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Editorial

Trends and innovations in primary care geriatric 
assessments

Originally,  geriatric assessment focused on 
older persons with functional impairment and 
demonstrated that aggressive therapy could improve 

quality of life and function and decrease hospitalization, 
nursing home placement and mortality (1). Recently a number 
of new geriatric syndromes, e.g., frailty, sarcopenia, anorexia 
of aging/weight loss and cognitive impairment have been 
identified as syndromes, which when identified and treated 
early, can prevent the development of functional impairment 
(2). Primary care is often the foundation of healthcare system 
in many countries, has major impact on population health, and 
is a core site for preventive health screening (3). Because of 
the limited time available in primary care practice, a number of 
screening tests have been developed to allow the recognition of 
the presence of these syndromes (4).  

Frailty can be defined as a condition which, when the person 
is exposed to a stressful event, they fail to compensate and 
prone to adverse outcomes such as falls, functional decline, 
institutionalization and mortality. Fried et al (5) developed a 
set of screening tests (unintentional weight loss, exhaustion, 
low grip strength, slow walking speed, low physical activity) 
that defined older persons who were physically frail. 
Rockwood et al (6) defined frailty as deficit accumulation 
or the percentage of co-morbidities an individual might 
have. At Saint Louis University we developed the FRAIL, 
which consists of 5 questions identifying if the person has 
fatigue, problems performing resistance or aerobic activity, 
how many illnesses they have and if they had lost weight 
(7). Persons with fatigue can be further investigated for 
depression, use of anticholinergic drugs, sleep apnea, 
anaemia and hypothyroidism. Persons with resistance or 
aerobic activity problems require exercise therapy. Persons 
with 5 or more illnesses should be screened for inappropriate 
pharmacotherapy and those with weight loss should be screened 
with the “MEALS-ON-WHEELS” mnemonic (Figure 1) for the 
treatable causes of weight loss (8). The FRAIL predicts poor 
outcomes to a similar extent as the Fried et al (5) questionnaire 
and the Rockwood frailty screens (9). Becoming frail marks 
a major downhill slide in older persons and if identified early 
before the onset of disability, frailty is potentially reversible 
(10, 11).

Sarcopenia is defined as a loss of function due to a loss of 
lean muscle mass (12). SARC-F has 5 questions and screens for 
sarcopenia (13). It is recommended by the European Working 
Group on Sarcopenia to be used to screen for sarcopenia (14). 
Treatment requires leucine enriched essential amino acids and 
referral to physical therapy followed by long term exercise 
therapy (15). If the person is having falls, they should also be 
investigated for syncope and orthostatic hypotension.

The Simplified Nutritional Appetite Questionnaire (SNAQ) 
identifies persons with anorexia of aging (16). Persons with a 
positive SNAQ are at high likelihood of losing weight in the 
next 6 months. Treatment is to provide high caloric nutritional 
supplements and to treat any reversible causes of weight loss as 
previously described. The SNAQ has been useful in allowing 
early identification of treatable causes of weight loss. 
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Figure 1. “MEALS-ON-WHEELS” mnemonic for the 
treatable causes of weight loss
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Cognitive dysfunction is very common, particularly 
in the old-old. Classically it was screened for by the Mini 
Mental State Examination (MMSE), which has recently been 
copyrighted (17). Alternative cognitive screeners include the 
Montreal Cognitive Assessment (MOCA) (18) and the St. 
Louis University Metal Status (SLUMS) examination (19). 
The MiniCog is a short rapid screening test for dementia (20). 
The Rapid Cognitive Screen (RCS) is a slightly longer test 
that can screen for Mild Cognitive Impairment (MCI), as well 
as dementia (21). The AD-8 is a simple screening dementia 
which is best answered by a family member (22) and the 
myMemCheck® is a rapid self-assessment test to identify MCI 
or dementia (23). The MMSE, MOCA and SLUMS take 8 to 
12 minutes to do, making the shorter screens more realistic for 
primary care practice. It is important that older persons identify 
the treatments that they would prefer in emergencies or might 
prefer after they develop cognitive impairment (24). This is also 
an ideal time to identify “what matters” to them as outlined in 
the John A. Hartford 4Ms approach to aging (25).

To provide a simple geriatric assessment that can be 
incorporated in the Medicare Annual Wellness visit in the 
USA (26) or in yearly visits done in other countries, at Saint 
Louis University we developed the Rapid Geriatric Assessment 
(RGA) (27).  (https://www.slu.edu/medicine/internal-medicine/
geriatric-medicine/aging-successfully/pdfs/rga_form_4-6-17.
pdf ). The RGA can be completed in under 5 minutes. We have 
used this in over 10,000 older persons in the United States (28) 
and over 2,000 older persons in Singapore (29). In Singapore, 
the RGA has been developed into a computerized assessment 
and available in the app store. At Saint Louis University we 
have developed a computerized version of the Annual Wellness 
Visit that includes the RGA. We believe that RGA should be 
conducted annually for persons over 65 years of age in all 
primary care practices. Persons identified as being frail or 
sarcopenic should be advised by the family practitioner to 
become involved in an exercise group (30, 31).

The RGA has been demonstrated to lead to improved 
cognition and increased function when used to refer older 
persons in a rural primary care practice to appropriate exercise 
and Cognitive Stimulation Therapy (32). “HAPPY” program 
is another example where frailty screening was done for 
community dwelling older adults using the FRAIL scale, and 
twice-weekly dual-task exercise reduced prevalence of frailty in 
75% of older adults (33).  Screening and appropriate therapy in 
primary care requires the development of an interprofessional 
team. As time availability is the greatest deterrent to screening 
in primary care, the RGA which takes less than 5 minutes 
to complete, can be done by the “rooming person” with 
management pathway is an ideal screening test for geriatric 
syndromes. When a person is identified as having a geriatric 
syndrome and if an appropriate interprofessional support 
service is not available, the primary care provider should 
consider referring to a geriatrician or a neurologist.

Future research requires the comparison of outcomes in 
primary care practices utilizing the RGA and having the 
interprofessional support services in place to regular primary 
care practices who are not doing the screening.
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