Lau et al. BMC Geriatrics (2025) 25:2 BMC Geriatrics
https://doi.org/10.1186/512877-024-05615-9

Application and implementation e

of brief geriatric assessment in primary care
and community settings: a scoping review

Lay Khoon Lau'", Penny Lun', Jonathan Gao', Edward Tan' and Yew Yoong Ding'%?

Abstract

Background Comprehensive Geriatric Assessment is the gold standard of clinical care for older patients but its
application in the primary care setting is limited, possibly due to its time-consuming process. Hence, a brief geri-
atric assessment could be a feasible alternative. We conducted a scoping review to identify which brief geriatric
assessment tools have been evaluated or implemented in primary and community care settings and to identify
the domains assessed including their reported outcomes.

Methods CENTRAL, PubMed and Embase were searched using specific text words and MeSH for articles published
from inception that studied evaluation or implementation of brief geriatric assessments in primary care or community
setting.

Results Twenty-five articles were included in the review, of which 11 described brief geriatric assessments imple-
mented in community, nine in primary care and five in mixed settings. Physical health, functional, mobility/balance
and psychological/mental emerged as four domains that are most assessed in brief geriatric assessments. Self-
reported questionnaire is the key approach, but uncertainty remains on the validity of subjective cognitive assess-
ments. Brief geriatric assessments have been administered by non-healthcare professionals. The duration taken

to complete ranged from five to 20 min. Studies did not report significant change in the clinical outcomes of older
adults except for better identification of those with higher needs.

Conclusion The studies reported that brief geriatric assessments could identify older adults with unmet needs

or geriatric syndromes, but they did not report improved health outcomes when combined with clinical intervention
pathways. Clarity of brief geriatric assessments’questions is important to ensure the feasibility of using self-adminis-
tered questionnaire by older adults. Future studies should determine which groups of older adults benefit the most
from the brief assessments when these are paired with additional evaluations and interventions.
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Introduction

*Correspondence: Comprehensive Geriatric Assessment (CGA) is defined
‘Lay Khho‘o” L?It’@ , as a multi-dimensional and multi-disciplinary approach
au.charlene.lk@geri.com.sg . . . . .

! Geriatric Education and Research Institute (GERI), 2 Yishun Central 2, to identify medical, functional, and social needs, followed
Singapore 768024, Singapore by the development of a coordinated and targeted care
2 Department of Geriatric Medicine & Institute of Geriatric and Active plan to address the identified needs of older patients [1].
Ageing, Tan Tock Seng Hospital, Singapore, Singapore . . .. ..

? Lee Kong Chian School of Medicine, Nanyang Technological University, Given its recognition as the gOId standard of clinical care
Singapore, Singapore for frail older patients in the hospital setting [1] and ben-

eficial effect yielded in mortality reduction [2], extension
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of CGA to primary care could be considered given that
this setting often provides the first point of clinical con-
tact for this population [3]. However, the application of
CGA in the primary care setting is limited [3], possibly
due to its time-consuming process [3, 4]. Typically, a
CGA may take up to two hours [5].

CGA is usually conducted by the multidisciplinary
team and medical professionals in acute hospital and
primary care settings respectively [6]. Impacted by the
mismatch of supply of healthcare professionals and
the increasing needs of an ageing population, briefer or
simplified geriatric assessment which can either be self-
administered by older adults or administered by trained
non-healthcare professionals have increasing appeal.

Hence, brief geriatric assessment (BGA) has emerged
as a possible alternative for CGA in primary care and
community settings, including in the homes of those with
limited access to primary care services. Unlike CGA, the
role of BGA is unclear in clinical pathways. Despite the
shorter duration of BGA, ranging from 15 [6] to 30 min
[7], implementing BGA widely remains challenging given
the rapid growth of older populations globally.

To date, there is a lack of consensus on which com-
munity-dwelling adults should be targeted to receive
geriatric assessment, due in part to its varied purposes
which range from health promotion to early detection of
impairments or diseases [6]. It is suggested that neither
robust older adults [8] nor those in poor health or with
disability [9] benefit from geriatric assessment. Thus,
older adults in the middle of the health spectrum are
more likely benefit from BGA and they may have two or
more chronic conditions or polypharmacy [8]. Finding a
BGA that could easily be applied in a community setting
to identify older adults in this middle spectrum could be
crucial for early intervention.

Despite the emergence of BGA in geriatric care, there is
also no consensus on which domains should be assessed.
BGA was often developed based on prior literature [10,
11], CGA [11] and from the pool of assessment tools
for different domains [12, 13]. The latter possibly arose
due to the need to cater to different contexts, available
resources and different targeted populations. As a result,
the envisaged role of BGA as a shortened version of CGA
is debatable, given that the former largely emphasises
screening to allow early detection of impairments while
the latter serves to direct care processes. Moreover, the
application of the four focus areas of CGA, medical, psy-
chological, social, and functional [1, 14] in BGA remains
to be studied.

Heterogeneity of BGA tools, ranging from their com-
ponents (assessed domains) to implementation (self-
administered versus interviewer-administered) makes
selection of the most appropriate BGA tool for specific
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contexts and subgroups of older adults an uphill task for
practitioners. Given these knowledge gaps, our scop-
ing review sought to identify tools and methodologies
employed in BGA for older adults and the practical con-
siderations and levels of implementation in primary care
and community settings.

Methods

This review was conducted with reference to the
COCHRANE Scoping Review Method guidance docu-
ment [15]. The review questions were formulated based
on prior discussions with health policy makers that posi-
tioned geriatric assessment as a key population health
initiative to improve the quality of life of older adults.
This study conforms to the PRISMA guidelines and
reports their required information accordingly (see Addi-
tional file 1).

Search strategy

A systematic search was conducted with three electronic
databases — Cochrane Central Register of Controlled
Trials (CENTRAL), PubMed and Embase. The search
strategy was developed using the PCC framework (popu-
lation, concept, context), adopting a combination of med-
ical subject heading (MeSH) terms and text words related
to older adults, geriatric assessment, abbreviated, brief,
rapid and short. Articles published from inception till
18 April 2024 were considered for inclusion. Additional
file 2 provides the search strategy used for PubMed.

The study inclusion criteria were 1) study participants
60 years old and above; 2) evaluation and/or applica-
tion of BGA in the primary care or community settings;
and 3) BGA that minimally assesses physical and mental
domains. The exclusion criteria were 1) studies targeting
population with specific conditions (e.g., dementia, mild
cognitive impairment, hypertension, diabetes, stroke,
pre-surgical); 2) studies conducted solely in acute hos-
pitals, long term care facilities, post-discharge from
hospitals or specialist outpatient clinical settings; and 3)
conference proceedings, commentary, or studies without
full texts in the English language.

Study selection and data extraction

Three reviewers (JG, LKL and PL) performed the screen-
ing of citations using Covidence, a web-based tool [16].
The title and abstract of each citation were independently
screened by two reviewers and the same process was
repeated for articles at the full-text screening stage. Any
disagreement during screening (either title/abstract or
full text) was resolved by the third reviewer. The PRISMA
flow diagram in Fig. 1 presents the flow of study selection.
A data extraction sheet was developed and pilot-tested
prior to the data extraction phase. Data extraction was
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Fig. 1 PRISMA flow diagram

performed on all included articles by either JG, LKL or
PL using a data extraction sheet to capture details of the
study population, overall study aims, study population,
BGA tool, domains assessed by BGA and summarised
findings. The extracted information was cross-checked
by a second reviewer for accuracy. Risk of bias assess-
ment was not conducted given our review objectives.

Results

Study characteristics

Twenty-five studies were included in this review
(Table 1). Among them, 11 studies involved the imple-
mentation of BGA in the community [11, 17-26], nine
in the primary care setting [10, 27-34] and five in mixed
settings of community and primary care [35-37], com-
munity, primary care, hospital and/or long-term care
facilities [38, 39]. The last two referenced studies were
included given that their BGA implementations were in

community and primary care settings for majority (about
80%) of the total study populations.

Studies on BGA were reported since the 1990s with
two studies published in 1997 [19, 32], five studies in
the 2000s [17, 24, 29, 35, 39], eight studies in the 2010s
[10, 20-23, 25, 27, 28] and the remaining 10 studies from
2020 onwards [11, 18, 26, 30, 31, 33, 34, 37-39].

Seven studies were conducted in North America [17,
20, 24, 32, 36, 38, 39], one in South America [28], two in
United Kingdom [19, 29], six in Europe [10, 23, 27, 30, 33,
34] and the remaining nine studies in either Oceania [21,
22, 35] or Asia [11, 18, 25, 26, 31, 37].

Study population

A total of 79,560 older adults were examined in the
included studies. Their mean age was 79.7 years in 21
studies (n=67,027). Four studies [19, 20, 25, 39] did not
report the mean age. Among the 22 studies that reported
gender distribution, female older adults (n=41,034)
accounted for 60.4% of the study population (7 =67,981).



Page 4 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

9[eds
A|puUal}-1asn e sem
19 Auipijen aoey

(590~ 03

05°0-) Jood sem
Xopul |syneg

SHdv3 Usemiaqg
UO[1B|24102 Y|

(96'0 01 99°0 eddey
paiyBiapm) Aujiqe
-1|24 191581-191u]
(0’1 03 G20 eddey
pa1ybiap) Aujiqe
-l|o4 1s912)-159|

|exdsoy a1ed Aeg

9DIAIDS d4ed Aep
BulAiDIRl (0AG/ <)
Synpe Jap|o Bul|lemp
-Alunwiwod

Apnis uonepijea

synpe
19p|0 Bul|lemp
-AUNWWoD 10}
Sydv3 oYi 21epijen

poob e sey Syyv3 SOA SOA SHYv3 Aunwwod ESNISNICLL=U 18 WuswdolanaQ 19 dojansp of [61] /661 pleucq
96/°00191/°0 Wol}
AupljeA 1usbianip pabuel D)) SIS 2IRD
S}Npe Japjo  1UaBI9AUOD JueUIW 1080 O} Arewud Buiai@dal
SS9SSE 01 |001 PIleA  -LDSIP ‘AUplleAlusl  9g/ ') Woly pabuel 0AQ9 pabe ‘syusiied [87]
19 9|qel[2) B Sl VDY JO  -INDU0D AI01DBJSIeS  ADUSISISUOD [BUIRIU| 9oUaUUODU| & %89 YOy paiejsuel] ayl 8107 "8 1
UOISIaA Uel|izelg SOA SOA VoY aled) Aiewid  ‘[0A(89)0°0/] 8L =U [PUOIIDS-5501D) a1epljeA of IpUBIQ €ZNOS 3P
160 Sem
SSYODH 941 104
ony
AdN %€6 B
ANpijeA JUBUIWLIDSIP - Add %T/ ‘Adyioads
19 AlpIjeA 1U21U0D 918 'ANAIISUDS (€£°0=D0) 3|qe ALUNWIWOD Y3 Ul
‘Ajigera1 91enbape 9488 PapSIA 2100S -1dadoe sem Aoua 0459 < 'sjualied |00} bul
pa1eJisuowsp //9J0 JOIND3Y] -ISISUOD [eUIRIUI BY | & %079 Apnis uonepljer  -Ua3Ids Jaliq 1R pay [81]
9eds BuluaaIds Y| SOA SIA SSYODH Agunwwo) [oA(S/)S//1007=U Riuswdoprsg  -ljdwis dojeasp o] 0202 "[e 1@ uayd
(1£/001950=Y)
11ey 21am 3D1dS buisn
(plod3J [e2IPaW UO
paseq) uondadiad 4D pavusIA pumas aied Aiew
5,10100p 1 uoidaniad 0459 pabe ‘syualed -ud sy ur 3DIdS 4o
Siusted usamiag 5 %809 Ajiqisesy g ssaujny [
1usWaalbe oy OoN OoN 3DIdS aled Alewd  [0A(€)6/] LS=U [BUOI1D9S-SSOJD)  -9SN 9Yl dUIWEX2 O] 8107 “|e 19 _yUIS|eg
KjoAnoadsal
%Y '8 %68 JO AU
-oy1nads 1 AUAINS
-Uas sey (4si ybiy)
2 s3u10d JOINd 5549
AjoAdadsal
78001690 pue 040 Swia|qoud du
18001 |20 Woy eddey paiybiap -1e19b a|dinw aney
psbues1qy B ulewop yoea 1oy 0588 — oym 0Ag9 z pabe
Alowaw 1dadxe alleuuonsanb 15919J-159) JUsW ‘Ssynpe 13p|0 Aanins |eysod e Jo
SUlPWOP ||e 10} AUDY  Paysi|gelsa isuleby  -2a.1be abrluadiagd & %0°€ ([0 Apnis 1J0yod Aupijea s Aujige 1]
-1Dads pue AnAiIsusS SOA SOA SSdO Aunwwod (19)5€/lSL5T=u [euipnyBuOT -l|91 943 ssosse 0 €00 "B 19 1S9y
uoisnpuo) Aupijep Aujigenay ]001 yOg bumds  uonejndod Apms ubisap Apnis wie [|eIdAQ 1eaf ‘sioyiny

HUINSS ALUNWWOD pue a1ed Alewlud Ul uolleiuawia|dull J0/pue UoeN|eAd ay3 Jo 1ed se yoHg papn|dul 1eyl saipnis L ajgeL



Page 5 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

dnoib

|03U0D 3y 03 pased
-Wwod asouewlopad
[PUOIIDUN PISEIDSP
19 Juswade|d aled
[ERUSPIS3I JO J2q
-wnu Jaybiy pey
Buiusaids | HoYg
paAlddal Yolym dnoib
uonuUSAISIUI Y|

Au|igesip jo

[9AS] JUBDYIUBIS YIM
95043 01 Pas|jelauab
9q 10U pnod

sbuipuy ay3 ing Ayl
-|Igesip yum asoyi bul
-Auspt Ut Ajan ajqe

ON

Audypads

%18 79 AWARISUSS
959 PIP|DIA SOWO0D
-}N0 3SISAPE YIM

€ <HO-IND [HOIMY
Audyidads

19 AUARISUDS 9498
papRIA 1aVI Yum

€ <HO-IND [HOIMY

ON

£1°03)0
eyde yoequold Ay
-|Iqel|21 159124-153]

1HSI4g Anunwwod

21D

9DIAJSS 24D
Alewid pani@dal
Ajsnoiaaid pey 1o
BulAdal (0AG/ )

S} npe Jap|o buljjemp
-Alunwiuwod

& %5 [[oh
Ov)c08] €5/£=U

9DIAJSS 21D
Arewd paaiadal
Ajsnoiaaid pey 1o
BuiAledal (P|O sieak
G/ <) synpe Japjo bul
-|[PMp-Alunwiwod
8 %S S

12y 491sn>

synpe
19p|o Buljlomp
-AUNWIWOD 10y
3j11 jo Aujenb g
‘SUl|Pap [euoRdUNy
‘Juswade|d aied
[EIIUSPIS3I 'SUOIIeZ
-lleudsoy uo bulpuy
9sed anoiduwll 01
Buluasids buisn jo [a
10edW] 8y ss955P O] 7102 “[e 19 9519

Spaau paiefal
-Aljigesip yum
a|doad Japjo bul
-|[oMp-Alunuwod
Buiynusp ul
aJleuuonssnb
LHOIYg 33 Jo A [s€l

-uoseal sey |HoHg SOA SOA 1HOIMg Atewld Aunwwo)  [0A (61)6'08] LZL=U Apnis uonepiieA  -|1lN 9yl SUIWEXS O] 800 "|e 12 951
uone}NSU0d Aq
PaMO||0} Sem Bul A1ua buin|

U315 ;51 ybiy, se Pa1SISSE IO UOISSILIpe synpe
PaLISSE|D 91aM S}npe awioy buisinu 1oy 19p|0 Aed-a1eaud
19p|0 150W R MSH Ss1l 1e 9 Aed-a1eAld poddns 0y weiboid
yb1y, palspIsuod sem 3le Oym |00} 3DIAISS ,UOISISAIP,
SY-HYAMT 243 JO 21035 S1NPE JSPJO BUl[oMP  1USUISSISSE JO UOIL  JUSUOdWOd-1NW e

pawwins ay3 uo -Ayunwiwo)  -eiuswajdwi pue  JaAIlSp pue [0o) bul ol

€ Jo ploysaiyr vy ON ON SY-HYM1 ANUNWWOD & %€ 99 [SN] L9Z=U JuswdoAag -uaaldsedojeAsp ol 10T “|e 19 J9jbnen
[[IEIE)] Bujuaa.Is yog bul
pa19b1e) bulAldl -MOJ|0} 'S9INIDS
syuaned o) pasedwiod 2DIAIDS 248D Alewlud a/ed Arewud ay3 ul
uolssiupeal |eydsoy Buinedal (045 <) (|ed12y21 pa3abiel sa
19MO)| pey 1usW S)npe Jap|o Bul|lemp [es1aAIUN) sAemyied
-S5955€ JayIny 104 -Aunwuiod [EDIUID JUSIRYIP

[B11243] [BSIDAIUN & %669 :[0A Apnis 110yod JO S109y9 Y3 6]

paAIS391 Oym sjusiied ON ON SN sl Alewld  (69) 18l 6L Er=U [euipnyfuo sulwexa ol 00T “[e 9 Jayel4

uoisnpuo) Ajqenay 1001 yOg bumas  uonejndod Apms ubisap Apnis wie ||eIdAQ 1eaf ‘sioyiny

(panunuod) L ajqey



Page 6 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

paUIqUIOD yiesp pue
uonesIeuonNISUl Jo
J10101paid uedyiubls
B SBM 21025

04S ay1 10U INQ 24005
O4S.payipow, 3y
paseq-payodal

-JIss ale Yoiym DS Jo
deb ay3 paroidwi
(O4S payipow) 5|00
JUDWISSISSe DAL
-lubod [euonippe Jo

A11J91X3p [enuewllq
'$1591 PURIG-01-1IS
SAIIadal pue

0D pue dn pawi] 0}
P31€[21102 SeM DS

a1

921AIS 24D Alewlnd
BulAIal (0A£9 )
synpe Jap|o Buljlemp
-AUnwwoD

8 %09

Apnis [euipniib

dn-moj|0} Jeaf-¢ 18
41B3p 19 UOeS|[RUON
-NISUL JO SIWOD
-IN0 Y} YIIMm Uoneld
-OSSe S dUlWexa 1R

[9€] ¥00C

uolsnppul ay | SIA ON 04S Aewnd Alunwwod)  [0A(SN)Z'9/] 87=U  -UO| pue UOIEPIlEA  DHS dY3 1epIjeA o] “|e 19 SMaye
SOAI
-ebau as|ey Jo Jamod %9%8 Jo
Buneutwudsip ybiy AIN€5€1040 v9D bul
$31 01 aNP Ayleyy Jo usyod e yum -linbai syuaned bul
|001 BUIUDIDS JUD) '96€°99 I A1j1e1) UO (0AG/ =) -Ajuapl jo Ayoeded
-|90X3 UB 9 01 SW33S YD) 13 dD U9aM1a(q synpe Japjo buljjamp Bupeuiwdsip si
1SIPD3YD [IR4UNS Y| 1usWwaalbe Jo -Auunwiuio) AJuan 2183 Alew
YD) ay1 aoejdas Jou 9a169p a3y & %EES Apnis |euonea  -1id Ul sippRsyD |1ely og]
-Ued ISIPI3YD) [IeJUNS SOA ON  3ISIPP3Y) |lelung aleD) Alewlld oA ()18l zzl=u -195q0 ‘@Andidsag  -UNg oyl aieplleAol  QZ0Z “|e 12 olbbepy
19pjo
AJje1auab a1am synpe 9DIAISS 218D
J9p|o alaym bumas Alewud paniadal
2led Wiar-buo) g jend Ajsnoiaaud pey 1o
-S0Y 24} 1 Passasse Buindal (0459 <)
2I9M S}Npe I3p|o JO 218D WISY-bUoT  synpe Japjo buijjemp sbuIas snolen 1e
908 I9ASMOH K10} sjeydsoH -AHunuwiuod |001 BUIUSIDS %51
-SIY ||ey pa1dipaud aleD Ateullid & 9%0'G9 ‘oA Apnis jjejese yoy Jo A 8¢]
Apuedyiubis oy ON ON VoY AMUnuwuwoD (SN)9°Z/] 9898=U [PUOIIDS-SSOID)  -{1IN AY3 dUlWexa O €207 "2 18 Yoe
saonoeid 9DIAISS 218D
4o ybnoiyy sidoad Alewid paa@dal 9|doad
19p|0 spasu-ybliy jo Ajsnoinaid pey Jo 19p|0 Spasu-ybiy
Buipuy ased uon BulAIIal (0AG/ ) Ayauapl 01 bujuaaids
-e|ndod Joj poyiaw S)npe Jap|o Bul|lemp Buneiodiodul
J1PWIISAS 1 JUSID -Aunwuiod '34eD JO [apow
-y ue 3q 0} pano.d & %18y Apnis SABAOUUI DY) [ca
U93.13s [HOIYE oYL ON ON 1HOMg Aunwwod oA (#7)S6/1 9Ly =U Joid wiie 3jbuls 9quIsep oL /10 "e 10 Bbuny
uoisnpuo) Ajqenay 1001 yOg bumas  uonejndod Apms ubisap Apnis wie ||eIdAQ 1eaf ‘sioyiny

(panunuod) L ajqey



Page 7 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

SOUIOIPUAS
150U 10§ A10108)S|
-1es sem o) e 0}

900G Juauwedwl
[ensiA 1dedxe

‘%1 Y8 01 %S€/
AdN “(uonuInu
-Iapun) 9%/°/8 01
(auswuredwii [ensiA)
%8 S Audyioads

paJeduwod SaWOIPUAS ‘(uswiiedw but (0hoL2) vOD e 0} pasedwiod
dlyenab bul -1eay) 9 1°78 01 Synpe Jap|o buljjemp |00} JUDUISSDSSE
-10919p Ul |00] JUaW (uonrINUIIPUN) -Aunwiuio) (AupijeA)  JalQ e JO 9dUBWIO)
-SSISSY Joalg 9y Jo 957 ANARISUSS & %LYS Apnis onsoubelp  -1ad dpsoubelp ayy 1]
9ouewopad ay SOA ON SN aled) Alewlld [oA (9)8/] s8=U 9A1109ds04d dulWLEeX2 O 80T “[B 12 I9|IPNIN
sdnoib
OM] 3Y} USaMmIaq
P212313p UM SOUD DUl paseg-Alunwi
-I3JIp J9Y10 ON -wod ul swajgoud
‘dnoJb |011U0d 3y3 0} SETITRUETSIRVEEYRINCTN]
pasedwod dnoib DIAISS 348D puibeuew ui suep
UOIIUSAIRIUL DY) U Alewid pani@dal -15Ayd 31sisse 01
syuaned Joj suep Amau (0AQ/ ) paubisap salew
-1sAyd Aq pabeuew synpe Jap|o Bul|lemp -wins [eiul Yyim
13 pasoubelp Ajuow -Auunwiuo) pa|dnod yog jo
-WOD 2I0W Sem & %60/ SSAUDAINDAYD 3Y) [cel
sso| bulesH OoN OoN SN aled) Alewild oA (SN)¥'9/] 19z=U 1Dy 431N duluIeXd O /661 “|e 12 2100
1usWsbeuew Bujabe jo eixal
P31SISSE 1 UIOIPUAS 2DIAIDS 248D Alewlud -oue 5 ejuadodies
Su3enab Jo uoneoyn Buindal (0459 <) ‘AY|1euy Jo duserald
-U3pI 10} 24D Alew S)npe Jap|o Bul|lemp ‘uoned|idde pedi
-uud Ul pasn g 01 |00} -Aunwiuod) VDY JO uoneIUaW
3|qiseay 3 pidel e s 8 %S5'TS [0A -a|dwi g Ajiqis (€]
dde oy ayL ON ON VoY aleD Aewud (S9)Leslegsc=u Apnis Aujiqiseay  -eaj sy 210jdxa 01 0ZOT “[e 13 JUeYDId|N
uoisnpuo) Aupijep Ajqenay 1001 yOg bumas  uonejndod Apms ubisap Apnis wie ||eIdAQ 1eaf ‘sioyiny

(panunuod) L ajqey



Page 8 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

SIDIAISS Dljelab 0}
ssadde anoudwil g
SUONIPUOD Dll1elab
4O UO[1BN|BAS pUR UOI}
-luboda1 2y asealdul
ued Juswabeuew
958D dn-mo||0}
PRIIIETEIRIVENY
-ssasse ‘buipuy ased

swajqoid

o1ensb sjdinw
SABY OYM (0459 )
synpe Jap|o buljjamp

syuanedino

19p|0 XsU-ybiy Joy
aled Arewind uiyim
papiroid dn-moj|oy
13 |ellaa1 W
-ssasse ‘bujuaalds Jo

‘Buiusains |eysod jo -Aunwiuo) S1SISUOD WIRISAS P JO
WIASAS e 1eyl pales & %CE SSOUDAIDDYS 31 [v2] £00T
-uowap Apnis siy | ON $SdD Aunwwod [0 (09)v/] 76/=U 104 auluexa of “le 32 ulRIsUagNY
-602 2y J0j 1dadxa
uolen|eAs 'SOILPICIOWIOD 73
anNuUbod plieA Jo  Awouolne ‘@duejeq  88°0 JO JUSIDLI0D
13ARD SU1 YIM  ‘UOILIINU ‘pOOU Ul UOI1B|3110D SSBJD
‘Ay|1e1j 1ua3e| JO 9DUBW  -BAIUI YUM AlljIgel|ai
Jua1ed 10919p 01 ‘aled  -iojiad Jood SNSISA  159191-1591 73 ‘890 1
ouelab % |ed1bojo) poob yim asoyy 1U3IDYY90d eydje (0£59%)
-U0J96 Ul PaAjoAUl Bunenuasayip Ul SY2eqUOID B YIIMm S1Npe Jap|o Bulj|amp
950Y1 ||e AQ 9sn 10} Auoeded jueu ‘pOOb sem Adud -Auunwiuo) WyDH3IS 9Y3 4O san
POPUSUIUIOD3 S| -IWLDSIP POOD) -1SISUOD [eulau| 8 %/°0/ andadsoud  -1edoid dulewoyd fxd]
JUBWNISUL WYDIS SOA SOA wyn3s Agunwwod ‘0K (L)L) 191 =U ‘leuipnibuol  -Asd syl a1epleAr ol 107 “|e 12 eAegnO
dnoib
|0J3UO0D PUB UOIIUBA
-121UI 3Y3 U92M1q
asn aledyyeay
3JI| Jo Ayenb sy ul
9DURJaYIPp JuedYIU
-Bis ou sem alay |
"918D 2UIINOJ Y1IM suaned Japjo ul
paJedwod 35iN0d 3UI23p [eUONOUN
1e2A-7 B J9NO MOJS p|nod ‘sue(d
19p|0 pue sieak G/ Jeak 1sed ay3 Ul 1uawabeuew g
pabe syualied jo 9DIM11589] 1B 4D JUBWISSASSE Jaliq JO
aUIP3p [eUONRDUN PRUSIA Oym (0AG/ ) SISISUOD YDIym
MO[S 10U PIp S1Npe Jap|o Buljjamp 100} (3DY) Uone
3OV WOlJ JUOIPUAS -Aunwuiod -N[eA3 D11BLSD
S11e1ab Jo JuaW 8 %/°79 QAIIDY U1 Jay1aym [e€]
-abeuew wnd yog ON ON SN ateD Alewlld  [0A (84)578]l 6Ty =U 1Dy 431N SUIWIRIBP O] LZOT “[e 12 J3JRNN
uoisnpuo) Ajqenay 1001 yOg bumas  uonejndod Apms ubisap Apnis wie ||eIdAQ 1eaf ‘sioyiny

(panunuod) L ajqey



Page 9 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

Pas$asSe 97 10U PIN0d
ulewop aAIubo)
uolen|eAd

Yibualis i3 9oUPULIO)
-Jad [euonouny ioy

YOy paJoisiuiwpe
-lojensiuiwpe

13 paJlsIUIWpe

-J|9S 9Y1 UdaM1aq 4
-DYVS 1B 1USUISSasse
[BUOIIDUNY 10} S3IDUR
-da10sIp a1am a1y L
Jeakised syp ul
S||ey 9 ss0| 3yblam
‘Sassau||l alow IO

G ‘anbney 01
Bujurenad suon

SOUIOIPUAS D1
-1epab Yim siojuas
Anuspl 01 You-(v)

paJa1sIuIWpe-10}

YOy palalsiuiupe -sanb uo onel (0A09<) -elISIUIWPY Jsulebe
-101RNISIUIWPE R PaJa)  POOY||9yl| 9AIsod synpe Jap|o Bul|lamp VOY-(VS) paial
-S|UIUIPE-J|9S U9aM1aq 1 AdN ‘Adyipads -Aunwiuwiod Apnis -Sjulupe-}|as
AKouedasip ‘AIAISUSS YbIH aled) &SN uonepljeA pue 91epI[eA-SSOID pue (/€]
Ssujewal aiay | SOA ON VoY Alewld Ayunwwo) oA (E9) 1/ szl =U Juswdojansg dojanap o) 1Z0C "|e 12 uel
1w
vOg 91 JO UOISIaA -Jledwl| poow oy Ss}npe Jap|o
|BUY 9Y3 01Ul PIPNPUl  9/°79 ‘Judulliedull Buljlemp-Anunuw
219M dURISIP SIA|Rd I (0£592) -WO0D 10} SOUWOIPUAS
-ql 10 ‘9dUeIsIp %E€°85 “L MINO 10} S)npe Jap|o Bul|lemp Jl1eusb sbeuew
NdI220-||em ‘IINg 1591 9%9°'/6 0} %8l -Aunwiuod) Apnis 13 asoubelp 01 |00}
9]eds U3||aus 1591 & %TES (oA uonepljea pue  yog aleudoidde ue [
104 Buiuny auuly ay | SOA ON SN Aunwiwod (z9)5€/185CL=U Juswdojansg dojanap o 1z0z “|e19 18|
ybiy aq o1
SWINNU[IUOD 3Jed
|e ssouoe uonendod
1Npe Jap|o 3y Ul
BIIUSWIDP 73 ‘SSO|
1ybram ‘ejusdodies vy a1
‘A1|1e1} JO SOWOIPUAS 1N 50| 3yblam
oLeusb sy jo 1 ‘eluadodJes
2I0W 10 dUO JO DU 9Je) Wia-buo ‘Ay|1el4 ‘eluawiap Jo
-eAald ay) paynuapi sleudsoH (0459 <) synpe 1ap|0 (P1EP [BDIUID JO  SDWIOIPUAS Dlirelab
‘|00 bujuaalids DAID3IIP PIOURADY 2led) Alewlld &SN SIsAleue A1epuodas) 1 941 JO 9dUQ) 6]
pljeA e YOy ayL ON ON VoY AUNWIwod TOASNI¥PE L L=U Apnis 9oUajeAdld  -BAaJd 9U1Ssasse 0] 70T “|e 12 piojues
uoisnpuo) Aupijep Ajqenay 1001 yOg bumas  uonejndod Apms ubisap Apnis wie ||eIdAQ 1eaf ‘sioyiny

(panunuod) L ajqey



Page 10 of 16

(2025) 25:2

Lau et al. BMC Geriatrics

Sleway

& ‘1591 [em UIW-9 | MIN9 ‘D1eds A1jield seby|nz s47 ‘plo sieak of ‘aireuuonsan Ayjieq abpLigmess DS ‘ssaiisig [euoliows pue uoiubod ‘@duaunuodu] ‘Aljige [ed1sAyd ‘sasuas 3D/dS ‘S[eli] pa||011uoD pasiwopuey /DY
‘anjeA aA1DIPaId SAINSOd Add ‘@NjeA 9A1dIpald 9AIIBBIN AdN AUBWISSISSY d11eLID Adusbiawd 110YS PaYIPO WDIS ‘{003 JUSWSSaSSY d1lelan) pidey oy ‘payidads J0N SN ‘|00 usaids pidey SWOH 1e ||9p AT SY-HY/MT
‘BuIAI |l JO SONIAIDY [RIUSWINIISU| TGV ‘9]BDS Bulua.1dS S1NPY JaP|O AHUNWWOD) Pasu-ybiH SSYODH ‘SIauonildeld [BI3USD ¢ ‘ASAINS BUIUSIDS [BISO] DII1BLIDD) SS4D ‘D]eds buliel s 1e ALIap|T SYYYT ‘WUSWISSISSY
J111eLD dAISUIYRIdWO)) D) ‘|00 Y1|edH dIRLIDD) JO UOIIRDYIIUSP| MSIY JoLg [HDIYg ‘Xdpu] ssely Apog (/g AUdWISSassy dLIeLIDD Jalig YD ‘9AINd DOY dY3 Japun ealy DNy ‘Bulal] Ajieq Jo SONIAIDY TgV SUOHDIAIQQY

Aujiqiseay

%8 €8 AN 73 %58/ (045, 2) 18 Alljiqeidadde uon
Ndd %689 A1dydads synpe Jap|o Bul|smp -eyuawa|dwl sy
‘%568 AUAINISUSS -Auunwwo) '8 |00} 547 33 Jo
PAPIRIA S4Z ‘WO Yim b %6'€S Apnis aAndads Aupijea oy [v€]
uosuedwod uj SOA OoN S47 ale) Alewd  [oA[SN]zg]l zol=u -oid g uonepijep dujuIexd O 120z febynz
Ajigeidande
Je1s audd uoneuswsadu sy
Alunwiwod pue (0409 <) 9 9182S VY4 3yl Jo
suostad 1ap|o Aq synpe Japjo buljjomp UOISISA SUIJUO 34} JO
9SN 104|001 Bulusa10Ss -Alunwiuiod saiadoud dul
Ayjiesy sgqerdsnoe & %89/ [0k Apnis [euipnubuol -1lawoydAsd ayy
19 paleplleA e sl SOA ON T4 Aunwwod (€75 Te8L=u 1 Apnis Aljiqises suwexs ol [97] LZ0T "2 19 NA
9|doad Jap|o 10} 21D
Arewd o3 yoeoidde |leJ} 4o
2/ed dajs e Jo 1ed se |lesy-2ud se payisse|d
'Ay|1euy 10y |00) 35041 Jo oD buisn
Buruaa1ds Ayunw uonepljeA [ed1ulp Aq
-WOD e Se S|euoIS (0£59=) pamoj|oj ‘buiuaalids
-sajoid aiedyyjeay synpe Japjo buljjomp Aunwiwiod e up
-uou Aq pasn aq Aew -Alunwiwod 31eds vy ay3
3eds 4 Y1 eyl b %S Buisn jo Ajiqis
SMOYS ApNis Siy | OoN ON TIvy4 AUNwiwod [oASN]9l8=U Apnis Aljigisesq  -eayayru0|dx2 0] [G7] SLOT “|e 19 OO
uoisnpuo) Ajiqenay ]001 yOg bumas  uonejndod Apmis ubisap Apnis wie [|eIdAQ 1eaf ‘sioyiny

(Panunuod) 1 3jqey



Lau et al. BMC Geriatrics (2025) 25:2

Ten studies involved older adults aged 65 years old and
above [11, 17, 18, 23-25, 27, 31, 38, 39] while four stud-
ies examined the younger age group of 60 to 64 years old
[26, 28, 36, 37]. The remaining studies adopted higher age
cut-offs of either 70 [10, 32] or 75 years and above [19, 21,
22, 29, 30, 33-35]. The age requirement was not docu-
mented in one study [20].

BGA tools

Rapid Geriatric Assessment tool (RGA) was the most
studied BGA tool [28, 31, 37-39], with the question on
incontinence [28] or advanced directive [39] included as
an additional item in two studies. The Brief Risk Identifi-
cation of Geriatric Health Tool (BRIGHT) was examined
in three studies [21, 22, 35] while two studies each used
FRAIL scale [25, 26] and Geriatric Postal Screening Sur-
vey (GPSS) [17, 24]. The remaining studies adopted other
BGA tools such as Elderly At Risk Rating Scale (EARRS)
[19], High-need Community Older Adults Screening
Scale (HCOASS) [18], Live Well at Home Rapid Screen
(LWAH-RS) Tool [20], Senses, Physical ability, Inconti-
nence, Cognition and Emotional distress (SPICE) [27],
Sunfrail Checklist [30], Strawbridge Frailty Question-
naire (SFQ) [36], Modified Short Emergency Geriatric
Assessment (SEGAm) [23], and Zulfiqar Frailty Scale
(ZES) [34]. There was no specific name of the BGA in five
studies [10, 11, 29, 32, 33].

Assessed domains

The British Geriatric Society (BGS) CGA Toolkit for
Primary Care Practitioners [5] was used to guide clas-
sification of the assessment domains for the BGA tools
studied. The recommended six domains for assessment
are Physical, Socioeconomic/Environmental, Functional,
Mobility/Balance, Psychological/Mental and Medica-
tion Review. The included studies adopted BGA covering
two to six domains from the BGS guidance. The cover-
age of four domains was most common [10, 20-22, 32,
33, 35], followed by five domains [17, 18, 23, 24, 30, 34],
two domains [28, 31, 37-39], three domains [11, 27, 36],
six domains [19, 29] and one domain [25, 26].

Physical [10, 17-19, 21-39] and psychological/mental
[10, 11, 17-24, 27-39] domains were most commonly
assessed, followed by mobility/balance [10, 11, 17-24,
27, 29, 30, 32-36] and functional [10, 11, 17-24, 29, 32,
33, 35]. Medication review [17, 19, 23, 24, 29, 30, 34] and
socioeconomic [18-20, 29, 30, 34] were the least assessed
domains (Table 2).

BGA implementation

Assessment mode

Most of the assessments were conducted primarily
through in-person interviews [10, 11, 18, 19, 23, 25, 27,

Page 11 of 16

30-34, 38, 39]. Postal mail was relied on in four stud-
ies [17, 21, 22, 24] while two studies used web-based
platforms [26, 37]. A combination of approaches, such
as in-person and phone interviews [20] as well as in-
person interviews and postal mails [29, 35, 36] were
also reported. One study did not report its assessment
method [28].

Assessors

Doctors [10, 19, 27, 30, 32—-34, 39], nurses [19, 23, 29, 31,
39], trained personnel [11, 18, 20, 23, 25, 26, 29, 31, 33,
38, 39] and healthcare professional [37, 39] conducted
BGA while eight studies [17, 21, 22, 24, 26, 29, 35, 36]
reported older adults self-administering the BGA tools.
One study did not document the BGA assessor [28].

Duration of the assessment

Among 13 studies that documented the duration of BGA,
the shortest duration reported was five minutes or less
[23, 31, 34, 37-39]. The remaining studies reported either
8 to 15 min [11, 19, 20, 27, 32] or 20 min [10, 33]. Twelve
studies did not report the duration of the assessment [17,
18, 21, 22, 24-26, 28-30, 35, 36].

Evaluation and application of BGA

Application of the BGA in the clinical pathway

Six studies evaluated the effectiveness of implementing
clinical intervention pathways with BGA as the initial
screening process [21, 22, 24, 29, 32, 33]. The studies did
not report significant change in the clinical outcomes of
older adults [21, 24, 29, 32, 33] except for better identifi-
cation of those with higher needs [22, 24, 32].

Examination of the utility and implementation feasibility

of BGA

Nine studies examined the utility of BGA in identifying
geriatric syndromes [25-27, 31, 34, 35, 38, 39] or predict-
ing hospitalisation and mortality [36] among community-
dwelling older adults who have received or are receiving
primary care services [27, 31, 35, 36, 38, 39]. Conversely,
age was used as the inclusion criterion in three of the
studies [25, 26, 34]. In this review, utility is defined as the
usefulness of BGA. The validation of BGA [25, 26, 34—36]
and the feasibility of its implementation [27, 31, 34] were
commonly reported. Positive findings regarding BGA’s
utility in identifying unexpressed needs of older adults
[27], predicting falls [38] and recognising geriatric syn-
dromes [25, 26, 31, 34, 35, 39] were also noted.

Development and validation of BGA

Four studies focused on the development and reliabil-
ity and/or validation of their respective BGA [11, 18, 19,
37]. One study reported the development and pilot of its
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Table 2 Characteristics of the BGA tools adopted in the selected studies

Authors BGA tool Duration Administration Physical Socioeconomic Functional Mobility Psychological Medication

/ Environmental /Balance /Mental Review

Alessi et al, GPSS NS Older adults

2003 [17]

Balsinha et al, SPICE 8 min General practi-

2018 [27] tioners

Chenetal, HCOASS NS Volunteers

2020[18]

de Souza RGA NS NS

Orlandietal, Incontinence

2018 [28]

Donald 1997 EARRS 10to 15min  Nurses / Doctors

[19]

Fletcheretal, NS NS Nurse, non-

2004 [29] healthcare
professional &
older adults

Gaugleretal, LWAH-RS 12 min Caregiver

2011 coaches, care

[20] consultants,
or support plan-
ners

Kerse et al,, BRIGHT NS Older adults

2008 [35]

Kerse et al,, BRIGHT NS Older adults

2015 [21]

King et al,, BRIGHT NS Older adults

2017 [22]

Lachetal, RGA A few min- Professionals,

2023 [38] utes students &
trained volun-
teers

Maggio etal, Sunfrail NS General practi-

2020 [30] checklist tioners

Matthews SFQ NS Older adults

et al, 2004

[36]

Merchant RGA <5min Trained care

etal, 2020 coordinators

[31] and/or nurse

Moore etal, NS 10 min General practi-

1997 [32] tioners

Muelleretal, NS 20 min General practi-

2018[10] tioners

Muelleretal, NS 20 min General practi-

2021 [33] tioners / medical
assistants

Oubaya etal, SEGAm 5 min Professionals,

2014 [23] nurses & trained
personnels

Rubenstein GPSS NS Older adults

etal, 2007

[24]

Sanford etal, RGA 4105 min Doctors, nurses,

2020 [39] Advanced allied health &

directive social workers
Taietal, 2021 NS <10 min Trained person-

(11l

nel
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Table 2 (continued)
Authors BGA tool Duration Administration Physical Socioeconomic Functional Mobility Psychological Medication
/ Environmental /Balance /Mental Review
Tanetal, RGA <5min Older adults,
2021 [37] healthcare
personnel
Woo et al, FRAIL NS Trained person-
2015 [25] nel
Yuetal, 2021 FRAIL NS Older adults,
[26] trained person-
nel
Zulfigar 2021 ZFS >2 min General practi-
[34] tioners

Abbreviations: BRIGHT Brief Risk Identification of Geriatric Health Tool, EARRS Elderly at risk rating scale, GPSS Geriatric Postal Screening Survey, HCOASS High-need
Community Older Adults Screening Scale, LWAH-RS Live Well at Home Rapid Screen Tool, NS Not specified, RGA Rapid Geriatric Assessment, SEGAm Modified Short
Emergency Geriatric Assessment, SPICE Senses, Physical ability, Incontinence, Cognition and Emotional distress, SFQ Strawbridge Frailty Questionnaire, ZFS Zulfiqar

Frailty Scale

BGA tool [20]. Five studies examined the validity of their
BGA tools [10, 17, 23, 28, 30], among which three studies
incorporated reliability examinations [17, 23, 28].

Discussion

Our findings indicate that BGA is not used as an abbre-
viation for CGA; rather, it serves as a precursor to step-
up care, such as CGA, if BGA uncovers unexpressed
needs or geriatric syndromes in older adults. Subjective
self-report questionnaires are the primary method used
in BGA and are administered by trained non-healthcare
professionals. Enhanced health outcomes in older adults
were not reported when BGA was paired with clinical
intervention pathways. To our knowledge, this is the first
review to assess the utility and implementation of BGA in
primary care and community settings.

The adoption of BGA in community and primary care
has been reported to facilitate the identification of com-
munity-dwelling older adults with psychological distress
[27] or depression [31], compromised independence
in activities of daily living and instrumental activities
of daily living [35], fall risk [31, 38], sarcopenia [31, 39],
and anorexia [31, 39]. The studies also demonstrated the
promising capability of BGA to identify frail older adults
[25, 26, 31, 34, 39]. Since CGA is time-consuming, frailty
screening is recommended for identifying older adults in
need of CGA [40].

The intervention studies that integrated BGA into
clinical intervention pathways in primary care and com-
munity settings did not document positive outcomes
regarding mortality or functional ability among older
adults. This corroborates similar findings from a previ-
ous systematic review on CGA in primary care [3]. The
heterogeneity of clinical interventions, including follow-
up assessments and delivered intervention (e.g., special-
ised intervention, education) as well as follow-up periods

ranging from 6 months to 3 years, complicates the inter-
pretations of the findings. Most of these studies recruited
individuals aged 75 and older who were visiting or had
visited primary care services, rather than younger age
groups, as seen in the studies focusing on the utility of
the BGA. The intention may have been to target frail
older adults, who are generally above 75 years old [41]
or to prioritise resources for screening those aged 75
and above in the community [42]. It may be worthwhile
to examine the potential confounding factors affecting
changes in outcomes for this vulnerable group, such as
insufficient intervention intensity and patient adherence
rates [24], to better guide the development and refine-
ment of the implementation strategies of the targeted
interventions.

Among the six assessment domains recommended
by BGS for CGA, physical health, psychological/men-
tal, functional ability, and mobility/balance are the four
domains most commonly assessed in BGA. At a mini-
mum, assessments of physical health and psychological/
mental health are included. Frailty assessment tools such
as FRAIL, SFQ and ZFS were among the BGA tools used
in the identified studies. Frailty is a multidimensional
syndrome characterised by a reduction in the physiologi-
cal reserves of different body systems [43]. Of note, the
psychological/mental health domain was included in the
frailty assessment questionnaires, such as SFQ and ZFS.
Additionally, the item on fatigue in the FRAIL scale has
high sensitivity and specificity in identifying older adults
at high risk of depression [37], and the assessment of
fatigue is more oriented toward a psychological inter-
pretation [44]. The assessment of socioeconomic/envi-
ronmental factor is less emphasised in BGA compared
to CGA, possibly because socio-environmental resources
are important considerations for physicians when select-
ing and prioritising targeted interventions for patients
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[6]. However, these factors are less emphasised during
the initial screening in the two-stage process of geriatric
assessment [42].

Majority of the included studies avoided using objective
measurements, which are typically more time-consum-
ing. Self-reported questionnaires, whether interviewer-
administered or self-administered are the main approach
in BGA. While the validity of self-reported question-
naires for physical, functional, mobility, psychological
domains are generally acceptable, the cognitive domain
falls short [11, 17, 23, 34, 36]. Self-reported memory
decline is commonly elicited in BGA [17, 20, 23, 30, 34—
36]. Although it could indicate early dementia [45], it is
not recommended as a proxy for cognitive assessment
[45, 46]. The integration of objective measures of cogni-
tion [36] or input from caregivers [34] helps improve the
feasibility [34] and validity [36] of BGA tools.

Most versions of BGA can be completed within 10
min; however, they remain challenging for general prac-
titioners to incorporate into routine clinical care [27].
Slightly less than half of the included studies engaged
trained non-healthcare professionals to administer the
tool, which aligns with the recommendation that geri-
atric assessment or screening should be quick and easy
to administer without the need for healthcare resources,
particularly if it aims to identify older adults in need
of CGA [47]. While the agreement between clinician-
administered and trained non-healthcare professional-
administered BGA has not been well-examined, high
agreement between clinician-administered and lay-per-
son-administered geriatric assessment has been reported
for inter-RAI [48]. Notably, about a third of the studies
required older adults to self-administer the BGA, which
could be a more sustainable approach since it is less
resource-intensive. Web-based BGA [26, 37] has also
emerged in the last decade. Better quality of responses
from web-based assessments, in terms of fewer unan-
swered questions and longer responses to open-ended
questions has been reported elsewhere [49], although
the study population was not well-described. Nonethe-
less, both paper or web-based self-administered BGA has
their challenges, particularly for older adults who may
struggle with ambiguous terms. Phrases like “some dif-
ficulties” or “loss of weight” can be subjective and vary
widely in interpretation [26, 37]. Incorporation of explan-
atory notes and probing questions to improve clarity in
the meaning of questions is suggested as a way to address
this issue [26, 37].

Our findings are consistent with the scope of the
scoping review, which aims to examine emerging evi-
dence and identify knowledge gaps [50] regarding the
utility and implementation of BGA in community and
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primary care settings. The current evidence suggests
that BGA can serve as a screening tool to identify older
adults with unexpressed needs or geriatric syndromes
who may require step-up care. Therefore, the findings
of our scoping review indicate that BGA should be eas-
ily implemented and completed within 10 min. The
widespread use of a self-reported questionnaire sug-
gests its feasibility. At a minimum, BGA should include
assessments of physical health and psychological/men-
tal domains, though mobility, balance, and functional
abilities are also commonly assessed. Furthermore,
BGA may not need to be conducted by healthcare pro-
fessionals, as several studies have involved non-health-
care professionals as assessors.

The relatively small number of studies identified for
this review, combined with the heterogeneity of the
BGA tools used, has limited the depth and breadth of
our analysis. The identification of only 25 studies may
be attributed to the exclusion criteria, which excluded
settings such as specialist outpatient clinics and emer-
gency department. We believed that the older adults
recruited from these settings would have different
needs and intervention compared to those residing in
the community.

Considering the sampling approaches adopted by
most studies, it appears that the primary goal of BGA
may be to conduct case-finding among those at risk for
adverse health outcomes, rather than focusing solely on
age as a criterion. However, it is important to approach
this interpretation with caution, as many individuals
may present with diverse health issues when seeking
primary care, ranging from routine check-ups to sig-
nificant concerns. Future research is needed to iden-
tify which subgroups of older adults benefit most from
BGA when combined with additional evaluations and
interventions, as well as to consider differential treat-
ment effects by age [51].

The implementation of questionnaire-based BGA is
less resource-intensive and allows for self-administra-
tion by older adults, However, its accessibility for older
adults with low literacy or upper extremities mobility
limitations remains a concern. Therefore, future stud-
ies should: a) explore the feasibility of audio-delivered,
web-based questionnaires [52]; b) further examine and
refine self-reported questionnaires for the cognitive
domain to enhance their validity, potentially incor-
porating a hybrid approach to cognitive assessment,
such as input from informants [53] and/or objective
assessments by healthcare professionals; and c) inves-
tigate the impact of screening older adults’ social situa-
tions on long-term health outcomes for this vulnerable
group, given the strong association between social situ-
ations and both physical and mental health [54, 55].
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Conclusion

Our review’s findings bolster the understanding of BGA
as a feasible tool for identifying older adults with unex-
pressed needs and geriatric syndromes. It can serve as
a precursor to step-up care if the assessment uncovers
significant needs, typically including evaluations of both
physical and psychological/mental domains. However,
there is lack of evidence regarding its effectiveness in
improving their health outcomes when combined with
clinical intervention pathways. The ambiguity surround-
ing which subgroups of older adults would benefit most
from BGA assessment and follow-up interventions pre-
sents a valuable opportunity for future research.

Abbreviations

CGA Comprehensive geriatric assessment

BGA Brief geriatric assessment

CENTRAL  Cochrane central register of controlled trials

RGA Rapid geriatric assessment tool

BRIGHT Brief risk identification of geriatric health tool

GPSS Geriatric postal screening survey

EARRS Elderly at risk rating scale

HCOASS  High-need community older adults screening scale

LWAH-RS  Live well at home rapid screen

SPICE Senses, physical ability, incontinence, cognition and emotional
distress

SFQ Strawbridge frailty questionnaire

SEGAmM Modified short emergency geriatric assessment

ZFS Zulfigar frailty scale

BGS British geriatric society
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