, and social
problems.1 Their functional and physiological capacities are often diminished and the adverse effects of
drugs are more pronounced. Atypical symptoms of
common diseases often occur and physical illnesses
may present as a mental disorder (eg delirium) or loss
of a certain function. The concept of Comprehensive
Geriatric Assessment (CGA) has evolved because of
the many problems of elderly subjects.2
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Comprehensive Geriatric Assessment (also called
Multidisciplinary Geriatric Assessment) is defined
as a multidimensional, multidisciplinary diagnostic
process that aims to determine a frail elderly person’s
medical, psychosocial, and functional capacities and
problems. The objective is to develop an overall plan
of treatment and long-term follow-up.1 This concept
started in 1930, when Dr Marjory Warren began to
evaluate and rehabilitate the patients who attended a
large London infirmary. Dr Warren was able to get
most of the patients out of bed, and many were subsequently discharged home.2-4 Since then, the concept
of CGA has evolved and can now be regarded as the
‘technology’ of geriatric medicine.

Purposes and components of Comprehensive
Geriatric Assessment
The assessment tries to accurately diagnose, screen for
treatable illnesses, formulate a rational therapeutic
plan, and document any change over time in elderly
people. Frequently, the appropriateness of services
(such as long-term care) and optimal placement are
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also determined. The most important characteristic
of CGA is the use of a multidisciplinary approach.1
The participation of multidisciplinary teams can greatly
increase the expertise and enthusiasm for patient
assessment and care. The final organisation depends
on the programme goals, setting, patient load, and
funding. Most groups consist of a physician, a nurse,
and a social worker. Other members include a physiotherapist and occupational therapist. Some assessment
teams also have a dietitian, psychologist, psychiatrist,
podiatrist, ophthalmologist, or clinical pharmacologist.
Because of the range of problems that can be
present, the WHO has identified and recommended
certain domains to be assessed in elderly patients
(Box).5 Based on these domains, different assessment
instruments have been formulated. Geriatric instruments are usually well-validated scales that make
assessment much easier to perform and more reliable.
Another advantage is that standardised instruments
can facilitate the transfer of information between
health care workers, allowing smooth teamwork
to occur and valuable and valid data to be tabulated,
and the progress of treatment to be measured over
time.
To determine a person’s basic activity of daily
living (ADL), the Barthel ADL and Katz index of
ADL are often used.6,7 To determine the instrumental
ADL (IADL), the Lawton IADL scales and the
Fillenbaum five-item IADL questionnaire are some
of the more commonly used instruments.8,9 Different
scales exist for assessing cognitive function and include the Abbreviated Mental Test (AMT) and the
Folstein Mini-Mental State Examination (MMSE).10,11
The Cantonese version of the AMT and the Putonghua
and Cantonese versions of the MMSE are available
and have been validated.12-14 Various depressionscreening tools are also available. The more commonly
used scales are the Yesavage Geriatric Depression
Scale; the Hamilton Rating Scale for Depression,
Selfcare (D); and the Zung Self-rating Depression
Scale. 15-18 A validated Cantonese version of the
Geriatric Depression Scale has been used in local
Domains identified by the World Health Organization
as needing assessment in elderly patients5
Physical health
Mental function: cognitive and psychiatric symptoms
Functional capacity: basic activity of daily living and
instrumental activity of daily living
Social resources
Environmental resources
Economic resources
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studies.19 No single instrument for measuring social
and economic status seems to exist. Any such measure would be lengthy, as it would need to measure
different aspects of social status. One simple example
is the checklist recommended by the Royal College
of Physicians of London and the British Geriatrics
Society.20 The quantification of physical health is
considered the most difficult part of a geriatric assessment. This is mainly because of the complexity and
multifactorial nature of physical illness. Some welldesigned scales are available but are only appropriate
for certain diseases, such as the widely used New York
Heart Association’s classification for heart disease. 21
As a result, many CGA programmes do not attempt
to quantify their participants’ physical diseases, but
only record their diagnoses and medications used. One
frequently overlooked area in the physical assessment
of older patients is the screening for malnutrition.22
Nutritional problems are not uncommon among older
patients, especially those with underlying medical
illnesses. Hence, a nutritional assessment should be
included in CGA as part of the physical evaluation.
Measuring the body weight, body mass index, midarm circumference, triceps skinfold thickness, and
serum albumin level provides helpful clues about an
elderly person’s nutritional status.23 The arm span
can be used to approximate the height of an elderly
subject if their height cannot be measured due to
skeletal problems and immobility.24
Another aspect that should be included in the
physical assessment of the elderly is the evaluation of
mobility and fall risk, because instability (recurrent
falls) and immobility are two significant problems.
Established tools that evaluate these are available,
including the Timed Up-and-Go Test, the Functional
Reach Test, and tests for gait and balance that have
been developed by Tinetti.25-27 Recently, it has been
advocated that assessment should not be limited to
only the elderly, as caregiver burden has also been
shown to be an important factor in governing the use
of long-term care services. Consequently, it has been
suggested that caregiver burden be included as part of
geriatric assessment, and various instruments have been
developed to measure this value.28-31
Comprehensive geriatric assessment can take
place in different settings. It is advocated that the CGA
should be performed at each level of elderly patient
care. These include the general practice, acute hospital, convalescence hospital, long-term care facility,
community geriatric team visit, geriatric day-hospital,
and even the patient’s home. Hence, the process of
geriatric assessment can be regarded as a continuum
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that ranges from a limited assessment by primary
physicians to a more thorough evaluation by geriatric
teams.
The source of patients varies among different
CGA programmes. Elderly patients usually come from
the community (referral from family doctors and
general practitioners), acute hospital after admittance
to the emergency unit, or a long-term care facility.
One common feature of most CGA programmes is the
selection of target patients with the use of inclusion
and exclusion criteria. The programmes usually include
those that are older than 65 years, although some
have higher age limits. Elderly subjects who are too
ill, have a terminal disease, are severely demented,
or are too healthy are frequently excluded.

Benefits of using Comprehensive Geriatric
Assessment
Many studies, both descriptive and controlled trials,
have been performed to examine the effectiveness
of CGA.32-44 Some of the more recently published
controlled trials that show the benefits of CGA are
summarised in Table 1. In one randomised controlled
study, elderly patients with a strong chance of nursing
home admission but who were not too ill, severely demented, or were too well were admitted to a geriatric
evaluation unit (intervention group).32 The unit was
staffed by geriatricians, a social worker, and geriatric
nurses, and was supported by occupational therapists,
physiotherapists, psychologists, and dietitians. At
the 1-year follow-up, lower mortality rates, fewer
discharges to nursing homes, shorter acute hospital
stay, lower direct cost of institutional care, and
improvement in morale and functional status were
demonstrated in the intervention group compared with
the controls. 32

A more recent randomised controlled trial by
Landefeld et al33 showed that selected elderly patients
admitted into a special unit with geriatric emphasis
had better ADL scores, lower rates of nursing home
admission, and better general well-being and health
status than did the controls. Two in-patient controlled
trials have been reported by Hogan et al.34,35 In the 1987
study, the older patients assessed by the geriatric
consultation service (without follow-up) had greater
improvements in mental state, had fewer medications
on hospital discharge, and showed lower short-term
death rates than the control group.34 In the later trial
reported by Hogan and Fox in 1990,35 the intervention
group was provided with follow-up. Improved 6-month
survival rates and a better Barthel index were seen,
along with the decreased use of institutional care.35
Likewise, the benefits of CGA in out-patient settings have been reported by various researchers. Boult
et al36 performed a controlled study in which 43 elderly patients with a high readmission chance (detected
by a screening score) attended an out-patient geriatric
evaluation and management follow-up that was run
by a geriatric multidisciplinary team for 3 to 4 months.
After 17 months, a reduced mortality rate and lower
use of nursing homes and emergency services were
noted. Another study by Silverman et al37 used outpatient geriatric assessment without rehabilitation services or direct control of management and was able to
show benefits of improved diagnosis, better psychological and emotional outcome, and reduced level of
carer stress in the intervention group compared with
the control group. Other community-based controlled
trials have also revealed benefits from using CGA.38,39
Some controlled trials that have evaluated CGA
have not been able to demonstrate benefits (Table 2).
In the study of Teasdale et al,41 patients admitted to

Table 1. Controlled studies that were able to show the benefits of Comprehensive Geriatric Assessment
Study

Patient setting
32

Rubenstein et al
Landefeld et al33
Hogan et al34
Hogan and Fox35
Boult et al36
Silverman et al37
Vetter et al38
Hendriksen et al39
Epstein et al40

In-patient
In-patient
In-patient
In-patient
Out-patient
Out-patient
Community
Community
Out-patient

Year
1984
1995
1987
1990
1994
1995
1984
1984
1990

1

2

3

4

+

+
+

+
+

+
+
+

+

Benefit found*
5
6
7
+
+

+

9

10

+

+

+

+
+
+

+
+

8

+
+
+

+
+

+
+

+

+

+

* Key:
1 = Improved diagnostic accuracy
2 = Improved placement
3 = Improved function
4 = Improved affect or cognition
5 = Reduced medication use

6
7
8
9
10

= Decreased nursing home use
= Increased use of home health care service
= Reduced use of medical service
= Reduced medical cost
= Reduced mortality rate

HKMJ Vol 6 No 1 March 2000

95

Luk et al
Table 2. Controlled studies that failed to show any benefit from using the Comprehensive Geriatric Assessment
Study
40

Epstein et al
Teasdale et al41
Reuben et al42
Winograd et al43
Fretwell et al44

Patient

Year

Likely reasons for finding of no benefit

Out-patient
In-patient
In-patient
In-patient
In-patient

1990
1983
1995
1988
1990

Inappropriate targeting
Inappropriate targeting
No geriatric follow-up
No geriatric intervention strategies and control
Inappropriate targeting

geriatric assessment units were compared with those
admitted to a general medical unit; patients with severe dementia and terminal disease were not excluded.
No difference in the mortality rates or rates of posthospital discharge to nursing homes or own homes
was found. The authors attributed the lack of difference between the two groups to the inappropriate
targeting of patients. In the study by Epstein et al,40
600 elderly patients were randomised into one of three
groups: consultation by a geriatric assessment team, a
second opinion internist, or a traditional health organisation service. A small improvement in cognition
was found in the first group. However, the authors
could not demonstrate any difference in mortality
rate, hospitalisation, or nursing home placement
among the three arms. The authors suggested that
the population they studied was too healthy to show
any difference. In a hospital setting, Reuben et al42
could not show any difference in survival rate or
functional status between the well-selected group that
had received geriatric consultation without follow-up
and the control group, which was given usual medical care. In their evaluation of the success of the
programme, the authors commented that the control
of management and follow-up were two important
factors missing from their protocol.
Others have also reported a negative result from a
randomised in-patient trial. Winograd et al43 showed that
there were no differences in discharge or functional
status, level of care in the follow-up year, or use of
nursing homes, hospitals, and health services between
the intervention group and the control group. Fretwell
et al44 also failed to demonstrate any benefit from
in-patient geriatric evaluation in an unselected group
of elderly patients. Despite these negative reports, a
meta-analysis of all of the control trials was able to
show a reduction in mortality and institutionalisation

rates and an improvement in functional status that
could be attributed to CGA.45 In addition, the authors
found that the programmes that had control over management decisions and included extended ambulatory
geriatric follow-up produced more benefits.45

Factors that determine the effectiveness of an
assessment programme
The results of studies of CGA confirm that a successful programme requires several elements (Table 3).45
Careful patient targeting and selection is important, as
choosing elderly patients by age alone has been shown
to be ineffective.46 Winograd et al46 selected patients
by age alone and revealed that nearly two thirds were
too independent and 12% too impaired to benefit
from CGA. Only 24% of patients were considered
appropriate candidates for a geriatric consultation.
Hence, in many trials, the older patients who were too
well, too ill, had a terminal disease, or were severely
demented had been excluded. Besides selective patient
targeting, more clinical geriatric control, having a
follow-up period, and including intervention strategies
are essential elements of an effective CGA programme.
The implementation of the protocol by the attending
physicians (especially in the setting of in-patient and
primary care geriatric consultations) and the adherence
of the patient to the regimen are also important in
determining the effectiveness of a CGA programme.

Comprehensive Geriatric Assessment in
practice in Hong Kong
Primary health care providers will likely want to
know how the concept of CGA can be applied in daily
practice locally. As mentioned, geriatric assessment
should be practised all levels of patient care. In the
acute hospital setting, CGA is important, as the final

Table 3. Factors contributing to the success of geriatric assessment programmes45
High impact

Low impact

Well-targeted elderly patients
Includes follow-up period
Programme organisers have clinical control
Intense intervention strategies used

No patient targeting
No follow-up period
Programme organisers have no clinical control
No intervention strategies used
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outcome may not be optimal if treatment is approached
without consideration of the other dimensions of
geriatric assessment. In addition, careful geriatric
assessment can provide accurate information about a
patient’s premorbid status, which is an important
predictor of post-hospitalisation outcome. It also gives
time to plan for services that will be needed at discharge. It is a challenge to perform geriatric assessment in the busy and overcrowded acute hospital
wards we have in Hong Kong. In hospitals with an
independent geriatrics department, geriatric assessment
can be performed by the geriatric multidisciplinary
teams that directly care for all elderly patients. For
acute medical units with an integrated geriatric practice, one form of CGA is the geriatrician-led and nurseimplemented screening in which the geriatric team
assesses and gives appropriate recommendations on
the older patients who are admitted to acute medical
units. Comprehensive geriatric assessment is more commonly performed in post-acute hospitals or wards that
are led by geriatricians, because the team is organised
and trained to perform the assessment.
The geriatric day-hospital is considered a convenient place in which to perform CGA. As different
clinical disciplines are present, a multidisciplinary
assessment using geriatric instruments can be made
at the same session. The opinions of allied health professionals (eg dietitians, podiatrists, psychologists, psychiatrists, and social workers) can be easily obtained,
if needed, and transportation is usually available for
patients. On the other hand, a visit by a community
geriatric team to an elderly person’s home has the
advantage of allowing a geriatric assessment to be
made in the patient’s home environment. Carers can
give the team accurate information about the elderly
patient, and other multidisciplinary team members
are usually available to assess the subject, although
perhaps not in the same session.
In Hong Kong, the general or specialty medical
out-patient clinics are not good places in which to
conduct CGA. The problems include limited contact
time with a patient and the lack of other disciplines in
these clinics. This makes a thorough multidisciplinary
assessment and the use of geriatric instruments not
feasible. In addition, there is a tendency to focus on a
single patient domain in specialty clinics (eg glucose
control in a diabetes clinic), thus overlooking other
dimensions in older patients. We advocate that physicians working in these settings should adopt a more
holistic patient approach and any patient with problems should be referred to the geriatric team for a more
thorough assessment.

Conclusion
In the West, family doctors and primary health care
practitioners play important roles in patient care as
well as assessing ambulatory elderly patients. 47
Unfortunately, the primary health care system is not
well established in Hong Kong and this shifts the
burden of elderly assessment and care to the public
hospitals and clinics. General practitioners need to
learn more about geriatric care by continuing medical
education. Hong Kong should try to develop a much
better primary health care system that can share
the workload of the public sector and improve the
quality of ambulatory care given to the elderly in the
community.
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