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ABSTRACT: 

The increase in ageing requires the planning and provision of medical services to older people across 

functional abilities, ranging from independent to immobile patients. The considerations for evaluating 

immobile older patients during geriatric nurse’s home visits are provided. Home visits have been shown 

to be effective in reducing functional decline, reduce admission to residential care and improve survival 

in younger-old patients. It requires a comprehensive geriatric assessment approach, with interventions 

provided for issues identified during the home visit. The home visit assessment requires systematic 

handover and discussions between healthcare professionals. The Identification, Situation, Background, 

Assessment and Recommendation (ISBAR) tool is recommended for handover. Screening for common 

geriatric conditions including malnutrition, delirium, falls, pressure injuries and pain should occur during 

the home visit. The Malnutrition Universal Screening Tool (MUST) can be used to identify patients who 

are malnourished. The Confusion Assessment Method (CAM) is a useful tool to identify delirium during 

home visits, which requires further clinical evaluation to diagnose the underlying trigger or illness. Risk 

factors from the Braden scale should be identified to minimise risk of pressure injuries, as well as 

routinely checking the buttock, sacrum and heels of dependent older people during home visits. Pain 

should be assessed and treated. Medication reconciliation should also be performed to assess for 

compliance.  

 

Keywords: Geriatric Assessment; Geriatric Nursing; House calls; Malnutrition; Pain 
 
 
INTRODUCTION: 

The increase in ageing requires health services 

to consider provision of medical services to 

older people across functional abilities, ranging 

from independent to immobile patients. A 

tertiary hospital in Brunei identified that older 

patients admitted under geriatric medicine had 

a high burden of co-morbidities, dementia and 

poor functional status [1]. Patients discharged 

from hospital who are highly dependent for 

activities of daily living have a high one-year 

mortality rate of up to 43% [2].  
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Comprehensive geriatric assessment and 

multidisciplinary interventions are necessary, in 

addition to community support services to 

manage dependent patients. Palliative and 

supportive care services should also be 

provided through a continuum of care; from 

primary health care, specialist services, as well 

as community and home-based care [3]. Due to 

strong family values locally, family members 

are often involved in care of these patients; 

hence caregiver support interventions are also 

required.  

In Brunei, other than primary care services, 

community-based services are nurse-led, 

consisting of Geriatrics Home Visits (GHV), 

Palliative Home Visits (PHV) and Home Based 

Nursing (HBN). GHV focus on immobile older 

patients who require comprehensive geriatrics 

assessment. PHV visits provides palliative and 

supportive care at home, with an emphasis on 

symptom assessment and treatment. HBN are 

mainly involved in management of nasogastric 

feeding tubes, indwelling catheters and 

wounds, particularly pressure injuries. 

A meta-analysis showed that home visits were 

effective in reducing functional decline, 

preventing the need for nursing home 

admission and improved survival in the 

younger-old patients. This survival benefit was 

not seen in the older patients aged 80 years 

and older [4]. Interventions during the 

preventive home visits required multi-

dimensional geriatric assessments and multiple 

follow-up home visits. A stratified randomized 

trial in Switzerland confirmed the benefit of 

home visits, with delayed onset of disability in 

older people, reduced nursing home 

admissions and health cost savings for patients 

aged 75 years and older [5]. These 

interventions consisted of annual multi-

dimensional assessments, quarterly follow-up 

home visits by nurses who collaborated with 

geriatricians to provide recommendations, as 

well as nursing health education and 

monitoring of adherence to recommendations. 

However, beneficial effects were related to the 

home visitor’s performance in conducting the 

visits. In this review, an assessment approach 

for evaluating immobile older patients is 

provided, with a focus on nursing home visits 

for geriatrics patients. 

 

Comprehensive Geriatric Assessment: 

A comprehensive geriatric assessment (CGA) 

is the mainstay for management of complex 

older people. It enables the clinician to identify 

as many risk factors and reversible causes for 

functional decline, then proceed to formulate a 

management plan for the problem list. In a 

randomized controlled trial, gerontologic nurse 

practitioners provided annual in-home CGA for 

people living in the community aged 75 years 

and older. This intervention led to delayed 

development of disability, required assistance 

with basic activities of daily living and 

admission to residential care; at a cost of 

USD$6000 for each year of disability-free life 

gained [6]. For community-living frail older 
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people, CGA-based individually targeted 

interventions improved mobility and the ability 

to walk 400 metres [7]. In older people 

discharged from hospital, applying CGA in 

combination with a post-discharge home 

intervention by an interdisciplinary team was 

associated with shorter hospital readmissions, 

reduced nursing home placements, improved 

functional capacity and reduced health care 

costs without improvement in survival [8]. Thus, 

CGA is essential for improved outcomes for 

community living frail older people, or those 

recently discharged from hospital. 

However, there are challenges in applying 

CGA-based interventions in the community. 

CGA, formulation of problem lists and providing 

interventions are time consuming, requires 

multidisciplinary expertise and patient 

compliance to interventions. A randomized-

controlled trial on frail community dwelling 

people applied CGA and interventions including 

medication adjustment, exercise prescription, 

nutrition support, physical rehabilitation, 

referrals to social workers and medical 

specialties. Although there was some benefit 

with CGA and subsequent intervention, the 

inability to complete CGA and poor compliance 

with intervention in participants contributed to 

less favourable outcomes [9]. 

Community programs that provide CGA 

annually resulted in a constant number of 

therapeutic and preventive recommendations 

made annually (Mean 11.5 per subject 

annually). Adherence to intervention depended 

on type of recommendations, referrals to 

physicians compared to non-physicians or 

community services or recommendations 

involving self-care activities [10]. It also 

requires support and buy-in from primary care 

physicians to improve effectiveness of 

community based CGA programs. A study 

showed that primary care physicians who 

cooperated with nurse practitioners for CGA 

and interventions had fewer years in practice, 

were more likely to discuss the program and 

see benefits from patients. This was also more 

likely to predict patient adherence to 

intervention recommendations [11].  

 

Assessment Approach for CGA in Dependent 

Geriatrics Patients in the Community: 

The geriatrics nursing assessment form 

incorporating CGA used in Brunei is included 

as an Appendix in this paper. It incorporates 

use of the ISBAR approach to support 

handover by geriatrics nurses to geriatricians in 

a weekly case conference to develop a 

comprehensive management plan for 

dependent geriatrics patients in the community. 

ISBAR stands for Identification, Situation, 

Background, Assessment and 

Recommendation, which is a tool that facilitates 

systematic handover of the correct information 

between healthcare professionals. It has been 

shown to be a reliable and effective 

communication tool to promote patient safety, 

and found to be acceptable and easy to use 

[12, 13].  
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A problem list should be formulated prior to the 

home visit based on the patient’s clinical notes 

so that the visiting geriatrics nurses can 

consider and prioritise aspects of assessment 

to plan interventions. In addition to asking 

regarding presenting complaints and concerns 

from patients and caregivers, the mnemonic 

SPICES can be applied as a screening tool. 

SPICES stands for Sleep, Problem with eating 

and drinking, Incontinence, Confusion, 

Evidence of Falls and Skin breakdown. A 

cohort study of frail hospitalized older adults 

found that almost all patients met at least one 

SPICES criteria; with the sum of SPICES 

significantly correlated to age and other 

measures of vulnerability, comorbid conditions, 

depression and predictive of adverse events 

[14]. For a home visit assessment, it serves as 

an aide memoire for review of systems, which if 

affected, will require further evaluation to 

consider underlying causes and contributors. 

For example, if an older person has sleep 

issues, it would be worthwhile to systematically 

enquire regarding contributing factors. For 

example, a patient may need to be treated for 

cardiac failure if a person wakes up with 

breathlessness or frequency of passing urine at 

night, resulting in poor sleep. Pain affecting 

sleep is of sufficient severity to warrant further 

investigations. Positive somatic complaints 

should be followed-up with assessments 

towards a diagnosis and a management plan, 

which should include a non-pharmacological 

component, such as sleep hygiene practices. 

Evaluation of an older person in the community 

should also screen for the following common 

problems: malnutrition, delirium, falls, pressure 

injuries and pain. 

 

Malnutrition: 

Malnutrition is common among older people, 

with the majority of older people who are 

malnourished living in the community (93%) 

[15]. Malnutrition may be a cause or 

consequence of illness, and has a detrimental 

effect on disease risk, progression, prognosis, 

complications, and delayed recovery [16]. Once 

identified, early intervention with oral nutritional 

supplements and dietary counselling resulted in 

increased dietary intake and improved quality 

of life.  

A study demonstrated the importance of 

malnutrition screening among older people, 

where implementation of the Malnutrition 

Universal Screening Tool (MUST) showed a 

high incidence of malnutrition, with more than 

half of geriatrics inpatients having a body mass 

index (BMI) below 20 kg/m2 [16]. The MUST 

has been shown to be easy to use and 

applicable to different patient groups in 

hospital, outpatient clinics and in the 

community [17]. Patients are flagged as at risk 

for malnutrition if they have a low BMI, 

unplanned weight loss in the past three to six 

months or if they have acute illness and will 

likely have minimal nutritional intake for more 

than five days. These patients should be 
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proactively identified and interventions planned 

to avoid worsening functional decline. 

 

Delirium: 

Delirium is an acute state of confusion that 

represents a medical emergency. It is a 

manifestation of acute illness, including 

infections, and requires diagnosis and 

treatment of the underlying problem. The 

Confusion Assessment Method (CAM) is a 

useful approach for identifying delirium across 

multiple settings [18]. It usually involves scoring 

a person’s cognitive function during formal 

cognitive testing. The CAM criteria for delirium 

are: acute onset and fluctuating course, 

inattention and either disorganized thinking or 

altered level of consciousness.  

However, education and bedside training is 

required, with the diagnosis to be confirmed 

according to formal Diagnostic and Statistical 

Manual of Mental Disorders (DSM) criteria [19]. 

A study found that when nurses were assessed 

on applying CAM for assessing delirium, 

sensitivity was poor but had high specificity, 

with nurses successfully diagnosing patients 

without delirium in more than 90% of their 

observations. The main difficulties encountered 

were recognizing features of acute onset, 

fluctuation and altered level of consciousness 

[20].  

 

Falls: 

Falls are associated with injuries, functional 

decline, morbidity and mortality. Each 

community visit should be used as an 

opportunity to screen for falls. Screening 

questions for falls include whether they have 

fallen within a year, if they feel unsteady and 

whether there is a fear of falls [21]. However, 

for dependent older people requiring 

assistance with mobility and transfers, falls 

indicate the need for caregiver training and 

evaluation of equipment involved during the 

fall. If a patient had a previous fall, further 

assessment is also required to identify if any 

injuries occurred. 

 

Pressure Injuries: 

A study among medical inpatients indicated a 

high prevalence of pressure injuries up to 

20.4%, necessitating actions to improve risk 

assessment, preventive interventions and 

management of pressure injuries [22]. The 

most common sites were the buttock, sacrum 

and heels, which should be routinely checked 

during community visits. Risk factors for 

developing pressure injuries should be 

identified and minimized. The Braden scale is a 

useful tool that may be used during patient 

assessment, and considers the following risk 

factors: sensory perception, moisture, activity, 

mobility, nutrition, as well as friction and shear. 

A multicenter study evaluating the validity and 

reliability of the Braden scale showed that the 

original Braden scale was reliable with 

sufficient sensitivity and specificity [23]. Age 

was also an important risk factor, with sensory 
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perception, friction and shear as highly 

predictive risk for developing pressure injuries. 

For community visits, a study assessing the 

validity of the Braden scale found that a cut-off 

score of 19 provided the best sensitivity. It was 

recommended that initial assessment of 

pressure injury risk for older people should 

begin on entry into home health care, weekly 

reassessments for the first four weeks, and 

then alternate week reassessments until day 

62. Reassessment may be appropriate at each 

62-day recertification period for active caseload 

patients, depending on their condition and 

frequency of home visits [24]. For patients 

discharged from hospital, pressure injury 

assessment and management from hospital to 

the community should be integrated, with 

community nursing follow-up and caregiver 

training to emphasise prevention of pressure 

injuries [25]. 

 

Pain: 

Pain is another common complaint among 

older people, which is associated with poor 

outcomes. Pain assessment should be 

performed routinely during community visits; as 

dependent older people are vulnerable to 

under-treatment of pain. There are multiple 

tools available to assess pain severity, 

including the Numeric Rating Scale (NRS), 

Visual Analogue Scale (VAS), Pictorial Pain 

Scale (PPS), and Verbal Descriptor Scale 

(VDS). These tools have been shown to be 

valid and acceptable for use in older people 

[26]. For patients with severe cognitive deficits, 

other approaches to assessment, particularly 

observational methods may be required.  

In our clinical practice, the Face, Legs, Activity, 

Cry and Consolability (FLACC) tool and Faces 

Pain Scale Revised (FPS-R) tool appear 

applicable for non-communicative patients. The 

FLACC tool grades five criteria with scores 

from zero to two, with the scale scored 

between zero to ten (0 – no pain, 10 – severe 

pain). For example, a person’s face with 

occasional grimacing or frowning scores one 

point, while a constant quivering chin with a 

clenched jaw scores two points for the Face 

criteria. This tool has been shown to be useful 

in non-communicative patients in intensive care 

and patients unable to self-report their pain [27-

28]. This tool also appears to have test-retest 

reliability and validated in non-English 

countries, including Korea [29]. 

The FPS-R requires patients to choose which 

face represents their level of pain. In a study of 

cognitively impaired minority adults, African-

Americans, Hispanics and cognitively impaired 

participants preferred the FPS-R over other 

pain assessment tools [30]. However, this scale 

is often used incorrectly, where nursing staff do 

not ask patients regarding the intensity of their 

pain when the patient is capable of self-

reporting [31].  

 

Medication Review: 

The community visit is an opportunity for 

medication reconciliation. Geriatrics nurses 
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should have a medication list from clinical 

records and compare with medications 

available at the person’s home. Patients may 

take over-the-counter medications, herbal or 

complementary and alternative medications, 

that may not be volunteered during 

consultations. Based on the amount of 

medications available at home, it is also 

possible to identify non-compliance with 

treatment. For patients with recurrent 

admissions, there is a risk of medication error, 

or accumulation of medications at home due to 

the tendency to prescribe regular medications 

on discharge [32]. It is also useful to reiterate to 

patients the indications for medications and any 

planned changes to medication prescriptions. 

 

CONCLUSION: 

For older patients who are immobile and fully 

dependent, geriatrics home visits are essential 

for assessment and management of these 

patients. These visits should incorporate a 

CGA approach, and screening for malnutrition, 

delirium, falls, risk of pressure injuries and pain. 

 

Acknowledgements: 

We would like to thank Dr Muhammad 

Nurhasanuddin Abdullah Kelali and Hjh 

Noridah Halim for contributing to the home visit 

assessment approach for Geriatric Nurses 

Home Visits. 

 

 

 

REFERENCES: 

1. Teo SP. Geriatrics inpatients in RIPAS 

Hospital, Brunei: patient characteristics 

and rehabilitation needs. J Clin Gerontol 

Geriatr 2018;9(2):52-58. 

2. Rawcliffe N, Mogos A, Teo SP. Entry into 

residential care after discharge from 

hospital. Ageing Int 2016;41:139-149. 

3. Venkatasalu MR, Teo SP, Abdullah S, 

Mohammad Z, Kelali H, Husaini A. The 

need for a national palliative and end-of-

life care policy in Brunei Darussalam. 

Brunei Darussalam J Health 2017;7(1):1-4.  

4. Stuck AE, Egger M, Hammer A, Minder 

CE, Beck JC. Home visits to prevent 

nursing home admission and functional 

decline in elderly people systematic review 

and meta-regression analysis. JAMA 

2002;287(8):1022-1028. 

5. Stuck AE, Minder CE, Peter-Wuest I, 

Gillman G, Egli C, Kesselring A, Leu RE, 

Beck JC. A randomised trial of in-home 

visits for disability prevention in 

community-dwelling older people at low 

and high risk for nursing home admission. 

Arch Intern Med 2000;160(7):977-986. 

6. Stuck AE, Aronow HU, Steiner A, Alessi 

CA, Bula CJ, Gold MN, Yuhas KE, 

Nisenbaum R, Rubenstein LZ, Beck JC. A 

trial of annual in-home comprehensive 

geriatric assessments for elderly people 

living in the community. N Engl J Med 

1995;333:1184-1189. 

7. Tikkanen P, Lonnroos E, Sipila S, 

Nykanen I, Sulkava R, Hartikainen S. 

Effects of comprehensive geriatric 

assessment‐based individually targeted 

interventions on mobility of pre‐frail and 

frail community‐dwelling older people. 

Geriatr Gerontol Int 2015;15(1):80-88. 

8. Nikolaus T, Specht-Lieble N, Bach M, 

Oster P, Schlierf G. A randomized trial of 

comprehensive geriatric assessment and 

home intervention in the care of 

hospitalized patients. Age Ageing 

1999;28(6):543-550. 



Pacific Journal of Medical Sciences, Vol. 21, No. 1, September 2020                                             ISSN: 2072 – 1625 

  

65 
 

9. Li CM, Chen CY, Li CY, Wang WD, Wu 

SC. The effectiveness of a comprehensive 

geriatric assessment intervention program 

for frailty in community-dwelling older 

people: a randomized, controlled trial. Arch 

Gerontol Geriatr 2010;50(S1):S39-S42.  

10. Alessi CA, Stuck AE, Aronow HU, Yuhas 

KE, Bula CJ, Madison R, Gold M, Segal-

Gidan F, Fanello R, Rubenstein LZ, Beck 

JC. The process of care in preventive in-

home comprehensive geriatric 

assessment. J Am Geriatr Soc 

1997;45(9):1044-1050. 

11. Bula CJ, Alessi CA, Aronow HU, Yubas K, 

Gold M, Nisenbaum R, Beck JC, 

Rubenstein LZ. Community physicians’ 

cooperation with a program of in-home 

comprehensive geriatric assessment. J 

Am Geriatr Soc 1995;43(9):1016-1020. 

12. Chiew L, Abu Bakar S, Ramakrishnan S, 

Cheng PL, Karunagaran Y, Bunyaman Z. 

Nurse’s perception and compliance on 

identification, situation, background, 

assessment and recommendation (ISBAR) 

tools for handoff communication in tertiary 

hospital, Dammam. Malays J Med Res 

2019;3(4):26-32. 

13. Foronda CL, Alhusen J, Budhathoki C, 

Lamb M, Tinsley K, MacWilliams B, 

Daniels J, Baptiste DL, Reese KK, 

Bauman E. A mixed-methods, 

international, multisite study to develop 

and validate a measure of nurse-to-

physician communication in simulation. 

Nurs Educ Perspect 2015;36(6):383-388.  

14. Aronow HU, Borenstein J, Haus F, 

Braunstein GD, Bolton LB. Validating 

SPICES as a screening tool for frailty risks 

among hospitalised older adults. Nurs Res 

Pract 2014;2014:846759.  

15. Murphy J, Mayor A, Forde E. Identifying 

and treating older patients with 

malnutrition in primary care: the MUST 

screening tool. Br J Gen Pract 

2018;68(672):344-345.  

16. Teo GY, Teo SP. High prevalence of 

malnutrition among geriatric and palliative 

inpatients: the importance of malnutrition 

screening. Pac J Med Sci 2019;19(2):49-

52. 

17. Stratton RJ, Hackston A, Longmore D, 

Dixon R, Price S, Stroud M, King C, Elia 

M. Malnutrition in hospital outpatients and 

inpatients: prevalence, concurrent validity 

and ease of use of the ‘malnutrition 

universal screening tool’ (‘MUST’) for 

adults. Br J Nutr 2004;92(5):799-808. 

18. Wei LA, Fearing MA, Sternberg EJ, Inouye 

SK. The confusion assessment method: a 

systematic review of current usage. J Am 

Geriatr Soc 2008;56(5):823-830. 

19. Laurila JV, Pitkala KH, Strandberg TE, 

TIlvis RS. Confusion assessment method 

in the diagnostics of delirium among aged 

hospital patients: Would it serve better in 

screening than as a diagnostic instrument? 

Int J Geriatr Psychiatry2002;17(12):1112-

1119. 

20. Lemiengre J, Nelis T, Joosten E, Braes T, 

Foreman M, Gastmans C, Milisen K. 

Detection of delirium by bedside nurses 

using the confusion assessment method. J 

Am Geriatr Soc 2006;54(4):685-689. 

21. Teo SP. Fall risk assessment tools – 

validity considerations and a 

recommended approach. Ital J Med 

2019;13:200-204. 

22. Kula M, Teo SP. Prevalence and risk 

factor assessments of pressure ulcers 

among medical in-patients in RIPAS 

Hospital. Brunei Int Med J 2018;14:151-

156. 

23. Halfens RJ, Van Achterberg T, Bal RM. 

Validity and reliability of the Braden scale 

and the influence of other risk factors: a 

multi-centre prospective study. Int J Nurs 

Studies 2000;37(4):313-319. 

24. Bergquist S, Frantz R. Braden scale: 

validity in community-based older adults 

receiving home health care. Appl Nurs Res 

2001;14(1):36-43.  

25. Teo SP, Halim N. Pressure injury 

prevention and management – hospital 

initiatives and interventions. J Gerontol 

Geriatr 2019;67:235-238. 



Pacific Journal of Medical Sciences, Vol. 21, No. 1, September 2020                                             ISSN: 2072 – 1625 

  

66 
 

26. Maidin MA, Teo SP. Assessment tools for 

pain severity in the elderly: a review. Pac J 

Med Sci 2020;20(2):64-67. 

27. Arif-Rahu M, Grap MJ. Facial expression 

and pain in the critically ill non-

communicative patient: state of science 

review. Intensive Crit Care Nurs 

2010;26(6):343-352.  

28. Voepel-Lewis T, Malviya S, Merkel S, Tait 

AR. Behavioral pain assessment and the 

Face, Legs, Activity, Cry and Consolability 

instrument. Expert Rev 

Pharmacoecon Outcomes Res 

2003;3(3):317-325. 

29. Moon Y, Kim YS, Lee J, Han SH. Validity 

of the Korean version of the Face, Legs, 

Activity, Cry, and Consolability scale for 

assessment of pain in dementia patients. J 

Korean Med Sci 2017;32(11):1852-1856. 

30. Ware LJ, Epps CD, Herr K, Packard A. 

Evaluation of the Revised Faces Pain 

Scale, Verbal Descriptor Scale, Numeric 

Rating Scale, and Iowa Pain Thermometer 

in older minority adults. Pain Manage Nurs 

2006;7(3):117-125. 

31. Jastrzab G, Kerr S, Fairbrother G. 

Misinterpretation of the Faces Pain Scale 

– Revised in adult clinical practice. Acute 

Pain 2009;11(2):51-55. 

32. Teo SP. Sensible prescribing for older 

adults: illustrated cases. J Gerontol Geriatr 

2017;65:130-133.  

 

 
 
 
APPENDIX: Geriatric Medicine Nursing Home Visit Assessment Form 
 

Home Visit By:  

Referred by:  

Date / Time of Visit:  

Address:  
 

Contact Number:   

INTRODUCTION  

Patient Name:  

Patient Identifier:  

Date of Birth:  

SITUATION  

Reason for Home Visit:  

BACKGROUND  

Problem List: 
 
 

 
 
 
 
 

NG tube / PEG:   Yes / No  
  

Date Changed:  

Urinary Catheter / 
Suprapubic:    
 

Yes / No Date Changed:  

Wound Yes / No 
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Medication List: 

No Name of Medication Dose Route Check with Patient Supply (Comments) 

1     

2     

3     

4     

5     

6     

7     

8     

9     

10     

 
 

ASSESSMENT 

History: 
 

Fulmer SPICES Assessment Yes No Remarks 

Sleep Disorder    

Problem with Eating and Drinking    

Incontinence (Bladder / Bowel)    

Confusion    

Evidence of Falls    

Skin Breakdown (Wounds)    

 
 

Pain Assessment: Verbal Descriptor Scale / FLACC Behaviour Assessment Scale 
 

0 2 4 6 8 10 

No Pain Mild Moderate Severe Extreme Worse Pain 

 

Examination: 
 

 

Vital Signs Temp: BP: HR: Sats: Glucose: 

Examination Findings: (muscle tone, wounds, swallowing) 
 

Medication Review: (Compliant / Non-Compliant) 
 

RECOMMENDATIONS: 

Advice Given: 

Health Education: 

Medications: 

Follow-Up: 
 

Carer / Family in Attendance:  

Signature: 

 


