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a b s t r a c t

Background: Although the older population is increasing worldwide, there is a marked deficit in the
number of persons trained in geriatrics. It is now recognized that early detection and treatment of
geriatric syndromes (frailty, sarcopenia, anorexia of aging, and cognitive decline) will delay or avert the
development of disability.
Objectives: To identify simple screening programs available for primary health professionals to identify
geriatric syndromes.
Data sources: PubMed for the last 5 years and study authors.
Results: A number of screening programs for early detection of geriatric syndromes have been developed
for use by primary care health providers, for example, EasyCare, Gérontopôle Frailty Screening Tool, the
Rapid Geriatric Assessment, the Kihon Checklist, and others.
Limitations: This is an evolving area with limited information on the outcomes of intervention and
possible harms.
Conclusion: Validated screening programs exist but more work is required to determine their utility in
improving outcomes of older persons.
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We are on the cusp of the aging tsunami, with the aging population
about to triple from 2010 (524 million people) to 1.5 billion in 2050.
Importantly, over this time period the aging population will increase
by 250% in less developed countries, compared to 71% in developed
countries. Persons older than 70 years are liable to spend 8 years

(11.5% of their life span) living with disabilities. The cost of health care
is 3 to 5 times greater in persons older than 65 years, and in persons
with disability it is about 2 to 5 times higher than the cost for
nondisabled older persons.

In 1984, the pioneering article by Rubenstein et al1 showed that
when hospitalized older persons received a comprehensive geriatric
assessment coupled with interventions, both mortality and the
likelihood of discharge to a nursing home was reduced. Subsequent
meta-analyses have found that geriatric evaluation programs can
lead to decreased functional decline, hospitalization, and death.2,3

Comprehensive geriatric assessments are performed by geriatri-
cians. In developed countries, there are between 0.4 and 2.4 geri-
atricians per 10,000 of the population 65 and older (Figure 1A).
Further, in the United States the number of geriatricians is declining
and this decline is expected to continue (Figure 1B). This decline is
even more dramatic when placed in the context of the rapidly
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developing older population. In India, for example, the number of
older people aged 60 years and older will increase from 100 million
to 198 million in 2030, with 80% of this population residing in rural
areas and 30% living below the poverty line.4 Many practicing
physicians have had minimal or no geriatric education during their
medical school and residency. For all these reasons, it is important
to provide appropriate tools for and to educate primary care health
professionals, including advanced practice nurses and physician’s
assistants, in identifying and managing geriatric syndromes earlier
in their communities.

It is now recognized that early recognition of geriatric syndromes
(“the geriatric giants”) and appropriate intervention will reduce
functional decline and decrease hospitalization and institutionali-
zation. These geriatric giants are frailty, sarcopenia, anorexia of ag-
ing, falls, depression, and cognitive dysfunction. Interventions
including exercise and nutrition have been shown to reverse the
physical frailty phenotype and sarcopenia.5e8 Similarly, exercise can
reduce falls.9 Vision impairment from cataracts, entirely treatable,
can contribute to falls with or without fractures. There are a number
of treatable causes of anorexia of aging and weight loss that coupled
with nutritional supplementation can prevent the deleterious effects
of weight loss.10,11 A number of treatments for depression are
available. Physicians need to know if their patients have cognitive
impairment as this limits their ability to follow instructions and also
is the appropriate time to develop advance directives.12 There are
reversible causes of mild cognitive impairment such as sleep apnea,
depression, anticholinergic drugs, hypothyroidism, and vitamin B12

deficiency. Hearing impairment, a common disorder of aging, could
result in carers reporting that the older person cannot remember
instruction when the real issue is that the conversation was never
heard in the first place. The FINGER study showed that in older
persons a 2-year multidomain intervention (Mediterranean diet,
cognitive training, exercise, and vascular risk monitoring) can delay
cognitive decline.13

The rationale for this article is to identify short validated
approaches to geriatric assessment. This article will review
different successful approaches that have been developed to
enhance the recognition of geriatric syndromes among primary
care health providers (primary care physicians, nurses, social
workers, occupational therapists, and/or physical therapists).
Although most of these approaches come from developed coun-
tries, in 3 different continents (North America, Asia, and Europe),
we will provide insight to how they can be applied in less devel-
oped countries.

Methods

The review protocol is described below. We used PRISMA guide-
lines (www.prisma-statement.org/) searching PubMedwith the terms
“geriatric assessment” AND “primary care” AND “general practitioner”
over the last 5 years. The first combination yielded 1159, of which 59
titles were appropriate and the second 144 with 19 appropriate titles
(last searched December 31, 2016). An additional 78 articles were
identified by other sources. These articles were read specifically
looking for simple geriatric assessment tools used by primary care
practitioners. In addition, our international group of authors added
other articles and agreed on the health care models chosen (Figure 2).
Criteria for inclusion were models that covered multiple geriatric
syndromes presently being used successfully by primary care pro-
fessionals in the community. Requirement for tool evaluationwas that
they had been validated as being strongly prognostic of future
disability. All tools were required to be able to be rapidly carried out in
a practice setting. Each tool identifies geriatric syndromes that can be
managed by a primary health care team to decrease the likelihood of
future disability or to reverse existing disabilities. Forty-eight articles
were included in this review.

The World Health Organization Disability Assessment Screening
(WHO DAS 2.0)

This is a general disability assessment that can be used across all
cultures. It takes 5 to 10 minutes to administer. It covers 6 domains of
functioning, namely, cognition, mobility, self-care, interacting with
other persons, life activities (domestic, leisure, and work), and partici-
pation in community activities. It is available in both a 12- and 36-item
version (www.who.int/classifications/icf/whodasii/en/). The WHO DAS
2.0 has been embraced by the European Innovative Partnership for their
operational definition of active and healthy aging.14 They added a sec-
ond domain of health-related quality of life to the WHO DAS 2.0 and
created a spider net report to allow comparisons across individuals.

EASYCare

EASYCare was originally developed in 1994 as “EASY” and refined
on 3 occasions.15 It was developed as a tool by which community
practitioners can identify problems in old age that are potentially
treatable. It evaluates the physical, mental, and social function of older
persons. It has been considered an instrument to identify frailty. It
consists of 49 items. It has been used successfully in multiple different
cultures and in persons of all socioeconomic groups.16 It is predomi-
nantly administered by nurses.

A systematic review has found that it has acceptability for primary
health care providers and may be cost-effective.17 As yet its reliability
remains not proven. It has been found difficult for many primary care
providers to incorporate into daily practice. For this reason, a Two-
step Older persons Screening (EASYCare TOS) has been developed.18

In the first step, the general practitioner determines which patients
appear to need the evaluation, and only in these patients is the full
evaluation completed. Using this approach, they found in 520 older
persons that the EASYCare TOS is predictive of negative outcomes and
appears to perform nearly as well as a Comprehensive Geriatric
Assessment done by a specialist.19 EASYCare has been reported to be
reliable, valid, and acceptable in many countries by both older persons
and primary care health professionals.17

Kihon Checklist

In 2006, the Japanese Ministry of Health, Labor and Welfare
introduced the “Kihon Checklist” (KCL) to identify older adults at risk
for developing dependence in activities of daily living.20 It consists of
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Fig. 1. Geriatric workforce.
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