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COMPREHENSIVE 
HEALTH CARE 
FOR ELDERLY

Cardiovascular 
Risk Assessment

Nutritional 
Assessment

Mental Health 
Assessment

Non 
Communicable 

disease 
management

Oral assessment

Ophthalmic 
Assessment





•

•









o

o



⚬

⚬

⚬

⚬

⚬



⚬

⚬

⚬



o

o

o





Vision 

Ask:“ Do you have If, Yes, Test 
Vision difficulty reading 

using - Snellen’s/
or doing any of Finger 

Counting

your daily activities 

because of your eyesight?" 

(even with wearing 

glasses)

Right eye Left eye

If visual 
impairment present, 
refer to medical 
officer/specialist for 
further 
assessment

Hearing Right ear Left ear If hearing 

6,1,9 test (Stand behind

the patient
Normally impairment present, refer 

and speak softly and then 

in normal voice - 6,1, 9 and 

check for hearing)

Softly

to medical 
officer/specialist for 
further 
assessment

Have you noticed a change 

in your weight over the 

past 6 months?

Yes No If YES, Increase= -----kg or Decrease =----kg 

Constipation Yes No Refer to medical 

Insomnia Yes No officer for further assessment 
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Activities Points (0 or 1) Independence (1 point)

NO supervision, direction or personal assistance

Dependence (0 point)

WITH supervision, direction, personal assistance or total 

care

Bathing (1 POINT) Bathes self completely or needs help in bathing 

only a single part of the body such as the back, genital area or 

disabled extremity.

(0 POINTS) Needs help with bathing more than one part 

of the body, getting in or out

Dressing (1 POINT) Gets clothes from closets and drawers and puts on 

clothes and outer garments complete with fasteners. May 

have help tying shoes.

(0 POINTS) Needs help with dressing self or needs to be 

completely dressed.

Toileting (1 POINT) Goes to toilet, gets on and off, arranges clothes, 

cleans genital area without help

(0 POINTS) Needs help transferring

to the toilet, cleaning self or uses 

bedpan or commode

Transferring (1 POINT) Moves in and out of bed or chair unassisted. 

Mechanical transferring aides are acceptable

(0 POINTS) Needs help in moving from bed to chair or 

requires a complete transfer.

Continence (1 POINT) Exercises complete selfcontrol over urination and 

defecation

(0 POINTS) Is partially or totally incontinent of bowel or 

bladder.

Feeding (1 POINT) Gets food from plate into mouth without help. 

Preparation of food may be done by another person.

(0 POINTS) Needs partial or total help with feeding or 

requires parenteral feeding





•

•

•

•

•

•



•

•

•

•

•



•

•

•

•

•

•



•

•

•

•



•

•

•

•

•

•



•

•

•

•



•

•

•

•



•

•

•

•

•

•



Aspects to be examined Findings (tick wherever applicable) 

Level of consciousness Alert-oriented-cooperative 

Build Thin/average/large 

Stature Small/average/tall 

Nutrition Undernourished/average/obese 

Facial Appearance Absence of wrinkling of forehead/deviation of angle mouth 

Hair Loss of hair 

Colour of hair-white/grey/brownish discolouration

Eyes Drooping of eyelids 

Pallor 

Yellow discolouration (of sclera) 

Bitot’s spots 

Cataract 



Mouth Dryness of lips 

Soreness in angle of mouth 

Dryness of tongue 

Ulcer in mouth/tongue 

Presence/absence of teeth 

Staining of teeth 

Swelling/bleeding from gums 

Any growth seen in mouth 

Pallor/bluish discolouration (of tongue and lips) 

Neck Swelling 

Chest Abnormal shape of chest 

Fats breathing (respiratory rate, 20/minute) 

Abdomen Distension of abdomen 

Change in shape of abdomen 

Hands and nails Change in shape of nails, pallor (nails and palms) 

Any obvious deformity (of skull, spine, limbs 

or swelling of abdomen/feet/face/entire 

body) 

Feet and toes Bow legs/knocked knees/claw foot 

Skin Yellowish discoloration 

Dryness 

Any change in colour of skin 

Any growth on skin 



What to look for? Description

Joints 1. Redness

2. Swelling

3. Degree of movements

4. Increased local temperature

5. Tenderness 

Cervical Spine 1. Pain

2. Stiffness

3. Tenderness

Thoracic Spine 1. Curvature

2. Scars

3. Discolorations





Drug with dose and schedule Drug with dose and schedule

1.

3.

5.

7.

9.

2. 4.

6. 8.

10.

Polypharmacy (any use of >4 drugs including over 

the counter drugs and alternative medicines)

YES NO
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Acute Illness

Comorbidity

Geriatric Giants/Syndromes 

Other age-related problem

Social problems

Economic problems

Suggested Prescription modification

ADVICE/CARE PLAN



Screening 

A.  Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or 

swallowing difficulties?

1. = severe decrease in food intake 

2. = moderate decrease in food intake

3. = no decrease in food intake 

B. Weight loss during the last 3 months

1. = weight loss greater than 3 kg (6.6 lbs)

2. = does not know

3. = weight loss between 1 and 3 kg (2.2 and 6.6)

4. = no weight loss 



C. Mobility

1. = bed or chair bound

2. = able to get out of bed / chair but does not go out

3. = goes out 

D. Has suffered psychological stress or acute disease in the past 3 month?

0 = yes

2 = no 

E. Neuropsychological problems

1. = severe dementia or depression

2. = mild dementia

3. = no psychological problems 

F. 1 Body Mass Index (BMI) (weight in kg) / (height in m)2

1. = BMI less than 19

2. = BMI 19 to less than 21

3. = BMI 21 to less than 23

4. = BMI 23 or greater



IF BMI IS NOT AVAILABLE, REPLACE QUESTION F1WITH QUESTION F2. DO NOT ANSWER QUESTION F2 IF 

QUESTION F1 IS ALREADY COMPLETED.

F2 Calf circumference (CC) in cm

0 = CC less than 31

3 = CC 31 or greater 

Screening score (max. 14 points) 

12-14 points:      Normal nutritional status 

8-11 points:        At risk of malnutrition

0-7 points:         Malnourished
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1 Do you sometimes have trouble making control his/her temper of aggression? Yes/No 

2 Do you often feel you are being forced to at out of character or do things you feel 

bad about? 

Yes/No 

3 Do you find it difficult to manage (‘s) behavior? Yes/No 

4 Do you sometimes feel that you are forced to be rough with? Yes/No  



5 Do you sometimes feel you cant do what is really necessary or what should be 

done for? 

Yes/No 

6 Do you often feel you have to reject or ignore? Yes/No 

7 Do you often feel so tired and exhausted that you cannot control meet (‘s) needs? Yes/No 

8 Do you often feel you have to yell at? Yes/No 

Total Score 
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Thank You


