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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
Comprehensive Geriatric Assessment (CGA) is defined 
as a multi-dimensional and multi-disciplinary approach 
to identify medical, functional, and social needs, followed 
by the development of a coordinated and targeted care 
plan to address the identified needs of older patients [1]. 
Given its recognition as the gold standard of clinical care 
for frail older patients in the hospital setting [1] and ben-
eficial effect yielded in mortality reduction [2], extension 

*Correspondence:
Lay Khoon Lau
lau.charlene.lk@geri.com.sg
1 Geriatric Education and Research Institute (GERI), 2 Yishun Central 2, 
Singapore 768024, Singapore
2 Department of Geriatric Medicine & Institute of Geriatric and Active 
Ageing, Tan Tock Seng Hospital, Singapore, Singapore
3 Lee Kong Chian School of Medicine, Nanyang Technological University, 
Singapore, Singapore

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12877-024-05615-9&domain=pdf


Page 2 of 16Lau et al. BMC Geriatrics            (2025) 25:2 

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 

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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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 (n = 67,981). 

Records identified from:
CENTRAL (n = 1)
Embase (n = 1046)
PubMed (n = 2449)

Records removed before screening:
Duplicate records removed (n = 733)

Records screened
(n = 2763)

Records excluded
(n = 2681)

Reports sought for retrieval
(n = 82)

Reports not retrieved (unable to 
access reports)
(n = 4)

Reports assessed for eligibility
(n = 78)

Reports excluded (n = 53):
Wrong study design (n = 19)
Wrong indication (n = 8)
Not in English (n = 7)
Wrong intervention (n = 5)
Wrong setting (n = 4)
Time taken for assessment (n = 4)
Wrong outcomes (n = 3)
Wrong patient population (n = 3)

Studies included in review
(n = 25)

Identification of studies via databases and registers
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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 
(ZFS) [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, 

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 
/ Environmental

Functional Mobility 
/ Balance

Psychological 
/ Mental

Medication 
Review

Alessi et al., 
2003 [17]

GPSS NS Older adults · · · · ·

Balsinha et al., 
2018 [27]

SPICE 8 min General practi-
tioners

· · ·

Chen et al., 
2020 [18]

HCOASS NS Volunteers · · · · ·

de Souza 
Orlandi et al., 
2018 [28]

RGA​
Incontinence

NS NS · ·

Donald 1997 
[19]

EARRS 10 to 15 min Nurses / Doctors · · · · · ·

Fletcher et al., 
2004 [29]

NS NS Nurse, non-
healthcare 
professional & 
older adults

· · · · · ·

Gaugler et al., 
2011
[20]

LWAH-RS 12 min Caregiver 
coaches, care 
consultants, 
or support plan-
ners

· · · ·

Kerse et al., 
2008 [35]

BRIGHT NS Older adults · · · ·

Kerse et al., 
2015 [21]

BRIGHT NS Older adults · · · ·

King et al., 
2017 [22]

BRIGHT NS Older adults · · · ·

Lach et al., 
2023 [38]

RGA​ A few min-
utes

Professionals, 
students & 
trained volun-
teers

· ·

Maggio et al., 
2020 [30]

Sunfrail 
checklist

NS General practi-
tioners

· · · · ·

Matthews 
et al., 2004 
[36]

SFQ NS Older adults · · ·

Merchant 
et al., 2020 
[31]

RGA​  ≤ 5 min Trained care 
coordinators 
and/or nurse

· ·

Moore et al., 
1997 [32]

NS 10 min General practi-
tioners

· · · ·

Mueller et al., 
2018 [10]

NS 20 min General practi-
tioners

· · · ·

Mueller et al., 
2021 [33]

NS 20 min General practi-
tioners / medical 
assistants

· · · ·

Oubaya et al., 
2014 [23]

SEGAm 5 min Professionals, 
nurses & trained 
personnels

· · · · ·

Rubenstein 
et al., 2007 
[24]

GPSS NS Older adults · · · · ·

Sanford et al., 
2020 [39]

RGA​
Advanced 
directive

4 to 5 min Doctors, nurses, 
allied health & 
social workers

· ·

Tai et al., 2021 
[11]

NS  < 10 min Trained person-
nel

· · ·
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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 

Table 2  (continued)

Authors BGA tool Duration Administration Physical Socioeconomic 
/ Environmental

Functional Mobility 
/ Balance

Psychological 
/ Mental

Medication 
Review

Tan et al., 
2021 [37]

RGA​  ≤ 5 min Older adults, 
healthcare 
personnel

· ·

Woo et al., 
2015 [25]

FRAIL NS Trained person-
nel

·

Yu et al., 2021 
[26]

FRAIL NS Older adults,
trained person-
nel

·

Zulfiqar 2021 
[34]

ZFS  > 2 min General practi-
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



Page 14 of 16Lau et al. BMC Geriatrics            (2025) 25:2 

[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 

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.
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