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Pturpose. The purpose of this chapter is to provide the reader with an under- |
standi '

-d ng of comprehensive geriatric assessment and its various aspects.
Re.monale: As more social workers are confronted with older adult clients, it is
crltigﬂ that they understand how to initially assess older adults who come in tg
receive care.

How evidence-informed Practice is presented: Information is presented on
Mental Status exams and the usefulness of those instruments in assessing for

functional status and thejr importance in determining need for services.
Overarching question: When working with older adults, how could I best
include elements of an dssessment into my interview, and which elements
should I include?

Comprehensive geriatric assessment (CGA) has emerged as an important
method for helping social workers address the needs of older adults,
particularly as the number of older adults and their need for services
continues to grow within the United States.

CGA is a process of engaging in a total evaluation of older adults.
It requires that the practitioner gather information in multiple areas of
client functioning, including medical history, cognitive status, emotional
well-being, the ability to perform activities of daily living (ADLs) and
instrumental activities of daily living (IADLs), the person’s social-support
system, the physical environment in which the person lives, and many
other areas of the older person’s life. Such a process requires that the social
work practitioner have a broad command of all areas of aging practice.
One must understand how to effectively gather medical mfo.rmatlon; assess
current cognitive status, the emotional well-being of the client, ADLs and
IADLs, and the person’s social-support system;’ and c-onduct an eftec-
tive and thorough assessment of the older adult’s .physu?al envtx)ronlnllei:)t
(Gallo & Bogner, 2006). Finally, the social work practitioner mu‘stt e 2;“?0“
comprehensively link the findings from the assessment};(z'c?]n 1111 ’e(;go)
plan for the individual client (Gallo, Fulmteg, Pi‘:;jzaélﬁ)jetcltc tlat:l o atiian aT

of CGA is not a sing -

e or tgfe sgf/(();aejsareas, this chapter of necessity addresses both
amalgamation ific elements that comprise a CGA.
the broad subject as well as the specific e
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This chapter details a process er gathering and organiz.ing %nformatign
rather than a specific intervention or method of engaging ip Practie
As such, this chapter is organized differently than other chapterg in
book. This chapter reviews each of the elements thgt comprise 3 CGa
discusses some of the instruments that may be of e_xsswtance for obtaimn’
information in that area of the assessment, summarizes some of the Uniqye
issues encompassed in that area of the assessment process, and looks at the
import of the area for arriving at a care plan. The chapter concludeg With
a discussion concerning the integration of the elements of the dssessmen;
into a whole that informs a recommended care plan for the client and 3
review of the literature on effectiveness of the process.

The elements that are recommended for inclusion in a CGA have
broadened over the past several years. This is evident when one reviews
any text on geriatric assessment with multiple editions. A perfect example
is the Handbook of Geriatric Assessment. The first edition, published i
1988, consists of 10 chapters totaling 231 pages of text and index, with
a single contributed chapter (Gallo, Reichel, & Andersen, 1988). By the
second edition, published in 1995, the book still has 10 chapters, but it has
expanded to 257 pages of text and index, with 2 contributed chapters (Gallo,
Reichel, & Andersen, 1995). The third edition of the Handbook consists of
13 chapters with 361 pages of text and index, with 5 contributed chapters
(Gallo et al., 2000). The latest edition of the Handbook, the fourth edition,
has expanded to 20 chapters with 473 pages of text and index, and 18
of the chapters include authors other than the editors of the book (Gallo,
Bogner, Fulmer, & Paveza, 2006). These changes in the Handbook suggest
that both the amount and complexity of information has so expanded that
no single group of authors can adequately address the topic.

As stated at the beginning of this chapter, CGA is not an intervention
technique but rather a process for gathering comprehensive information
on older adults within the context of the older person’s environment.
Given the breadth and depth of this biopsychosocial environmentally
cognizant approach to gathering information on o]der adults, one might

suspect that the approach was developed by social workers to address their
work with older adults. Unfort




CAUS dentified the need for a comprehensive ggge
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- wi hysical ool T process, usua
eginning with a phy exXam and medicq] history and then | ”.lly
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i g ability to perf y
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interactions e Stll\ppRor:) netv:/prk’ €Conomic needs, and environmenta|
cohsideratlfms' (L. A. Ru epstL111, 1995). These domains with some mo:J-
(fications continue to remain the focus of Cga (Mouton & Esparza | 2006;
Chang & qumun, 200§). A comprehensive assessment should cEn;sist (;f
sssessment in at least six areas: mental status, functional assessment, socia]
and environmental assessment, nutritional- and health-practices r’eview
medical history and treatrpents, and assessment of emotional well-beiné
(paveza, 1993). The consistency across authors and across disciplines in
identifying the areas essential to the assessment process suggests that there
is a generally accepted concept of the information that needs to be gathered
to adequately address the care needs of the older adult patient, whether
that person is in the hospital or residing in the community.

Moving from this historical perspective, let us begin a more in-depth
discussion of the elements comprising the assessment process. Each of
these elements is discussed from the perspective of how the element
helps us understand the current biopsychosocial status of the older adult,
techniques and instruments the practitioner can use to assess an element
of the comprehensive assessment, potential problems with using some
of the discussed instruments, and the relationship of that element of the
assessment to care planning for the older adult.

Elements of the Comprehensive Assessment

| ha t the comprehensive-assessment process
S ey : dical problems

should address some common areas, including current me m
and medical history, assessment of the person’s ability to Perfoiim t}clieatljzzg
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for incorporation into the process include olde(; acililll]tsa:ast(;’l;tryr,rl totcomiHUe
to drive, their use of alcohol and dyugf%, an ]_p‘ 20()L6) : ent (Carr g
Rebok, 2006; Richardson, 2000; .Z,amam & Q_s m,d b' ome of thega
special areas of concern were orlglflally .COIlbldEI'e. lt% ‘e part of one of
the broader categories, such as medical hlstory,. socia lthI'y., OI enviroy.-
mental assessment, the assessment for elder mistreatment bemg a perfect
example. In an earlier edition of the andbook gf Geriatric Assessment,
the discussion of elder mistreatment is included in the cha.pter on social
assessment, but in the latest edition, it merits a chapter of 1ts' own (Gallg
et al., 2000; VanderWeerd et al., 2006). Although these special areas are
addressed in this chapter, most are included under broader headings to
more appropriately place them in the context of the' assessmept‘ process.,
This chapter also discusses the elements of CGA using a modification of
my previously mentioned framework. The elements of the assessment are
discussed under six broad areas: mental status, functional assessment,
medical history, and treatments including nutrition- and health-practices

review, emotional/psychological well-being, and social and environmental
assessment (Paveza, 1993).

Mental Status

The assessment of mental status should be one of the initial components,
if not the initial component, of the comprehensive assessment. Although
the social work practitioner needs to be cognizant that clients may be
somewhat taken aback by the introduction of this item as the first element
of the interview, I have argued consistently that, after establishing initial
rapport, st.arting the remainder of the assessment process with the mental-
status review is essential to avoid engaging in an information-gathering

process that could yield little or no useful info : ; :
ignifi rm up a
significant amount of both the client’ atlon while faking up

s and practitioner’s time and money
(Paveza, Cohen, Blaser & Hagopian, 19 ian, &
y ’ : » 1990a; &

Cohen, 1989). p Oa; Paveza, Prohaska, Hagopian,
i(;itjhz;l?g c;:ifr?;mation on a client’s mental status has generally been
S : at a minimum the client:S
his orientation to time and place, and his
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Gallo & Wittink, 2006a). Moreover, the clock-s more traditional
useful information about the ability of the o]der adraiwmg test. C
shstract and concrete thinking and his or her y ult 10 transiti
e draws the clock and puts in the required e] se of judgment as he or
20064). Mental-status screening has been wel] rzrsnentz \Gallo & Wittink,
Jescription of some of the problematic issues Witgatrg o, and 3 gerteral
iound in the Handbook of Geriatric Assessment foulrtehSe Sflr.eens can be
wittink, 2006a); the Geropsychology Assessment izesourceecn‘lccl) . (Ga!lo |
center for Cost Containment, 1993); and Measuring Healtzilzl- Z(g dilgna
Rating Scales and Questionnaires (McDowell & Newell 1996)' ude to
In general, issues of importance when interpret;ng a rﬁemal-stamq
screen focus on the level of formal education of the older adult witI;
those having less formal education often scoring lower than their actual
level of cognitive functioning and those with higher levels of education
often appearing to do better than their actual level of cognitive functioning
(Gallo & Wittink, 2006a). For this reason, as well as others discussed
in the literature, the clinician should never use the results of any single
mental-status assessment to arrive at a diagnosis of dementia, nor should
a client accept this diagnosis based solely on a mental-status screen. The
diagnosis of dementia must be arrived at in a manner that addresses all
riteria established either in the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition (American Psychiatric Association, 1994), or in the
NINCDS-ADRDA Consensus Criteria (McKhann et al., 1984). The purpose
of the mental-status exam is to assist the clinician in determining Whe"her
the client can provide useful information for consenting to treatment and
for planni P ' ds referral for a complete
ning care, and whether the client nee

feuropsychological exam.
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and practices of the older ‘u.Iull. 'I'l-lis area is ()fl(.’n. ()vvrl(’m.ke_d becays,
of the clinician’s discomfort in sceking this type of mf()rmdn.(m' from (1,
older adult. Yet unless some time is spent mlklng.ahout this Importsn,
area of functioning, an area of potential emotional distress qnd risk-takip,,
behavior in some older adults will be missed (Nicklin, 2006). K

The clinician should also include in this section an assessmen; of
pain. Many older adults experience pain from the same causes as youpg,,
adults, to which can be added the pain impact of many chronic illnesge
Although it was once believed that older adults did not experience ps;;,
with the same intensity as younger adults, recent literature suggests thjs
not true. Moreover, older adults are often given the impression that the,
should be able to tolerate the pain they are experiencing based on thjs
mistaken notion that their qualitative perception of pain is diminisheqd.
Simple assessments of pain include the Numeric Rating Scale, in which 5
client is asked to rate his or her pain on a scale from 0 to 10, with 0 equaling
“no pain”’ and 10 equaling ‘‘the worst pain the person can imagine.” A
Visual Analog Scale—in which a 10-cm line is shown to the client, with
one end being labeled “no pain’ and the other end labeled as “worst
imaginable pain”’ on which the client then indicates where his or her pain
falls—is another alternative for quickly assessing the current level of pain
experienced by the client. Although both of these measures are useful for
monitoring pain, because they can be used to detect small changes in the
client’s experience of pain, it is important to remember that these scales do
not provide information on changes in psychological distress or physical
function that may be caused by pain (Richardson, 2006).

To assess pain in areas other than intensity, one must consider the
use of a multidimensional pain scale, such as the McGill Pain Questionnaire
(MPQ). This instrument assesses pain in sensory, affective, and evaluative
areas. Although the MPQ has been used in a variety of settings, it can
take up to 20 minutes to complete and may not be appropriate for use
during the initial assessment of the client. Rather, the clinician may wish
to indicate that, as part of the care plan, a more comprehensive assessment
of the client’s pain be conducted with a referral to a pain clinic.

Having completed this portion of the medical history and assessment
of health behaviors and practices, it is important for the clinician to include
fecommendations in the care plan that will help mitigate or remove the
impact of any deficiencies (Wallace et al., 2006).

The final area to cover as part of the medical history and assessment
of health behaviors and practices is an assessment of emotional well-being.

Assessment of Emotional Well-Being

The assessment of emotional well-being as part of the comprehensive
assessment should focus at a minimum on the presence of depressiol
and/or anxiety. However, if at all possible, the clinician should explor
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Assessment of anxiety is also important with older adults, and Blazer
(1998) probably provides one of the more cogent discussions of the need for
assessing this area of emotional well-being in older adults. One particular
reason for assessing anxiety is the fact that, in older adults, depression and
anxiety can present with similar symptom pictures. Thus, an appropriate
differential diagnosis assessment of both becomes important (Blazer, 1998;
Diffenbach, 2001).

Additionally, should the older adult present with symptoms or
describe symptoms to the social work practitioner that suggest the presence
of other psychiatric illnesses, the clinician should assess for that emotional
problem as well or, at the very least, refer the older adult for a complete

psychiatric evaluation. ; -

Y Once the clinician has completed gathering info'rmatlondon H(l)fidolszi
history, nutritional status, health practice and be}lavti?;isﬁisg in?(l)];mation
well-being, the focus of the interview sho f the older adult.
on the social, economic, and environmenta &

uld turnto o
] well-bein

Assessment of Social, Economic, and

E‘lﬁronmental Well-Being i

0
The assessment of the social, environmental’lﬂﬁlsgsses
f the older adult client as part of a CGA € i hat
of topics. 1t is also during this Par dult to det
"l interview those providing care 10 :
*tability of the caregiving relationships aII\lera S0
‘e may pe experiencing (Morano e

1iC well-being
a wide range
the clinician
ermine the
roviding
the ared

Assessment of the EJ

derly

185



SOCI.J] Wor]( PI‘aCthe W]“l INULY 1u v Vo N .
in which the social work practitioner 18 llkel}' 10 be p,

t in hose areas of assessment in Which th

e

e it mirrors t

hecause it murors - d

, ive training and has had the m

ived extensive training : ost Practic,

186 .
of assessmen

comfortable, .
social worker has rece

experience.

Social Assessment
ssment should be on both the extent th
¢

social systen k that surrounds the olde?r adult and gy, the
quality of that system. The clinician needs to determine the numpe, of
persons who make up the support system; the'nu'rr'lber ‘of PEISOns in 1,
support system whom the client ident1ﬁe§ as §1.gmf1can‘t, t'h.e relati onshi,

ch person who is identified as significant; anq y,,

to the older adult of ea
amount, intensity, and quality of contact that the older adult hag with
those as identified as significant. Some sense of the amount and quality

contact with those identified as less significant should also be determineg,
The clinician needs to particularly identify those serving as caregivers
the older adult and determine the amount of care that each is providing
Once this information has been obtained from the client, the cliniciap
should seek permission from the client to, at a minimum, meet and talk

with those providing care.
Interaction with the caregivers should focus on the medical condi-

tions, ADLs, IADLs, and other areas in which care is provided; the amount
of care required by the client in terms of hours per day; how the caregiv-
ing load is distributed among the various caregivers; the extent to which
each caregiver experiences providing care as a burden; and the degree
to which each of the caregivers derives satisfaction from the caregiving
experience. Morano and Morano (2006) provide an excellent discussion of
these elements of social assessment. ‘

Unique areas included with the social assessment of older adults
include specific assessment for the presence of elder mistreatment, assess:
ment of spiritual well-being, and values clarification to assist with advanced
directives. The assessment for elder mistreatment should focus on deter
minin_g whether the older adult has been or is the victim of physical abuse
caregiver or self-neglect, psychological abuse, and financial exploitatic?
(Vand'erWeerd et al., 2006). Assessing for the possibility of elder mistredt
ment is particularly important when conducting an assessment in Wh¥
the older adult has a dementing illness, because the research suggests that
the presence of elder mistreatment in these families is significantly ighe
than in the general population (Paveza et al., 1992). d

In addition to assessing for elder mistreatment, the cliniCian shmﬂ.s
gpend some time assessing the spiritual well-being of the older a “lt'-Thlr
is a time in the older adult’s life when he or she may rekindle B l(l)y
her spirituality. Other older adults, who may have always been spirity

The focus of the social asse
1 or social networ

L of
active, flnd the:mselves cut off from those activities that have beer par?ant
their spiritual life (Morano & Morano, 2006). For this reason, it i impo
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Jarification of values related to the older adult’s wishes concernin . da
of-life care. What are the older adult’s belje g end-

fs concerning the us '
: : . e of heroic
easures to being }(ept alive? Are there circumstances in which the older
dult would not wish to be resuscitated? What are they specifically? It is

Jlso important to explore whether the older adult has designated health-
care surrogates anq whether the: appropriate documents are in place to
permit his or her wishes concerning end-of-life health care to be acted on.
It is important to determine whether the older adult has shared with the
nealth-care surrogates his or her wishes about health-care choices so that,
if the older adult is no longer able to make those decisions, the health-care
surrogate can effectively act for the older adult.

If this discussion has not occurred, then the information obtained
during this part of the assessment can be used as part of the care-planning
process to engage family members around these wishes and have everyone
who might have an interest in the well-being pf the olde; adult clea;ly
aware of what the person’s wishes are concerning end-of-life care. II'lt Etl;
too many instances, the older adult may have In place a do-x:iot-rzss?sfl Eflor
document, a durable power of attorney for health dcjlrtehaans npe(\)/ > hgd :
finances, and a living will; however, the oldf;i : it a lack of clear
conversation with family members about these fg - up disagreeing
direction from the older adult, family memberji:dtegigniﬁcant animosity
dbout the type and level of care 1O be pro::,lll decisions, often resulting
@n and does develop in families arqundh_sus With a little planning and
n lifelong disruptions in family relationships. the clinician to engase
Preparation, the older adult can be assisted DY

e d level of
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Economic W o etermining ne
lic well-being involves dete B Not only h,

Ider adult has but also the number of persons dependey,
the older ¢ ¥ on that income. However, eConomic well-bej,
l.y or in psountil‘g of income and those dependent on it, Ty,
imple ggtermille what demands are placed on that inC()m;
ds ttoures and whether the older adult perceives that incomé_
his or her needs and those of the persons dependey,

that income (Fillenbaum, 1988; Morano & MoraHO, .20()6), A,th_O.TOUgh
?;view of the older adult’s economic well-being permits the clinician 1

have a clear sense of what types of economic assistance the older ady),
might need and how willing the person is to accept help.

Assessment of econoll
much income
either complete
goes beyond as
.assessment nee ‘
in terms of expendi
to be sufficient to meet

Environmental Assessment

The final area for review in the comprehensive assessment is the assess-
ment of the older adult’s physical-living environment. This requires the
clinician to visit the place where the older adult lives, whether this is an
independent-living situation, an assisted-living facility, or a long-term-care
facility. If the clinician is conducting an assessment prior to a hospital
discharge, it will be important for the clinician to consider making a visit
to the place to which the older adult will be initially discharged and also

to the place where the client will permanently live, if it is different.
Environmental assessment should include a complete tour of the
residence, with the clinician paying particular attention to elements in
the environment that may affect the quality of life for the older adult or
pose a physical impediment or hazard. Elements that the clinician needs
to observe, for instance, are the presence of handrails and grab-bars in
bathing and toileting areas, presence of stairways, and how often they
gllgs; rz:eiizdotf)}; htrlz)e older adult. Additiqnally, the clinician should :}oze
hazard to the olderv‘elldmlgs a.nd/or el_eF frice’. exiEmsions th‘:it el po>§2
paid to whether heatinut Wl}h mebllity pr.C)bl.e ms. Attention shoultij‘n
SUVEE And it wg}; c}go ing, a.nd Yentllatlon are adequ.ate ff’{ Lw
be seen and reco ni,zed Ether | Shting is adequate to permit Ob}em&‘v
and water tempeg;ature, ‘g cther kI.lObS on faucets can be tu.med e&e“
or Bitned. and whafh ad justed without the older adult being “‘1;3
well as some general s ¢ coor knobs can be easily opened and .clo:n‘m‘
ense of the atmosphere of the living environme™.

Morano an i g
yorana Ad.Morano provide an excellent checklist in the Handboo: :
Tlatric Assessment, fourth edition

review should be dete
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- ent. Things to be considered include the safety of the ne:
od; €ase and access to transportation neighbor

, including a through :

et h revie
hether the older. adult is still driving; and whether this 1: still ]i(nwn()f;
der adult’s best interest (Carr & Rebok, 2006; Morano & Morano 2()()61)('

Other items of interest shqxﬂd include the availability of sidewalks and
iheir state of repair in re}atmn to the impact this might have on the older
Adult’s mobility. Depend_mg on the information obtained during t :
of the client’s total environment, important recommendations may need
10 be included in the care plan concerning modifications to the living
environment and its surroundings, the older adult’s ability to continue
driving, and transportation alternatives that can help ensure that the older

adult can obtain food, pay bills, and keep doctor’s appointments (Carr &
Rebok, 2006).

he review

The Care Plan

On conclusion of the assessment process, the clinician needs to compile
a complete report that summarizes all the relevant findings from the
assessment. What specifically should be included in the report depends on
what the clinician uncovers during the assessment process. At a minimum,
information from all the areas explored should be included in the care plan,
including findings on mental status, functional ability, medical history,
nutrition and health practices, social network, economic well-being, and
the living environment. The plan should report on the older adu!t’s ability
0 function in the community and on the older adult’s quality of life as Well
a8 provide information that supports the recommendations for services
0r assistance. A person reading the report should be able to connef:t any
Intervention recommended as part of the care planto a c'learly stated finding
from the assessment process by referencing specific links to elements of
the assessment (Gallo et al., 2000). The format of the report shquld be
Such that both a layperson—most likely the older a(.iult, the caregiver, gf
*ome other family member—as well as paraprofessionals working in the

“€2lth-care and social-service fields and professionals V\{orkmg in a Vzrlegy

* medical-care and social-service settings can all easily pq@erstalltht E

“COmmendations and the information that brought the chmc1alr_1 t'ohnoio

mendations. Such a report will make it easier for ﬂ;ﬁ g u;f); h o

ate and advocate for the older adult as the clinician seeks appropriate

¢s for him or her. s b prepared 1O

drawln making recommendations, the clinician needs to be prepare

jal | ‘ntions. particularly when
o ' ;ntial interventions, | : |
iy Wit communteydu o . Recommendations might

Regoti
SQYViC

ey Zg e community-dwelling ol ‘-“%:il:t them with improving their
Skillg education for family caregivers to assie :

! S v counseling to help the family
“0pe " Caring for the older adult, family counseling

rv-based health and
wi S nd community-based e
Sociy th the stress of their situatlon, and

.are, and other
Servi i - ith care, adult day ¢ _
ey ces, hea . - I "
e?trvme - Also inlélld:il dm'g hﬁmgervices to be considered is plawlml?vtixig
. - » ‘e
e N assisteq ﬁlv.ed fm 'tli:; or other more intense long-term-car
-living faci
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clinicial members as they review the rec‘)mmeﬂdatim
'1‘11(; clinician must always remember that Th:
oir choices. v interventions belongs to the older adult ang
S(‘I‘lf:llt]f;eat older adult, not to the person doing the

commendati(ms.
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Conclusion B

TS
e
i

PP
B

r, I wish to briefly discuss the literatyre that
,the effectiveness of CGA. Findings Concern;r,

i

S AN

In concluding this chapte

: insight into _ . . 8
PTOVI(fifeSt?OTlee;?S;%hCG A have been mixed. Several studies have ryjs,.
the effective

: CGA, with Ruben et al. (1995) cleariy
questions about the effectlzleglrisss gifd not improve the health or sury.
Slauing it SUCh‘ as.seSS tients, and Siu et al. showing that assessmen:,
o hOSpitalized-genatrf Is)aital d’ischarge did not improve outcomes
D G i her hand, Rubenstein et al., Struck et 3
frail elderly (1996). On the other 5 ' ; e e
Alessi et al., Naylor et al., Buurme}n et al., Ellis et al., aq ilo oﬁeti
all provide evidence for the effect}vene§s o'f'cor_nprehenswe assesalrn;:—_“
in improving outcomes and delaying dl'Sablllty in older adults,'he-.pl:f
identify new problems when assessment is repeated annually and in tev'vi./
recurring hospitalizations (Alessi et al., 1997; Buurman3 Parlevl’lert,r_i_.
Deelen, de Haan, & de Rooij, 2004; Ellis, Whitehead, Robinson, O Nem,fﬁ
Langhorne, 2011; Naylor et al., 1999; Pilotto, Addante, D’Onofrio, Sal}ca:i.
& Ferrucci, 2009; Pilotto et al., 2011; L. Z. Rubenstein, Stuck, Slu,'&
Wieland, 1991; Stuck et al., 1995b). The meta-analysis of several studies
clearly suggests that although the evidence might be divided, the majonty
of the studies included in the meta-analysis and the meta-analysis nse;;
conclude that CGA enhances implementation of care recommendations and
client adherence to those recommendations (Stuck, Wieland, Rubenstei2:
Siu, & Adams, 1995a). B

Conducting a CGA as described here is likely to improve the ¢

i . . . 1?’*{:"\'9
provided to older adult clients and result in delaying more nesd
outcomes,
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online Resources
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. healthonline.courseh )
p://nometown rsehost.com/en .
' goursePuthlZe.asp?pk:76426&LID=1&ky_/ gine/Academic/Tools/

: =d_BPDiQVRgHzDi
ngHzKrVDMqlz HomeTown Health Univer QVRgHzDiPRUnf

sity offers an online
: course
10 learn how tO conduct comprehensive assessment in geriatrics. This

course is designed to instruct health-care personnel on how to provide
a CGA.

yp://www.medscape.com/viewarticle/465308_4 General information
sbout the components of a CGA as well as various screening tests that

are offered (brief description of each). The site also gives information
regarding who would benefit from this screening.

http://www.uptodate.com/contems/comprehensive-geriatric-assessment
This website outlines components of CGAs, its efficacy, and its
:ndications. Sections are outlined that review the assessment team, how
to conduct the assessment, assessment tools, and so on.
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