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Comprehensive Geriatric
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Comprehensive Geriatric Assessment (CGA)

3 Steps Process

1. Targeting appropriated patients
2. Assessing patients and developing
recommendations
- Multidimensional Geriatric
Assessment
- Planning or recommendation
3. Implementing recommendations
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Comprehensive Geriatric Assessment (CGA)
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Comprehensive Geriatric Assessment (CGA)
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Comprehensive Geriatric Assessment (CGA)
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Ward 16 A2 [1612 - 1] Admit Date 25/02/2563 12:16:00

N1IANIIVTIINE

35 1
HAGS IV(2) | HAGS IV(IAD) |

| GS I | HAGS IV(1)

Sunanihlsaiu :[_07/08/2567 ][ 10:41:11 |

Arway | Breathing | Breath sound | Lung sound Work of breathing FOCUS
Clookswel © looks unwel| |~ Normal " Equal bilateral air “ Normal © Normal * Spontaneous V' General appearance
entry and movement .,[pale, postu
“ Abnormal el Idpreed o “ Abnormal “ Abnormal " Nonspontaneous au':pa i |—J
™ calm [ agtated | [ noises entry and movement M rhonchi I rhonchi I laboured ¥ Reduced oxygen
consumption
[~ fushed ™ pale M secretions I crackles I crackles I supported : .
™ compliant |~ combative| | cough I™ wheezing M wheezing I oxygen requirement
™ movement ™ posture I Artificial airways I stridor [ stridor ™ ventiator dependent | | Motor weakness
I active [ lethargic | [T duq 52y I plural Friction Rub I plural Friction Rub [ &uq 521 | I s3”—|RT'U *3,RT-L: 3' J
™ Zua 5« ™ Zua 5=
duq 52y I dun i.u| I
[ EYE problem
Motor power Eye | Ear | Nose | Throat r“l:l .
Rt Upper Rt Lower Lt Upper Lt Lower “ Normal “ Normal “ Normal  Normal :
- . - - (@ f— . . . V' ENT Problem _J
Grade 5 Grade 5 Grade 5 ° Grade 5 * Eye problem Ear problem Nose problem Throat problem
“Grade4 ( Grade4 ¢ Grade4 © Grade 4 I Biateral asymmetry, shap(y I malposition ears | bleeding I hard and soft palate :
“Grade3 “Grade3 “Grade3 © Grade3 ?: (:hzla:::: SR G r{? I obvious cerumen I discharg for lesions palate Nose|:|
“Grade2 “Grade2 © Grade2 © Grade2 [ Biateral asymmetry ,size and I inflammation I sweling I large size of tonsis Throat:I
Clandet CGadel C Gade1 © Godet shape of the pupis, reactivity to [ redness I masses or foreign I odour
bht' i r~ r r~ e
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Comprehensive Geriatric Assessment (CGA)
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? wiA udiv
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Ward 16 A2 [1612 - 1] Admit Date 25/02/2563 12:16:00

)J Fuction(2) | HAGS I | HAGS I | HAGS II(Pain) | HAGS ITI | HAGS V(1) | HAGS IV(2) | HAGS IV(IAD) |

CGrade2) Grade2 © Grade?2
€ Grade 1 | CGrade1 © Grade 1
“Grade0  Grade 0  Grade 0

© Grade 2
© Grade 1
 Grade 0

Level of conscious :|Alert

o

RASS Score : |RestJess

KH| KN

Gcs:| E4M4V5 | 13

[vanaig ]

Eye Opening (E) :|5um"la’taa

Motor Response (M) :|ﬂn'lu‘qna'muu‘o

L b

ight.

LU Ui Cald.

I Bilateral asymmetry ,size and
shape of the pupils, reactivity to

I Conjunctiva, and eyelids for
inflammation

™ inflammation
I redness
I discharg

™ &g szul:l

™ duq i:ul I

I sweling
I masses or foreign

I nose for asymmetry

I~ &g 52

¥ large size of tonsis
I odour

I exudate

R —

Thoa e s ot

[ Poor Peripheral
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521

I

..

[wainawa] anuaansalunsauan (Eye opening = E)
lunsetihehidua Wasnnewnuile hidaswmeanilaasa Widou C (Cose) aslutias 1 azuuu dwiy
riheiinsnadusinauien aavilimalssdiuludmanuannalunmsuelden
anuannsalunmsdaanmeviavian (Best verbal response = V)
Tunsdtdibouass iunannsadaansle wirzlaviavaanauaa 1y madiou wia nondsss 1a4 Taslu

I Disabilty

521

I

W

V' Aternation of conscio

Level of conscious

I™ abnormal movement
I abnormal gait & balance

I™ glasses aids
I hearing aids

© auund wiandadmvinnaay

© anguund wiandadnrinnmay

© 0-1 umr/5u

12 ufa/5u

T 5 @ wiamnnidaiu

© 4 dgwdatu

fa9 5 Azuuy rt W
Verbal Response (V) 1|b.‘ﬂ"!ﬂ1ﬂﬂ Tunselsithovlavaananaa winhiannsauass iviuindaasle itiuvin T Tuzias 1 azuuy
RASS Restless
Disability Smoking Alcohol Anuasua’li’
= P — Sr—— GCS[EaMAVS
No problem Disabilty C igquuws wiandadneinnmay | © idu T Uilasulsanman IEQ

LS

I Unheatthy behavior
Smoking

I mobiity aids I prosthetics/orthotics required
&y F: / g © Suq 52y Cananit 3 uf/i | © 3 dyudatu
[ Transfer assistant requirements | &uq sz i Al
DL 1-2 dueaiu Alcohol
" T T | C B e Il n v
sifuvindaya : unan: duAluiayaandn Fununla :
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Comprehensive Geriatric Assessment (CGA)
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/24 os.1.1iduribodfagtuviad... |
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| e 8 I o~ & 02.08. 1iuiin Geriatric Assessment Form [y [NURSING DEPARTMENT
2 HN A K fsk Q? e widie “laiy 5013 whau 19 ju ) | navhinsiss K( M I—l
TS5 arnorsky X ansviugne dssiuguatnd i “ @ nuENs|
Fia e iddin | MEWS scale —
pos s pe rforma nce EM :- s ;- BSA:- Ward 16 A2 [ 12:16:00
Function(1) HA\\ status / HaGsIv(1) | HAGSM(@2) | HAGsv(AD) | \ /
Geriatric Assessment |~ N/A 2
FOCUS
Risk for

performance status PRE-ADMISSION SCORE :

functional decline

100 = Uné, de'lsifiarnsuasisaeien 50 = ludasarumaunaidasnsanumomada waziuihodasnfunsinsnaniag
90 = huwmdadnaslaludanndfug e iansuasTsaunsniavaidniiag 40 = "Lhignunsamamaadiasle daniludaslasunisiiamidasias

80 = wenewsniiudialsziriudandiias fiaxmszaslsadnng vuiuanian 30 = ‘Liaunsamowmdadnasls Aududasiafunsaivanunisineannlssnamna
70 = annsaauaaitasle wa'lliannsavihoule 20 = Fuihs dndludasissunsaivauunisinmainlsonenna

BARTHEL ADL PREADMISSION PREADMISSIONSCORE:[ ]

1.FEEDING 2.BATHING 3.GROOMING 4.Dressing 5.Bowel control
C ” 0 = dependent 0 = unable B e ¢ 0 = Incontinence (or needs
(35 = ndependent | . to be given enemas)
T 45 = needs help +5 = independent T 45 = needs help ¢ +5 = Occasional accident
" 410 = independent 410 = independent ¢ +10 = Continent
6.Bladder control 7.Toilet use 8.Transfers (bed to chair and back) | 9-Mobility on level surfaces 10.Stair
~ T n = uinshla C N = unshla ¢ 0 = ITmmohile or <45 Metre T 0 = unahle Y
situvindaya : Junan: dunilutayaaidn : Funiunty :
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Comprehensive Geriatric Assessment (CGA)

/14 05.1.Livduihuiiagluvar... |

@ K|

Usziiu MEWS

100 = 1néd, dslsisian
90 = Mumaaniasl

80 = wenenue i
70 = annsaauadiia

THEL ADL PRE-A

1.FEEDING
© 0 = unable
© 45 = needs help

© +10 = independe

6.Bladder control

ey

1.BT s(C)

2.HR (bpm)

3.SBP(mmHg)

4.RR(/min)

© <35.0 (2)
" 35.0-36.0 (1)
* <35.0 (0)

 37.8-38.4 (1)

> or=385(2)

© <or= 40 (2)
© 41-50 (1)
" 51-100 (0)
* 101-110 (1)
©111-129 (2)
© >or=130 (3)

© < or=70 or Inotrope/vasopressor (3)

7180 (2)
© 81-100 (1)
“ 101-180 (0)
* 181-200 (1)
©201-219 (2)
“ >or=220 (3)

" On respirator (2)
T <9(3)

© 9-14 (0)
*15-20 (1)
©21-29 (2)

© >or=30 (3)

5.5p02 (%)

6. Level of conscious

7. Urine output/1hr

8.Urine output/2hr

9.Urine output/4hr

" <85 (3)
" 85-89 (2)
“ 9094 (1)

© >or=95 (0)

" Agtate(Ag) (1)

“ Alert (A)) (0)

* React to voice (V) (1)
" React to pain (P) (2)

 Unresponsive(Un) (3)

T <or=30 or ESRD (2)

T >60 or N/A (0)

C <or=60 (2)

© 61-120 (1)

© >120 (0)

© <or=120 (2)

©121-240 (1)

T >240 (0)

Asuuu MEWS 0-2 minafiy #ihoagiunmalaasdy Didone uadsudiu vital sign sulng

Azwuu MEWS 3 winafy gihoiilamathgamsinaald nooummhns waswndiavasld dsuduth dssny vital sign uag score wn 2 $aTm Wia muddmssnmuasuwnd

azuuu MEWS 4 minefgihefilamathgamisingald nonuwhmhns uamvndidisasld Ysuiuth dsenu vital sign uay score vn 2 $aTw0 wia
aruddmsinmasunndg Usaliu I/0 vn 4 2T

Avwug MEWS 5-6 wunodamnofidihefilamanhgameinasld sionwhmihns wanmniidizasld dsufiuth damy vital
sign uag score 0 1 32w wsa snuddamsineuasuwnt Usudiu I/0 vin 4 3aTw

avuud MEWS >6 wunofomnofodihofilamathgmiasinasld siwounmhns wamwndiduaeld Ysuduth dssny vital
sign uag score n 30 W wia snuedimsinmiuasunnd Usuiiu I/0 vn 2 $2Tu0

't n = inahla

I =1inahla

10 = ITmmnhile ar <45 Matre

¢ anaoly ® s

" o=1na

tional decline

siuvindaya :

Hun@antaYa :

Junan :

MAHANSUALEAN :

AonIswelva
NURSING DEPARTMENT

KCMH




Comprehensive Geriatric Assessment (CGA)
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® Bpos shwin:- st BP:- qunni - BMI:- tas ;-

1 < HN AN 8 Ha-vmsna ? wa Ptk “lany 50 13 wau 19 Hu
| ' U dvdiugu Usriugun v

1) | qahinsUsyny SkeeeeeeuGmisndm
“ F@OuUENSIIY LILER
Ward 16 A2 [1612 - 1] Admit Date 25/02/2563 12:16:00

KCMH

Function(1) I Fuction(2)

I | HAGS I¥(1) | HAGS IV(2) | HAGS IV(IAD) |

5L HUNTUBUNAL

T hifidam © filamn

™ waw'livdu I waundvliisaiag

r szaznaImsuaunay’liva

I f@nimaavhida [ Sugszu:

UsziNUNITNAULALNNSEDY

dl
I Hypo-active I Hyper-active
I Absent I 8uq s2u

| wallow test I ™ No problem ” Have a problem

™ anshaelua wiaftawnslwaaananihn
I Masasiulszvuaims
™ fiidanih udmannnisndu

[ @sdnindiawnsenalu pharynx wasmsndu
(asalaunsfssan Stethoscope)

I fiawnsarolunseviounu
I— ﬂ v a . o s @ &
awnailunaudanainnnimwiawingu 3 ase

A - s ¥ o
I signnsasulszmua s lalag Lidasitovn

I 8uq 521 |

EI T awnsidnd  © annswwnzlsa/avnsnans

FOCUS

[ Sleep disturbance

[ Risk for Aspiration

I Swallow test finné

I‘DIETb
— >

fifuvindaua : Juoan:

-

duilutiayaanan
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Comprehensive Geriatric Assessment (CGA)

e ULl iU L UNAY R e |
| @ 8 l o & 02.08. 1iuiin Geriatric Assessment Form
E 4 o o a - ad o
4 “JHN AN 8 da-uwena ? wa U “lany 5013 whav 19 Hu ) | nuhinsUszaiy i eSSl GG
| U dAvdviugiu dssiugunvdiuni “ @nmuEnstiu LIUAG
@ Bpos shwin:- s - BP:- amwnfdic - BMI:- Ewas:- BSA:- Ward 16 A2[1612 - 1] Admit Date 25/02/2563 12:16:00
Function(1) | Fuction(2) HAGST | HAGSH(Pain) | HAGSII | HAGSI(1) | HaGSMM@) | HaGswv(D) |
, [ v prowr S—
M aamshaielna wiafiawnsiwaaananthn [ fanwnsaralunsevouny
™ Mawazdudssmuaimns ™ awnsdlunaudaramnnninwiawindy 3 afe
e fiidonihludrmannmsndu ™ higsnsafulssmuanslaiag bidasitewn
awshlesy | . N 8
avanindiamnsaalu pharynx wasnisnau I~ &uq 520 [

| (a2 Tasnsesan Stethoscope)

I T awnsdnd  © awnsawnzlse/awnsiie

4 . & > v v v & .
™ awnsiuimhunandeann damzduwdudawldinouazdasnsnisuaiden (semi-solid)

4 v X - [ v o . v &
v awnsthwimiladeady imzdmunawlifiih wazbidniudasuadn (pureed)

V' Enteral Nutrition 521 |400X4F |

I parenteral Nutrition 52y : | |

1szidun1g
e ™ NPO
Iodunasnu || g | |
Fnergy requirement | M Total Energy Expenditure: | 1878.778 | Kcal/ld  Weight : kg. Height :| 170.00 |cm. BEE :| 1118.32
¥ Receive Energy: Kcal/d Activity factors : (BED REST (1.2) ~]

[ Injury factors : |Infection - Moderate (1.4) .|

M DIET

pureed
Enteral Nutrition : 400X4F

v Risk for
under-nutrition

I Risk for over-nutrition

siuvindaya 2 dunlutayaanan
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Comprehensive Geriatric Assessment (CGA)
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“langy 50 1 3 whau 19 Hu

U dvdviuge dssiugunwaui

BSA: -

1) | nuhinsUszny DS e S —
A gEnurNsiaY LIUER
Ward 16 A2 [1612 - 1] Admit Date 25/02/2563 12:16:00

(1) | HAGS IV(2) | HAGS IV(IAD) |

FOCUS

I Urinary Incontinence

4 @ HN AN 8 da-vwana ? Wi widie
{
é B pos shwin:-  dw - BP:- amwngi: - BMI:- was: -
Function(1) I Fuction(2) I HAGS I i = -
szidun19e
— e e ann [— N/A .
—— Incontinence
Nisiaams © dlanns
™ Jaanuaa I~ faanzh
I~ daanzee I Catheter

™ Jaanadauazn

I Sugszu:

Eeces Incontinence “aisiaanas © dlaanns

sziiumazduau || | sevlimsang
= > o o I @asldnaiuaaansy/aaslaiia
LR LUNAULLAS NS s Cotheves

FHLAS ™ aamszud

™ aaansavan

I :ib:wh 3 afo/ddai
I goTuan

I aaaszmanluuds

[ Constipation

I Loose stool

Acute Confusion I™ Depression Symptom
2 v Ca -
Depression LaidiiTeumn il GDS Scorel Uszuiu GDS I High risk for Delirium
Delrium lowRisk HighRisk  AWOLScore[ | i AwoL Score
e KLt e v
suvindaya : unan: duflytayaadn : Junumly
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Comprehensive Geriatric Assessment (CGA)
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' @ Bpos shwsin:- st

-
Usuilu GDS

Function(1) | Fuction(2) | HAGS I

Geriatric Assessment | N/A

@ =N
Irinar pntinence

 isiaams

Feces Incontinence |  “Lisians

Acute Confusion
Depression T Mididlagmn ¢
Delirium » Low Risk {

« iazuun 1 avuuulutiasatuid

bUUUSELNUNIISTNLAS

/

o€l

riatric Assessment Form |3 Agmsweiuia

NURSING DEPARTMENT

wWia
. Taoi ludaaiowaladuiiadiasvia’lai
. antaafianssuwiaanuaulaludsevg amdali
v |, dg s . a .
. ansanindiaaainsulamiali

v . . & .
. anganiilag agianasowia’li

1

2

3

4

5. anasuaidiluaunainia’lai
6. anindrinazlsneg anfindufuaamia’lai

7. ansansianuaumiuauluaiviali

8. ansAnuuanuvadtanaiuia’la

9. amgavadniminsnaniaanliwazlsvinuanihunia’lai
10.aasdannaadilaumanudnnnnilasquiali
11.amdaimmiidiaaganlaaudonniuibiuiouauies livia i
12.amsdanuiaiinfiavimdaiuadeauimelsaundaiu
13.anugdAnsifdaduinialai

14.ansAnuuanionudaiaaidnndnagwiali

15.amuAnnAudug aninamwia’lai

P 00040-44-3

KCMH
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FOCUS &

V' Urinary Incontinence
Maamuaauars)

M Constipation
OEERFHYIED)

M Loose stool

L Depression Symptom

sV RNNRNNESS

I High risk for Delrium

SUAZUUY
egmau lyi:122-4,6,8-10,12,14-15
e navuilt:da1,s,7 11,13 v
16 6 avuuuintyl vovanininmyduasn e -

x
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Comprehensive Geriatric Assessment (CGA)
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2JHN AN 8 Ha-vmana ? wia wee “lany 5013 wau 19 9u
4 dvdiuge Usriuguamaiuin
. B pos shwsin:- A - BP:- quwngic - BMI:- tivas: - BSA -

) | qavhinsuszanag
“ EnuENSIY LIUER
Ward 16 A2 [1612- 1] Admit Date 25/02/2563 12:16:00

KCMH

Function(1) | Fuction(2) | HAGS I | HAGS II(Pain) | HAGS II ] HAGS I¥(1) | HAGS IV(2) | HAGS I¥(IAD) |

COMY RN OEEREMAC D MY D)

1 TS
2t Catheter

[ aaanszude ™ aanszmanuuds

M aansavan

M Loose stool

{Acute Confusion M Depression Symptom
. @ .o v = -
Depression Nisidgw © didam GDS Scorel 7 Uszulu GDS M High risk for Delrium
Delirium . ; ~ Hi : AWOL Score = atannaimIawii 80
Fo R ngh sk II] Us=uilu AWOL Score ,AYNAATINYUT N2EMAY
Agnea, stuaauihign
™ Imm obiity ia9,msUssuiuiannuiamhe
lhuaana
"""" fection I Sleep problem M Delirium
[ Under-nutrition [ Poly Medicine
sziiunioe ™ Constipation [
FUAULRLLNAY ™ Dehydration ™ S sy | —— P
_ N I Pain
' CAM Negative * CAM Positive
I Hypo-active form [ Hyper-active form [ Mixed form
sfuvindaya : Funan : dunlutayaanda : Fuiuty :



Comprehensive Geriatric Assessment (CGA)
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Delirium
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<JHN

.

1.[Euduiiamsathadouwdu]

® Bpos hwin

8w d & v a . o -
uuangwmiulanuuﬂmamwaaﬂammna‘mamwmuamotanuwau

Function(1) | Fuction(2) | HAGS

2A.[\iiusuni]
aawiusihodilam lumsasani Ly sndradng wiv 2anwande wia didum lumsdaaud e

2B.[winilsinguiadelnd]
a a4 - ra_ o v d o od o v
wadnssuiitug asq eauduneal da dwnhiniaziug waq wia wWwonihwnn Wwendwiaeln?

Acute Confusion
Depression €9

3.[enudanszianszana]

& v o a o a Y | s oo 4 a .o
aawiudihofianudanszdansznowialidaiias wiv fimswadaodlas wiansaumunilidianlos
Delrium | amdai ity

& . a8 o d v v PR v
wiahidumadluna wiaimsuldswintialinias Lisaeminluu

4. [s=euanusandiinlaoutl]
v v - o v, - . v
Taonuua aaluszauanusanavasdihonoiiuadiels (Inszy)

3 KCMH

o k2563 12:16:00
. 'lﬁ ;

ity

Thild ©

lose stool

epression Symptom

Chilg

igh risk for Delirium

AnIMsawinAy 80
AFNIUNUT DaEMAY
29, studo i lign
sUssiuiauAmhe

aa

- aud [Und]

2liriumn
ISR [Audndulldansnszau
E}i IWIRANNN ALAIIEINN]
® 529 andanu@dudin)
¢ aay [Yanlvdumn]
. : in
( ¢ e [an’lidu]
nsitadunmeduauiay CAM-T davlaaidn=airaita 1, 2 uay taladanileluta 3 w3a 4 (fauinly) ¥ anay ® i
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Comprehensive Geriatric Assessment (CGA)
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Function(1) [ Fuction(2) | HAGS I | HAGS II HAGS 111 |
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Abdomen 19

Chest [y 8

Elbow Q
Epigastric Region (upper, middle) 21

Face 2
Forearm 11

Groin 30

U Hand 13 J

Head (exclude face) 1
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Comprehensive Geriatric Assessment (CGA)

e UDeholod LU UNAY LKA e |

——— [ionisweiuna
@ R|e &

02.08. 1iuiin Geriatric Assessment Form Lj NURSING DEPARTMENT
——; 2 HN AN Uszinuu Caregiver v 2awy 5013ihau 19 9u ) \qaviinsUsza JekhietStSmisntems KC M I—l
| T dsEAusaa aIuIIN A g@ouENIstiy LR
‘ m_, P L BSA:- Ward 16 A2 [1612 - 1] Admit Date 25/02/2563 12:16:00
Function(1) | Fuction(2) | HAGST | HA}/ ﬂpain) HAGSIV(1) | HAGSIV@) | HAGSIV(1AD) |
FOCUS 2
I Care giver
Spouse [ Sbing [ Offsping [ Alone I Suqszu: | | Unpreparedness
Caregver Spouse [ Sbing [ Offspring [ Paid caregiver [ Suqsza: | |
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Comprehensive Geriatric Assessment (CGA)
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Comprehensive Geriatric Assessment (CGA)
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Ward 16 A2 [1612- 1] Admit Date 25/02/2563 12:16:00

KCMH

CIES U HAGS Iv(2) | HAGS I¥(IAD) |

ic nt [ N/A

FOCUS

| Elce of FALL |

" Low Fal Risk

I azuuu Fal risk assessment Tool szautdasen

I Complete paralysis w3a

Usziaiunnznszan
NQU

Completely immobiized/Low Fal Risk

ModerateFal Risk

I azuuu Fal risk assessment Tool sz@uidssthunany

 High Fall Risk
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u Fal risk assessment Tool sz@udaoas

[ High Risk Fal
[ Moderate Fall Risk
[ 8uq 520

I Suq 52y |

Fracture risk OSTA Weight :| 40 |kg.

I High risk fracture
M Moderate risk fracture

Skin Breakdown
Skin Integrity “ Normal ¢ Abnormal r :Egk%izl\(vrior Skin
_ I Tightness I Dryness I Roughness
Uszifiunnudassia | - Itching I Redness I Inflammation
MSNALNANANL I Flaking, scaling or peeing [ Suqszu:
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Comprehensive Geriatric Assessment (CGA)
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@ Bpos shwwin:i- - o = BSA:- Ward 16 A2 [1612- 1] Admit Date 25/02/2563 12:16:00
Function(1) | Fuction(2) | HAGS I | HAGS 11 | / /za‘/ | HAGS 1T | HAGS I¥(1) HAGS IV(IAD) |

FOCUS

il l— o . e
l ,lure Injury | M Braden score :| 10 ‘ |> AT of pfessure ol

I Moderate risk of pressure injury
B TR T - | ok of e i
i Etage 2 | | I Very high risk of pressure injury

M Pressure Injury

Ll. Back of head Inazany 2hu 1x2cm
ﬁig Stage 2

dsziliv IAD > g
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lsz18u Advance care plan

Advance Directive Plan : © Yes © No 7

CPR decision : © Yes © No
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Comprehensive Geriatric Assessment (CGA)

e UDedelod UL UNOY BROR . | .
rp— !‘.er Wigmsweua
L e, : . ~ NURSING DEPARTMENT
| %I;. o2 —Seriatric Assessment Form [y
z 1. Sensory perception c 4 No impairment: responds to verbal commands, able to feel and express pain/discomfort.
2 HN AN g S : D0040-44-3
Slightly limited: responds to verbal commands but cannot always communicate
] ® 3 discomfort or need to be turned, or has sensory impairment limiting ability to feel
i . Bpos shwin:-  dwf:- pain/discomfort in 1-2 extremities. te 25/02/2563 12:16:00
Function(1) l Fuction(2) I HAGS T | HAGS II " P 2 Very Limited: rgsponds only to painful stimuli, cannot communicate Qiscomfon
except by moaning or restlessness, or has sensory impairment limiting ability to
w ™ N/A feel pain/discomfort over half of body. FOCUS
y | # 1 Completely Limited: unresponsive to painful stimuli due to diminished X -
I . ure Injury I I Brad{ consciousness or sedation, or limited ability to feel pain over most of body I At risk of pressure injury
= . I™ Moderate risk of pressure injury
L .- 2. Moisture 4 Rarely moist: Skin is usually dry. Linen only requires changing at routine intervals. _J u High risk of pressure injury
0 3 Occasionally Moist: requiring extra linen change approximately once a day. . o o
. ; Very Moist: Skin is often, but not always, moist. Linen must be changed at least _J Very high risk of pressure injury
once a shift. I Pressure Injury
(‘b 1 Constantly Moist: Skin is kept moist almost constantly by perspiration, urine, etc.
Dampness is detected every time patient/ client is moved or turned.
3. Activity (‘m Walks Frequently: Walks outside the room > 2x/day and inside the room at least
< once every 2 hours during waking hours.
C 3 Walks Occasionally: during day, but for very short distances, with or without
|1ncont'nence associated dermatitis | assistance; spends majority of each shift in bed/chair.
_ g 2 Chairfast: Ability to walk severely limited or non-existent; cannot bear own
. weight and/or must be assisted into chair/wheelchair. _J ™ IAD
C 1 Bedfast: Confined to bed. _l
4. Mobility s 4 No Limitations: makes majors and frequent changes in position without assistance.
Azuuu 19-23 : No risk
suuu 15-18 : At risk of pressure injury
< Azuuu 13-14 : Moderate risk of pressure injury
Azuuu 10-12 : Hight risk of pressure injury
s S o S " e
Advance Directive Plan : © Yes © No Azuuu 6-9 : Very hight risk of pressure injury v
CPR decision : © Yes © No '
¢ anav ® 1a -
iuvintaya - = e Funuly :



Comprehensive Geriatric Assessment (CGA) | \;:2
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omprehensive Geriatric Assessment (CGA) )

Tssmnvragmeansal sziily Geriatric whil 12 Tsamenuragmaanso . sy Geriatric

]
Iurinun 167722025 ln.-u,-'ly o . ) - ) X Sufifon 167772025 10:16:19 . N']Uﬂ'ISWU-IU-I a
NN, 101942/54 HN. 101942/54 i . o . NURSING DEPARTMENT

APACHE Ul score : AWOL score : 3

tetivity : L.BT (C) <35.0 dctiviey : rownnnninSomiy se 7
: . v ey o ” . 2 v
2.HR (bpm) 51-100 2.0=0an1 200 nomd aniel Hauday 7endnav 100 G11Iw 5 N3 gadod
3.SBNmmlig) 101-180

vazyamiinsaiiligndos

Mew : 1

4. RR(/min) 15-20 aalsziiiunypunsan i uhmnan
3.5p02(%) >or=95 Delirium Risk Factor :  High Risk /mm.‘m‘l}g-,.\'/n,. problem,Poly Medicine
6. Level of consciousAlert (A1) CAM : CAM Negative
9.Urine output/dhr >240 Depression 430 GDS :
tazidiumussonmuniy hazidiermiinasug v skin break down
Adm Adl ; 35 yrinFondnsuio mwegu : Skin Integrity ; Dryness,Redness

Preadm Adl : 30 uoanoaod ;

" - : 0 ' ' - ’ . e
Preadm Kps : (60) Tui3oaa auedaa il wojivd i nes doanrsnannsomBoidunalon W nvadudsznminmelsl' s d o iu

tdm Kps : 20) i duiudoaldiunmsmivayunisinwenT sanomna

Braden Scale : 14

N130eNmIEIN W : 16-30 wriladt/ani

Speech : Normal Vision : Normal Hearing : Normal Understn : Normal
Physical Examination
looks well calm Musculoskeletal :
Normal Strength : Rt Upper : Grade S Lt Upper : Grade §
Equal bilateral aiventry and movement Rt Lower : Grade § Lt Lower : Grade §
Normal Eye : Normal
Nermal

Ear : Normal
Newrological: Glasgow coma scale : Nose : Normal
level of consciousmess : Alert Throat : Normal

Gastrointestinal : Disability : Disability abnormal gait & balance

Circwlation : Nermal skin

Geriatric syndromes (SPICCIES model)

Steep problem : wov'laivdy M
wiinveso s : ovmani TEE 1738 BEE 1206.742
nauivansahdne nnsuazm3on : Ne problem unooIitldivy : 1500

Risk of full : High Fall Risk

NEUMM Fall risk assessment Tool 1.-3‘11131:;0:
walk inside : Assist

walk outside : Assist

Transfer : Assist

tid use : None

Mobility :

- 4
AT AU NIINIUNN nazIIaveInd uailoanos
Incontinence

Urinary incontinence : Tsiilonrs

Feces Incontinence : T3islon s
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