SIMPLE GERIATRIC ASSESSMENT
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 Result


Assessment Procedure




Abnormal



 Normal
Abnormal

---------------------------------------------------------------------------------------------------------------------------------------

Jaeger Card





Can’t read 20/40
Refer

 _______
________

Test each eye (with glasses)

Whisper short sentence in ear



Unable to hear

Refer

 _______
________

(out of visual view) OR

Welch Allyn audioscopy

“Touch the back of your head with your hands”
Unable to do 

OT/Tx

 _______
________

‘‘Pick up the pencil’’




  either

“Rise from your chair, walk 10 feet, return, and sit”
Unable


PT, Tinetti
 _______
________

“Have you had any falls in the last year?”

Yes


PT

 _______
________

“Do you have trouble with stairs at home?”

Yes


Tinetti

 _______
________

“Do you have trouble with lighting, bathroom, 
Yes to any

Home eval

or other home hazards
?”








 _______
________

“Do you ever lose your urine and get wet?”

Yes


Exam

 _______
________

“Do you often feel sad or depressed?”

Yes


GDS/Other
 _______
________

Name three objects/re-ask in 5 minutes

Unable


MMSE/Other
 _______
________

Weight & height /BMI



Loss or low BMI 
Nutrition/MSW_______
________

Do you have any problems with any of the following areas? Who assists?/ do you use any devices?

Cook
Yes____
No____
Shop
Yes____
No____
Do housework
Yes____
No____

Do laundry
Yes____
No____

Get around 
Yes____
No____

Manage finances 
Yes____
No____

Get out of bed/transfer 
Yes____
No____

Dress 

Yes____
No____

Toilet 

Yes____
No____

Eat
Yes____
No____

Walk 

Yes____
No____

Bathe 

Yes____
No____

FOR ANY PROBLEMS WITH ABOVE:  MSW, PT, OT

Health wishes/caregiver information/social support

Date __________ Patient Name ___________________________________  Hx Source: Pt ______ Other ______

Lachs MS et al. A Simple Procedure for General Screening for Functional Disability in Elderly. Patients. Ann Int Med.1990;l 12:699-706.

Table I. Procedure for Functional Assessment Screening in the Elderly
Target Area
Assessment Procedure
Abnormal Result
Suggested Intervention

Vision


Test each eye with Jaeger card while patient wears corrective lenses (if applicable).
Inability to read greater than 20/40


Refer to ophthalmologist.



Hearing
Whisper a short, easily answered question such as “What is your name?” in each ear while the examiner’s face is out of direct view.
Inability to answer question
Examine auditory canals for cerumen and clean if necessary.  Repeat test; if still abnormal in either ear, refer for audiometry and possible prosthesis.

Arm
Proximal: “Touch the back of your head with both hands.”

Distal: “Pick up the spoon.”
Inability to do task
Examine the arm fully (muscle, joint, and nerve), paying attention to pain weakness, limited range of motion.  Consider referral for physical therapy.

Leg
Observe the patient after asking: “Rise from your chair, walk ten feet, return, sit down.”
Inability to walk or transfer out of chair
Do full neurological and musculoskeletal evaluation, paying attention to strength, pain, range of motion, balance, and traditional assessment of gait.  Consider referral for physical therapy.

Urinary incontinence
Ask: “Do you ever lose your urine and get wet?”
Yes
Ascertain frequency and amount.  Search for remedial causes including local irritations, polyuric states, and medications.  Consider urologic referral

Nutrition
Weigh the patient.  Measure height
Weight is below acceptable range for height
Do appropriate medical evaluation

Mental status
Instruct: “ I am going to name three objects (pencil, truck, book).  I will ask you to repeat their names now and then again in a few minutes
Inability to recall all three objects after 1 minute
Administer Folstein mini-mental status examination.  If score < 24, search for causes of cognitive impairment.  Ascertain onset, duration, and fluctuation of overt symptoms.  Review medications.  Assess consciousness and affect.  Do appropriate laboratory tests.

Depression
Ask: “Do you often feel sad or depressed?”
Yes
Administer Geriatric Depression Scale.  If positive (normal score 0-10), check for antihypertensive, psychotropic, or other pertinent medications.  Consider appropriate pharmaceutical and psychiatric treatment.

ADL-IADL*
Ask: “Can you get out of bed yourself?”  “Can you dress yourself?”  “Can you make your own meals?”  “Can you do your own shopping?”
No to any question
Corroborate responses with patient’s appearance; question family members if accuracy is uncertain.  Determine reasons for the inability (motivation compared with physical limitation).  Institute appropriate medical, social, or environmental interventions.

Home environment
Ask: “Do you have trouble with stairs inside or outside your home?”  Ask about potential hazards inside the home with bathtubs, rugs, or lighting
Yes
Evaluate home safety and institute appropriate countermeasures.

Social support
Ask: “Who would be able to help you in case of illness or emergency?”

List identified persons in the medical record.  Become familiar with available resources for the elderly in the community.

*ADL-IADL = Activities of Daily Living - Instrumental Activities of Daily Living
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