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ABSTRACT

Preventive care in older adults remains insufficiently defined in primary
care. Existing structured clinical tools are largely centered on the
systematic identification of geriatric syndromes, often without adequately
considering the heterogeneity of aging trajectories ranging from robust
aging to frailty. At the same time, primary care clinicians face increasing
time constraints and limited evidence regarding which preventive
interventions provide meaningful clinical benefit in older adults. Drawing
on a previous scoping review identifying sixteen structured clinical tools
for older adults in primary care, we examined the alignment between
commonly recommended screening practices and current evidence
regarding screening principles, feasibility, and expected benefit. Several
geriatric syndromes frequently included in existing tools, such as urinary
incontinence or neurocognitive disorders, are supported by
heterogeneous or insufficient evidence for systematic population-based
screening. In contrast, domains including falls prevention, hearing
impairment, medication review, and nutritional status appear more
consistently supported by current evidence or expert consensus. In
response to these findings, this Viewpoint proposes the XYZ-tool, a
structured, multilevel framework drawing on established preventive care
models used across age groups in primary care. Universal preventive
measures are recommended for all older adults, while targeted geriatric
syndrome screening is reserved for individuals presenting frailty-related
risk factors. Rather than promoting exhaustive syndrome-driven
screening, the XYZ-tool offers a selective, pragmatic, and function-oriented
approach adapted to the realities of primary care practice.
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BACKGROUND

Over recent decades, the proportion of adults aged 65 years and older
has increased worldwide, alongside gains in life expectancy [1,2]. Research
on the health of older adults and in geriatric medicine has also expanded
considerably [3]. This represents a major advance given the historical
underrepresentation of this population in research [4-7]. Much of the
geriatric literature appropriately focuses on conditions and clinical states
commonly encountered in later life, particularly multimorbidity, geriatric
syndromes, frailty, and associated functional decline. Geriatric syndromes
are multifactorial health conditions commonly encountered in older
adults that do not fit into discrete disease categories and arise from
interacting physical, cognitive, and social factors, often affecting function,
independence, and quality of life [8]. Frailty is a clinically identifiable,
multidimensional state characterized by diminished physiological reserve
and increased vulnerability to stressors and adverse health outcomes [9].

Although these geriatric-specific issues are essential, they only partially
reflect the needs of older adults seen in primary care. Patient profiles vary
substantially across clinical settings. Older adults receiving care in
specialized geriatric clinics and in secondary or tertiary care generally
have more pronounced frailty and complex care needs [10]. By contrast,
older adults seen in primary care, particularly in family medicine
practices, present highly heterogeneous profiles, with health needs
extending beyond geriatric syndromes and frailty.

Some older adults live with significant frailty, whereas others
experience expected or robust aging [11-13]. Ageist bias refers to
stereotypes, prejudice, or discriminatory behavior toward older adults
based on age [14]. Failing to account for the heterogeneity of aging
trajectories may reinforce such bias and lead to care decisions based
primarily on chronological age rather than individual health and
functional status [14]. For primary care professionals caring for older
adults, one size does not fit all: preventive care should be individualized
according to functional status, health priorities, and clinical context.

PURPOSE OF THIS VIEWPOINT

This Viewpoint aims to reconsider preventive care for older adults in
primary care by accounting for the heterogeneity of aging trajectories and
the practical constraints of clinical practice. It proposes the XYZ-tool, a
structured multi-level approach that combines universal preventive
measures with targeted screening based on the older adult’s aging profile.
Grounded in our previously published scoping review of structured
clinical tools for older adults in primary care, this reflection seeks to
support more individualized, context-sensitive, and function-oriented
preventive care.
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THE PROVISION OF PREVENTIVE CARE: AT THE HEART OF PRIMARY
CARE PRACTICE

Preventive care encompasses a broad range of interventions delivered
by primary care clinicians [15,16], spanning the full continuum (Table 1).

Table 1. Defining the Dimensions of Preventive Care in Primary Care [16,17].

Primary prevention

Focuses on modifying exposures and risk factors that contribute to the
development of disease.

Secondary prevention

Includes screening (asymptomatic disease detection) and early diagnosis (or
case-finding), aiming to identify disease at an early stage when
interventions are more effective.

Tertiary prevention

Measures intended to prevent disease recurrence or progression through
follow-up care and rehabilitation.

Quaternary prevention

Seeks to protect patients and populations from overmedicalization and
unnecessary interventions.

Primary care clinicians must navigate diverse aging profiles [17] while
delivering comprehensive care within limited time [18]. Consultations
often last less than 30 min [19,20], yet may encompass preventive, curative,
and palliative care.

Faced with the considerable amount of information that must be
integrated and efficiently utilized daily, several organizations have
developed structured clinical tools to support primary care clinicians.
Examples include the Rourke Baby Record, an evidence-based guide for
preventive care during well-child visits, which was adapted in Quebec as
the pediatric ABCD-tool [21,22]; HEADSS, a structured psychosocial
interview framework for adolescents [23]; and one-page schedules or
checklists summarizing age-appropriate preventive recommendations for
adults under 65 [24,25].

Preventive care for older adults nevertheless remains poorly defined.

Is There a Place for Preventive Care Among Older Adults?

Studies evaluating multidimensional preventive interventions and
geriatric assessments in older adults have reported mixed results, with
modest or inconsistent effects on mortality, functional outcomes, quality
of life, and healthcare utilization [26-30]. These findings should be
interpreted in light of substantial heterogeneity across studies in terms of
populations, clinical settings, intervention components, and outcomes.
Populations are often defined primarily by chronological age, preventive
interventions are not standardized, and measured outcomes may not fully
reflect what matters most to older adults, whose priorities vary according
to their goals, values, functional status, and health context. When
interpreted without considering this heterogeneity, such findings may
inadvertently foster therapeutic nihilism and reinforce the assumption
that aging is an inevitable process to which clinicians and patients can
only react [31].
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These findings should not discourage older adults from engaging in
preventive care or prevent primary care clinicians from offering
interventions that may provide meaningful benefit. Rather, they reveal a
more fundamental challenge: preventive assessments have often been
evaluated without a clearly defined and reproducible framework
specifying which components should be addressed, for which aging
profiles, and according to what decision-making process. In many studies,
the content and delivery of preventive care were left largely to clinicians’
discretion, limiting comparison across interventions and settings.

This lack of specification limits rigorous evaluation. The question is not
only whether preventive care is effective, but also what it should include
and for whom. The XYZ-tool is proposed as a conceptual framework for
more consistent, individualized delivery and subsequent evaluation.

Optimizing Preventive Care: Making Patient-Relevant Choices in a
Constrained System

Our previously published scoping review identified and characterized
structured clinical tools for periodic health assessments of older adults in
primary care, following the six-stage framework of Arksey and O’Malley,
subsequent refinements by Levac and Peters et al.,, and PRISMA-ScR
reporting guidance [32].

The review identified sixteen structured clinical tools. All addressed
geriatric syndromes, but only two adapted their recommendations to
different aging profiles. The tools varied substantially in content, format,
administration time, and development process. Clinicians consulted
during the scoping review emphasized that an ideal tool should be
adaptable to different aging profiles and feasible within the time
constraints of primary care practice.

Within this broader preventive framework, decisions about screening
should remain grounded in the principles proposed by Wilson and
Jungner (1968) [33] and updated in contemporary frameworks [34]. These
principles provide a basis for determining whether a screening program
is appropriate. Among other considerations, the targeted disease or
syndrome should represent an important health concern, be detectable at
an actionable stage, and be associated with interventions that are effective,
acceptable to patients, and accessible within the healthcare system, with
benefits that justify the potential harms and burdens of screening.

This Viewpoint interprets gaps identified through the scoping review in
relation to screening principles and primary care constraints, with the
XYZ-tool proposed as a pragmatic clinical response.

Limitations of Current Approaches Based on the Identification of
Geriatric Syndromes

Considering these principles, the prominent place occupied by certain
geriatric syndromes in the sixteen structured clinical tools identified
through our scoping review warrants closer examination. Some
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conditions may be overrepresented across these tools relative to the
strength of the supporting evidence. For example, several tools
recommend systematic screening for urinary incontinence, yet current
guidance remains inconsistent: some organizations endorse annual
screening in women despite limited evidence of direct benefit, while
evidence supporting screening in men is lacking. Although conservative
and pharmacological treatments may be beneficial, uncertainty regarding
optimal management in older adults favors individualized assessment
over broad screening [35].

Similarly, fifteen tools recommend systematic screening for
neurocognitive disorders in all older adults, for example through the
administration of the Mini-Mental State Examination. However, this
conflicts with professional guidance: the Fifth Canadian Consensus
Conference on the Diagnosis and Treatment of Dementia recommends
against screening asymptomatic individuals for cognitive impairment
except in specific clinical situations [36].

Some tools require up to 40 min to complete, a burden that is difficult
to reconcile with primary care time constraints and may limit their
adoption [37,38]. This mismatch greatly predisposes these tools to a low
adherence in practice, limiting their effective implementation [38].

PROPOSAL FOR A STRUCTURED CLINICAL TOOL FOR GERIATRIC
PREVENTIVE CARE

Primary care clinicians express interest in improving preventive care
for older adults but report uncertainty regarding clinical priorities [32].
However, many of them find themselves at a loss regarding the clinical
priorities to adopt in this context.

Guiding Principles of the XYZ-Tool

We have come to propose a new structured clinical tool (Figure 1). The
premise guiding its development was simple: Why change a winning
formula? The ABCD-tool of pediatric preventive care has been widely
recognized, appreciated, and used by primary care clinicians in Quebec
for several decades [22]. We drew inspiration from this proven model to
design a tool adapted to the clinical realities of primary care geriatrics: the
XYZ-tool for geriatric preventive care. This approach rests on the premise
that systematic screening for geriatric syndromes is generally not
warranted in robust older adults without relevant risk factors. Some older
patients remain extremely active, both physically and cognitively, and are
still employed [39]. For these individuals, systematic screening for
geriatric syndromes can be a waste of time and resources for both the
patient and the clinician and carries the risk of eroding the relationship of
trust between the patient and their doctor [40].

With this in mind, we have proposed a multi-level preventive care tool
(Figure 2).
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IDENTIFICATION

TO O I UD Université de
Sherbrooke

Geriatric Preventative

Care Checklist

Concerns of the individual and their loved ones

Blood pressure:

Active health issues to address during the visit

(including disease screening,
as per current practice guidelines)

Pills & shots

* Medication review
* Immunizations

Daily practices
* Healthy lifestyle habits
*  Physical activity
* Social participation

Care priorities

*  When relevant,* discuss care goals and
advance medical directives

* For example, but not limited to: New diagnosis,
functional decline, recent hospitalization

Fit Expected Frail
What is “Incredible for their age, very active, “Still going strong, not bad “l would not be surprised if this
the person’s employed, | estimate they are above gth for their age, fairly fit.” person died or was admitted to a
. . performance percentile for their age.” long-term care facility within 2 years”
aging profile?
=== Stop the questionnaire here. I l Continue to the next steps. I
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To complete for people with an expected aging profile (still going IDENTIFICATION
strong, not bad for their age, fairly fit) Or a frail aging profile (Iwould not be

surprised if this person died or was admitted to a long-term care facility within 2 years).

A Nutrition Currentweight kg
% change since last measurement

Aloss of = 5% in 1 year requires a thorough assessment

B Well-being Do you feel safe in your daily life? Have you felt hopeless in the past month?
ONo [OYes* ONo OYes*
C Sensory abilities Hearing (whispered voice test) Vision : When was your last eye exam?

0 Normal [1Abnormal *

Routine eye exams are recommended every 1-2 years starting at age 65

D Safe mobility Have you fallen (or nearly fallen) in the past year?
Are you afraid of falling?

ONo [OYes*

If abnormal findings are identified in A-B-C-D, continue with assessment of the clinical elements listed here:

E-F Assessment Activities Orthostatic
based on Clinical Cognition  Continence  Swallowing of daily living, hypotension
experience and including driving
IfnlelduaI risk Concern O Yes * O Yes * M Yes * 7 Yes * 1 Yes *

actors CINo I No CINo I No INo

*If there is concern or an abnormal response to the screening questions, a more thorough assessment is required.

Copyright © 2025 Marie-Pier Villemure. This document is licensed under Creative Commons Attribution - No Commercial Use - No Changes (CC BY-NC-ND 4.0)
Layout: Théo-Rose Fréchette | Version: May 11th 2026

Figure 1. The XYZ-Tool of Geriatric Preventive Care Checklist.
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Figure 2. Four-step structure of the XYZ-tool. Step 1, green circle: universal preventive care. Step 2, yellow
circle: targeted geriatric syndrome screening when indicated by the older adult’s aging profile. Step 3, red
circle: clinician practical aids. Step 4, blue circle: patient and caregiver support materials.

Preventive Measures Applicable to All

The XYZ-tool proposal is based on the idea that, for all older adults,
regardless of their functional level, certain elements should be considered
in clinical settings. Because aging trajectories vary substantially, the
literature does not support a single, clearly established chronological age
at which this type of preventive approach should begin, as also observed
in our scoping review [32]. We therefore suggest considering use of the
XYZ-tool from approximately 70 years of age, or earlier in individuals
presenting marked frailty or other frailty-related risk factors. This age
should be understood as a pragmatic clinical reference rather than a strict
eligibility threshold.

The XYZ-tool is intended to be used opportunistically and incrementally
during routine primary care encounters, including visits scheduled for
other health concerns, rather than as a comprehensive assessment
requiring a dedicated appointment. This approach is consistent with
guidance from preventive care organizations, including the Canadian Task
Force on Preventive Health Care, supporting the integration of
appropriate preventive interventions into routine primary care [25].

Accordingly, the tool begins with a prominent section prompting
clinicians to address the patient’s reason for the encounter, concerns, and
priorities before considering preventive items. This design reflects a
person-centered approach in which preventive care complements, rather
than displaces, the patient’s immediate needs and the primary purpose of
the consultation. Adequate follow-up of chronic diseases and active health
issues also remains an essential component of the clinical encounter.
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The XYZ-tool also draws on the ABCD-tool’s model of shared
interprofessional use across the primary care team [22]. It provides a
shared working framework for family physicians, nurses, nurse
practitioners, pharmacists, occupational therapists, physiotherapists, and
other primary care professionals, allowing each clinician to incorporate
relevant preventive items into routine encounters. Its integration into a
shared electronic medical record facilitates continuity by enabling team
members to document completed interventions, identify unaddressed
preventive needs, and direct patients to the professional best suited to
address specific or more complex sections. Preventive care can therefore
be distributed across professionals and encounters rather than assigned
to a single clinician or confined to one comprehensive appointment.

Certain other priorities should be systematically integrated into the
care of all older adults. Immunization and the promotion of healthy
lifestyle habits are among them. It is widely recognized that, far beyond
pharmacological interventions, healthy lifestyle habits represent one of
the most effective ways to improve people’s functional and vital prognosis
and should be encouraged regardless of their age [41].

We also recommend that a review of the pharmacological profile be
conducted for all older adults, with a view toward deprescribing when
appropriate, given the significant burden associated with polypharmacy
[42].

Finally, the exploration of care goals should be addressed in older
adults, particularly when health issues require specific consideration or
guidance [43]. Although these discussions may be perceived as
burdensome because of their duration and emotional intensity [44],
studies suggest that they allow patients to prepare for future decisions in
a low-pressure environment [45].

For older adults with a clearly robust profile, the assessment may stop
at this first level. For those experiencing expected aging or presenting
features of pre-frailty or frailty, we propose proceeding to a second, more
in-depth level of assessment.

For example, a robust older adult may require only universal measures
such as immunization, lifestyle counselling, medication review, and age-
appropriate disease prevention. For an older adult experiencing expected
aging or presenting features of pre-frailty or frailty, these measures may
be complemented by targeted assessment of fall risk, nutritional status,
hearing, and psychological well-being. Many subsequent interventions,
including medication adjustment, exercise and nutrition counselling, and
referral to other primary care professionals, can be initiated or
coordinated within primary care.

Assessing Aging Profiles in Time-Constrained Primary Care

Current evidence does not yet allow for reliable characterization of an
older adult’s aging profile in routine clinical practice, despite a substantial
body of literature on the subject [46,47]. Several approaches have been
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proposed, including prognostic indices such as those compiled through
ePrognosis [48], frailty classification or prediction scores, and artificial
intelligence models [49-51]. However, their formal application often
requires additional data collection and multiple steps, limiting their
routine use in time-constrained primary care settings [47]. Ideally,
relevant clinical and functional data would be drawn directly from the
electronic health record to generate a near-automatic, objective, and real-
time frailty profile, thereby supporting tailored preventive
recommendations. Such systems are not yet widely implemented because
of administrative, financial, ethical, and legal barriers, while Al-driven
clinical prediction also remains imperfect [52].

Pending the development of simple, rapid, and widely implementable
methods for primary care, we propose that clinicians rely on their overall
clinical judgment (“at a glance” or “eyeballing”) to assess the robustness or
frailty profile of older adults. Although this approach is inherently
imperfect, it currently demonstrates a correlation deemed acceptable in
clinical practice [53-55].

Targeted Identification of Geriatric Syndromes in Frail Individuals

This second level involves identifying geriatric syndromes for which
the literature provides relatively robust recommendations regarding the
benefits of screening. However, several previously developed tools
recommend systematic screening for geriatric syndromes in all older
adults without clearly documenting the evidence or decision-making
process supporting these recommendations or their expected clinical and
functional benefits.

While certain geriatric syndromes are of interest due to their potential
to reduce the use of healthcare resources, others are more difficult to
quantify economically, yet offer considerable moral and human benefits.
To inform the development of the XYZ-tool, we conducted a targeted rapid
review of clinical practice guidelines indexed in PubMed between 2000
and 2025. Searches combined the terms “guideline” and “primary care”
with terms corresponding to the geriatric syndromes included in the 16
tools identified through our scoping review. The purpose was to determine
whether available guidelines recommended systematic screening,
targeted screening based on clinical features or risk factors, or no
screening. This review was intended to inform the tool’s content rather
than provide an exhaustive systematic synthesis or formal appraisal of
guideline quality.

Based on this targeted rapid review, four geriatric syndromes were
retained for initial screening among older adults with frailty because the
selected guidelines supported their systematic or targeted assessment
(Table 2).
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Table 2. Descriptive summary of selected clinical practice guideline recommendations regarding screening for geriatric syndromes in primary care.

Geriatric - R - . . s . .
syndrome Existing guideline Existing recommendations for systematic screening in primary care settings Reference
Hearing Svstematic Hearing loss is identified by the WHO ICOPE framework as a key domain of intrinsic capacity that should be [56]
impairment y assessed in older adults in primary care.
- Falls prevention is among the geriatric domains supported by the strongest body of scientific evidence. The
Mobility Lo . . -
(postural 2022 World Guidelines for Falls Prevention and Management recommend universal annual opportunistic
. P o . screening beginning at age 65, notably by asking older adults whether they have experienced a fall within
instability, Systematic : . o o . . [57]
immobilization the previous year (Montero-Odasso). Older adults reporting falls, gait instability, balance impairment,
and falls) ’ dizziness, or fear of falling should subsequently undergo a more in-depth assessment and targeted
management interventions.
Although some differences remain regarding optimal screening strategies, current guidelines generally
. agree on the importance of addressing bone fragility in older adults. The 2023 Canadian Task Force on
Bone health and Systematic . s - .
. Preventive Health Care recommends a “risk assessment-first” approach in females aged 65 years and older,
fracture (Mixed L . . . . . : . [58,59]
. . initially using the Canadian FRAX tool without systematic bone mineral density testing. In contrast,
prevention recommandations) . .
Osteoporosis Canada recommends systematic assessment for all adults aged 65 years and older, generally
including bone mineral density evaluation.
Although routine vision screening in asymptomatic adults aged 65 years and older remains the subject of
Systematic mixed recommendations in primary care, regular eye examinations continue to be strongly encouraged,
Visual impairment (Mixed notably through publicly funded vision care programs. Consequently, primary care clinicians should not [60]
recommandations) perform formal visual screening themselves, but rather ensure that older adults adhere to existing eye care
follow-up programs, particularly in the presence of risk factors for visual impairment.
Malnutrition is widely recognized as a major contributor to frailty and functional decline in older adults.
. Current primary care guidelines generally support nutritional screening in older adults, although the
Nutritional status : : . . C e
o Systematic recommended methods and tools vary considerably, and the overall quality of evidence remains limited
(malnutrition, . . . . . . .
weicht loss. and (Mixed (NICE). While several validated screening tools exist, robust data demonstrating the real-world effectiveness [61-63]
agnorexiz;) recommandations)  of systematic screening interventions in primary care are still lacking. Given that weight loss may reflect a
wide range of underlying conditions, many of them potentially serious in geriatric populations, clinicians
should at minimum assess for unintentional weight loss.
Most publications supporting sarcopenia screening originate from Asian and European groups, with
Tareeted screenin recommendations generally favoring targeted rather than universal screening approaches. Proposed
Sarcopenia g & strategies include screening individuals with suspected low muscle mass or incorporating sarcopenia [64]

recommended

assessment within broader frailty evaluations. Several screening tools have been suggested for primary
care settings, including calf circumference measurement and the SARC-F questionnaire, although consensus
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regarding systematic implementation remains limited. Routine weight assessment to identify malnutrition
or unintentional weight loss may also represent a simple and pragmatic first step toward identifying older
adults at risk of sarcopenia.

Although current evidence remains insufficient to support universal systematic screening for inappropriate
prescribing in older adults, recent meta-reviews suggest that polypharmacy interventions consistently

latrogenesis and Systgmatic reduce potentially.inappropriate prescribing. and improve rqedi@tion fad.herence. While thesg benefits have
polypharmacy (Mixed not yet translated into clearly demonstrated improvements in major clinical outcomes, reducing [65]
recommandations) inappropriate prescribing remains clinically relevant given its association with adverse health outcomes.
Consequently, medication review and deprescribing efforts should remain an integral component of
geriatric primary care.
Recommendations regarding systematic depression screening in primary care remain heterogeneous across
organizations. Recent Canadian recommendations discourage universal questionnaire-based screening in
Systematic asymptomatic adults, while emphasizing the importance of maintaining clinical vigilance for signs and
Depression (Mixed symptoms of depression during routine care interactions. Other organizations similarly favor attentive [66,67]
recommandations) case-finding approaches over formal universal screening strategies. Despite this complexity, psychological
well-being remains a central component of healthy aging and should remain an integral part of geriatric
primary care assessment.
Current North American recommendations do not support universal questionnaire-based screening for
Systematic elder abuse, notably because of the risk of false-positive findings. Instead, clinicians are encouraged to
. remain vigilant, maintain a high index of suspicion, and recognize potentially atypical signs of abuse during
Elder abuse (Mixed : > : S . [68,69]
recommandations) routine chnlc:al 1nteraf:t10ns. Neverthelesg.s'everal governmental 11.11t1atlves.and public h.ealth.p.rog.rams
have emphasized the importance of mobilizing healthcare professionals to improve the identification and
management of elder abuse in clinical practice.
Current recommendations regarding urinary incontinence screening remain limited and heterogeneous.
Some organizations recommend annual screening in women of all ages, despite acknowledging that the
Targeted screening  direct benefits of systematic screening remain insufficiently studied, while evidence supporting systematic
Incontinence (Mixed screening in men is lacking. Although several conservative and pharmacological interventions appear [35,70]
recommandations) potentially beneficial, the overall quality of evidence regarding optimal management strategies in older
adults remains low, highlighting the need for individualized clinical assessment rather than broad
systematic screening approaches.
Current guidelines do not recommend universal screening for cognitive impairment or neurocognitive
Neurocognitive Targeted.screening disorders in asymptoma.tic (.)lc'ier adults, inc'h}ding thosg presentir}g only rigk factors. However, clinicians
disorders (Mixed are encouraged to remain vigilant for cognitive complaints, functional decline, behavioral changes, [36]
recommandations) medication management difficulties, or concerns raised by relatives or caregivers. When clinical suspicion

is present, further validated cognitive and functional assessment is recommended.
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Targeted screening

Some guidelines recommend dysphagia screening in all adults aged 80 years and older, as well as in adults
aged 65 years and older presenting suggestive symptoms, neurological disease, frailty, or other specific risk

Dysphagia Mixed . . L . ; L . 71
ysphag recom(man dations) factors. However, despite growing recognition of dysphagia as an important geriatric issue, evidence [71]
regarding the real-world effectiveness of systematic screening program implementation remains limited.
Targeted screening  Current recommendations do not support universal oral health screening in asymptomatic older adults.
Oral health (Mixed However, targeted screening is encouraged in older adults presenting frailty, malnutrition, functional [72]
recommandations) decline, or other health vulnerabilities.
Current evidence does not support systematic screening for non-cancerous skin lesions in primary care,
. except in specific clinical contexts such as diabetes-related foot complications. Regarding skin cancer, the
. . Targeted screening . o . . . o
Skin lesions (Mixed USPSTF concluded that evidence remains insufficient to recommend population-wide screening in (73]
(ulcers, cancers) . asymptomatic adults. Similarly, Canadian recommendations favor targeted approaches focused on
recommandations) . 7. . . . L . o Lo . .
individuals at high or very high risk, including self-examination or specialized dermatologic surveillance
when appropriate.
Current evidence does not support large-scale systematic screening for orthostatic hypotension in older
Orthostatic Targeted screening  adults. However, targeted screening for neurogenic orthostatic hypotension is recommended in selected
hvpotension (Mixed higher-risk populations, including individuals with neurodegenerative disorders associated with autonomic [74]
yp recommandations)  dysfunction, unexplained falls or syncope, peripheral neuropathies, frailty, polypharmacy, or postural
dizziness and related symptoms.
Tareeted screenin A limited number of publications encourage clinicians to address sexual dysfunction in older adults,
Sexual & (Mixed & particularly in the presence of chronic disease, medication use, urinary symptoms, or post-menopausal (75]
dysfunction recommandations) genitourinary symptoms. However, evidence remains insufficient to support the implementation of large-
scale systematic screening programs in primary care settings.
Multiple screening tools, tests, and measurement instruments have been proposed for frailty assessment in
: older adults. International guidelines published in 2019 recommend universal frailty screening using a
. Inconclusive . . . . RN .
Frailty recommendations validated instrument, followed by a more comprehensive clinical assessment in individuals screening [76,77]
positive. However, these recommendations provide limited guidance regarding the optimal age to initiate
screening, screening frequency, or the expected clinical benefits of large-scale implementation.
. . No specific recommendations support systematic screening exclusively targeting functional impairment in No specific
Functional Inconclusive . . : . Sy
. . . older adults. Rather, functional deficits are generally assessed as part of broader frailty screening guideline
impairment recommendations o . s . .
approaches or within comprehensive geriatric assessment frameworks. identified
. No specific
Nausea and Screening not . . . S o . .
c Current evidence does not support universal systematic screening in geriatric populations. guideline
vomitting recommended ; .
identified
. Screening not Although a substantial body of literature exists regarding diagnostic testing and management strategies for
Sleep disorder 5 & y & & A1ag & 5 & [78]

recommended

sleep disorder, current evidence does not support universal systematic screening in geriatric populations.
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Loneliness and

Screening not

Although a substantial body of literature exists regarding diagnostic testing and management strategies for

i1 . loneliness and social isolation, current evidence does not support universal systematic screening in [79]
social isolation recommended L .
geriatric populations.
Screening not Although a substantial body of literature exists regarding diagnostic testing and management strategies for
Caregiver burden recommei ded caregiver burden, current evidence does not support universal systematic screening in geriatric [80]
populations.
Pain Screening not Although a substantial body of literature exists regarding diagnostic testing and management strategies for (81]

recommended

pain, current evidence does not support universal systematic screening in geriatric populations.

Peripheral sensory
loss

Screening not
recommended

Current evidence does not support universal systematic screening in geriatric populations.

No specific
guideline
identified

Speech disorders

Screening not
recommended

Current evidence does not support universal systematic screening in geriatric populations.

[82]

Screening not

Delirium is a geriatric syndrome primarily encountered in acute-care hospital settings rather than in
primary care. Consequently, no systematic delirium screening should be conducted in community-based

No specific

Delirium : . . . . - : uideline
recommended primary care settings. However, a recent episode of delirium should raise suspicion for an underlying i%len tified
neurocognitive disorder and prompt further cognitive assessment when appropriate.
. . . . . . . . . No specific
Constination Screening not Although a substantial body of literature exists regarding diagnostic testing and management strategies for uigljeline
P recommended constipation, current evidence does not support universal systematic screening in geriatric populations. igden tified
- . No specific
Dizziness and Screening not . : . o I . 1
. Current evidence does not support universal systematic screening in geriatric populations. guideline
vertigo recommended ; .
identified
. No specific
Screening not . . . o - . ST
Syncope Current evidence does not support universal systematic screening in geriatric populations. guideline
recommended . .
identified
. No specific
. . Screening not . . . o - . Sy
Failure to thrive Current evidence does not support universal systematic screening in geriatric populations. guideline
recommended identified

Note: This table summarizes selected clinical practice guidelines and preventive care recommendations identified through the targeted rapid review conducted to inform the

development of the XYZ-tool. It does not represent an exhaustive systematic review, a formal appraisal of guideline quality, or an independent grading of the underlying evidence.
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(a) Visual and Hearing Acuity
Primary care clinicians are not expected to perform formal visual
screening using tools such as the Snellen chart but should ensure that
patients regularly consult a vision care professional, such as an
optometrist [60]. Regarding hearing, screening is universally
recommended by the World Health Organization [56].

(b) Psychological Well-Being
This includes screening for depression and the risk of abuse. Although
the literature remains inconclusive as to whether systematic
screening should be implemented in primary care [67-69,83,84], these
domains are generally considered central to healthy aging, despite the
complexity associated with their assessment and management.

(c) Balance and Fall Prevention
Fall-risk assessment and prevention are among the best-supported
geriatric preventive interventions [57].

(d) Nutritional Status
Weight loss, whether voluntary or involuntary, has a major impact on
all aspects of physical functioning and is an important determinant of
frailty [61].

Other conditions specific to the geriatric population, such as cognitive
impairment, orthostatic hypotension, urinary incontinence, loss of
independence, or the ability to drive, should be assessed on an
individualized basis, according to each person’s specific risk factors,
rather than systematically [36,70,74,85].

From Screening to In-Depth Assessment: A Pragmatic Approach

When a geriatric syndrome is identified using the XYZ-tool, a positive
result should not be interpreted as a diagnosis in itself, but rather as a
signal prompting further investigation. This step opens the door to
interdisciplinary collaboration, for example through cross-referrals
among physicians, nurses, social workers, or other professionals available
in the local care setting. Where resources permit, patients in whom frailty-
related factors are identified should be referred for a comprehensive
geriatric assessment [86].

However, the distribution of healthcare personnel remains uneven
across geographic regions. Some more remote areas lack access to
specialized professionals. To address this reality, the XYZ-tool offers
practical aids designed for primary care clinicians enabling them, when
needed, to conduct a more in-depth assessment of priority issues
themselves when a geriatric syndrome is suspected (Red circle).

The XYZ-tool also includes support materials for patients and their
families, designed to inform them of relevant, scientifically validated
resources adapted to an appropriate literacy level, particularly when risk
factors are identified (Blue circle).
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Outlook and Next Steps

The XYZ-tool is currently being evaluated through a pilot
implementation study in French-speaking primary care settings, focusing
on acceptability and feasibility among clinicians, patients, and caregivers.
The study received research ethics approval but was not prospectively
registered. As it is not a clinical trial and this Viewpoint does not report its
methods or findings, the study will be described in a separate publication.

In parallel, a separate protocol has been developed for the English
translation and cross-cultural adaptation of the XYZ-tool and will also be
reported independently.

Another priority is to develop and validate rapid, feasible methods to
help primary care clinicians identify an older adult’s current aging profile
and likely trajectory during routine encounters. Such methods would
support more consistent application of profile-based preventive
recommendations.

Longer-term research will be required to evaluate the tool’s
effectiveness and impact on healthcare utilization, as these outcomes may
take several years to measure rigorously. This timeframe should not
preclude its phased implementation and continued evaluation as a
potential response to the need for more structured and individualized
preventive care for older adults.

Limitations of the XYZ-Tool

The XYZ-tool is intended to strengthen and better coordinate
preventive care while building on effective practices already in place. Its
design recognizes the time pressures of primary care and emphasizes the
judicious prioritization of feasible, high-value interventions, consistent
with Choosing Wisely principles [87]. Clinicians who already use other
structured preventive approaches need not abandon successful workflows;
instead, the XYZ-tool may complement and enhance them by providing a
shared, evidence-informed framework that accounts for different aging
profiles.

Furthermore, the XYZ-tool is not an end in itself, but a means of
structuring and coordinating the delivery of preventive care for older
adults in primary care. Existing care pathways for patients with chronic
diseases or loss of autonomy remain highly relevant and should be
maintained [88,89]. The tool is designed to complement these trajectories,
not to replace them, by supporting a more structured and coherent
approach to prevention within the broader continuum of care.

CONCLUSIONS

Preventive care in older adults cannot be reduced to a uniform, age-
based approach. The heterogeneity of aging trajectories calls for a shift
away from routine screening for geriatric syndromes regardless of
individual risk, toward a more nuanced, individualized, and context-
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sensitive approach. In primary care, where time and resources are limited,
the challenge is not to do more, but to do what matters most. This requires
prioritizing interventions with a meaningful likelihood of benefit while
avoiding tests, treatments, and procedures whose expected benefits are
limited or whose burdens and risks may outweigh their value.

The XYZ-tool proposes a pragmatic framework to support this shift. By
distinguishing between levels of intervention based on aging profiles and
prioritizing measures with meaningful clinical and functional impact, it
aims to reconcile the complexity of geriatric care with the realities of
primary care practice. Beyond the tool itself, this work invites a broader
reconsideration of how preventive care is conceptualized and delivered to
older adults.

Moving forward, efforts should focus on refining, validating, and
integrating such approaches into clinical workflows, while ensuring that
preventive care remains relevant, individualized, and equitable for older
adults.
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