
Comprehensive Geriatric Assessment
Part- 2

For CHO/SN







PHC-HWC level

Medical Officer conducts session 3 
conducts 
section 5 

SHC- HWC level 

CHO conducts session 3 and 4 of  CGA-CPHC 

Field level

MPW(F/M) conducts  section 1 and 2 CGA-CPHC 
section 1 and 

2 CGA

COMPREHENSIVE GERIATRIC ASSESSMENT PROCESS

ASHA
Part B3 of the CBAC is ‘Yes’, and informs 

MPW(F/M).



Who should get priority for CGA ? 
Elder with 1 or more “geriatric Giants” (Red Flag signs)

1. Age >75 years

2. Needs help with Activities of Daily Living

3. Lives alone 

4. History of falls 

5. History of delirium/confusion 

6. History of incontinence 

7. More than 2 admissions to acute care hospital/year 

8. “Failure to thrive”







GPCOG

General Practitioner assessment of cognition 
(GPCOG)

Developed in 2002 by Brodaty et al 

For screening for dementia by GPs

Takes around 4 minutes to administer

Has two steps

• Patient interview

• Informant interview



GPCOG-1





GPCOG

• Has total 9  points

• If patient scores 9 on 9 he is cognitively intact- no 

dementia

• If he scores 5 to 8 proceed to informant interview  step 2 –

doubtful dementia

• If score is 4 or less than cognitive decline is very likely 

(no need to do step 2)- dementia most likely



GPCOG-2



Score 0-3 – Cognitive 
impairment indicated 



GDS -4 

1 Are you basically satisfied with your life? Yes/NO(1)

2 Do you feel your life is empty? Yes(1)/NO

3 Are you afraid that something bad going to happen you? Yes(1)/NO

4 Do you feel happy most of the time Yes/NO(1)



INTERPRETATION

GDS 4 : DEPRESSED 

2-4 : DEPRESSION

1: UNCERTAIN (HAVE TO DO GDS 15 ) 

0: NOT DEPRESSED



GDS -15

Score >=5 

DEPRESSED 



FALL RISK ASSESSMENT 

• Part -1 

• History of Your Falls

• (Description of the fall)

• We need to hear the details of your falls so we can understand what is causing them. Answer 

the following questions about your last fall.

I. When was the fall?.................Date and Time of the day…………………………………….

II. What were you doing before you fell? 

………………………………………………………………………………………………….

III. Do you remember your fall, or did someone tell you about it?

…………………………………………………………………………………………………. 

IV. How did you feel just before? 

………………………………………………………………………………………………….

V. How did you feel going down? 

………………………………………………………………………………………………….



FALL RISK ASSESSMENT 

VI. What part of your body hit? 

………………………………………………………………………………………………….

VII. What did it strike?

………………………………………………………………………………………………….

VIII. What was injured? 

………………………………………………………………………………………………….

IX. Anything else you recall? 

…………………………………………………………………………………………………



FALL RISK ASSESSMENT 

X. Do you think you passed out? 

………………………………………………………………………………………………….

XI. Do you have joint pain? 

………………………………………………………………………………………………….

XII. Do you have joint instability? 

………………………………………………………………………………………………….

XIII. Do you have foot problems? 

………………………………………………………………………………………………….

XIV. Do you use a cane/walker?

………………………………………………………………………………………………….

XV. How often have you fallen in the last six months?

………………………………………………………………………………………………….



3 IQ: (Incontinence Questionnaire)

• Single question

• Do you have urinary leak problems since last 3 months?

• If answer is no then end questionnaire

• If answer is yes then 3 Questions to be asked

1. FREQUENT TRIPS TO BATHROOM ?

2. LEAKING URINE ON WAY TO BATHROOM?

3. LEAKING DURING COUGHING/ LAUGHING ?

• IF yes then ask, then detail questionnaire to be asked



CASE 1

• A 70 years old female who is a diagnosed case of Type 2

DM on OHA since 10 years, presented with complaints of

lethargy, deceased sleep and appetite, confined to her room

since last 5 months. The patient's son comments that she

seems uninterested in participating in family activities and

looks gloomy. Her physical examination and laboratory tests

are otherwise unremarkable.

• What is your diagnosis?

• What screening tool can be used in OPD to screen such

patients and their cut offs.



CASE 2

• A 68 years old , female was not able to perform her

activities well, for the past few months. She speaks only

regional language and is unable to read and write. She

works as a housemaid with the same family since 16 years

but recently she forgets her way to work and often is found

wandering.

• Which Scale is to be used here?



CASE 3

• A 75 year old, multiparous female, with H/O Hysterectomy

done 5 years back, came to Geriatric OPD with C/O chest

pain and palpitations. On screening for incontinence, she

gives H/O leaking of some drops of urine during coughing

and laughing, occurring occasionally since last 6 months.

• What questions are to be asked for screening for

incontinence ?

• What is the type of incontinence in this female patient?



CASE 4

• A 70 year old female patient, known case of Cerebro-
vascular accident with left hemiplegia since 1 year, is unable
to perform bathing, dressing, toileting, transfer to chair or
self feeding but her bowel and bladder is continent.

• Which scale will you apply in this scenario?

• What will be score of this patient?

• What is your interpretation?



SUMMARY
• CGA is an assessment tool to help get best help for the

elderly as soon as possible

• Consists of a CGA tool with 6 sections

• Initial 10 min screening done at sub centre level

• CGA forms –

oMinicog and GP Cog – for dementia

oGDS -4 and GDS- 15 – for depression

o Fall risk assessment questionnaire

oQuestionnaire for Urinary Incontinence

o Katz index - for Activities of daily living

oMini nutritional assessment



Thank You


