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Abstract 

World becomes more and more elderly; on the other hand, obesity is on the rise. The frequency 

of obesity is exceedingly high in geriatric individuals and it is associated with many diseases 

as well as leading to a decrease in quality of life and disability in the elderly. The aim of this 

study is to compare Comprehensive Geriatric Assessment of geriatric obese and non-obese 

patients. 39 normal weight and 41 obese patients who applied to Geriatric Clinic for various 

reasons were included in the study. Basic activities of daily Life, instrumental activities of daily 

living, Tinetti balance and gait assessment, time up and go, mini mental state examination, mini 

nutritional assessment, Yesavage geriatric depression and Pittsburgh sleep quality indices tests 

were applied to the patients and also gait speed and hand grip strength of each patient was 

determined. Consequently, obese elderly patients were found to be deteriorated in some 

physical abilities and functions which are needed to maintain daily life such as gait and 

balance, muscle strength, certain daily life activities and mood and sleep quality compared to 

normal weight. 
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functional disability and even early deaths 

Elderly period of the life with its all 

difficulties is the most challenging issue 

facing the medicine. As many regressions in 

all physiological systems are encountered 

during this period, the most correct advices 

should be provided for elderly individuals 

and the best treatment approaches should be 

exhibited. Obesity can cause morbidity, 

as a global problem that can be seen in all 

age groups, in all developed and developing 

countries. Obesity is already defined as 

excess body fat which might result in many 

diseases and even premature death of 

individual. Obesity is related to several 

diseases including diabetes mellitus, 

hypertension, dyslipidaemia, coronary 
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artery disease, heart disease and stroke, 

osteoarthritis, breathing problems such as 

sleep apnoea and some cancers. It is very 

well known that the risk of death because of 

all causes increases as an individual moves 

towards peak of the range of moderate to 

severe obesity (1). Besides, it reduces life 

expectancy, obesity decreases the number 

of years to be lived without cardiovascular 

diseases (2). Approximately, 32% of adults 

in USA are obese, 20% of them are obese in 

Canada and it is 30.5% in Turkey (3-5). The 

prevalence of obesity has been steadily 

increasing among older age group in both 

developed and developing countries. 39.3% 

of individuals aged 65 and above are 

displaying abdominal obesity in Turkey and 

nearly 80% percent of them have a waist to 

hip ratio beyond acceptable range 

determined by World Health Organization 

(WHO) (6). 

The aim of this study is to comprehensively 

compare the obese and non – obese elderly 

individuals by using certain assessment 

tools which are uniquely applied in 

outpatient clinics, hospitals, and nursing 

homes. Older adults are already under the 

effect of many medical, psychiatric, or 

social troubles. Most probably, obesity 

furnishes elderly individuals with some 

additional adverse outcomes independent of 

already present medical, psychiatric, or 

social circumstances. 

 
Method 

39 normal weight and 41 obese male elderly 

patients who applied to geriatric outpatient 

clinics for various reasons were included in 

the study. The study with a research 

protocol number of 296 was approved by 

the Gaziantep University Local Research 

Ethics Committee. Basic activities of daily 

life (BADLs), instrumental activities of 

daily living (IADLs), Tinetti balance and 

 

gait assessment, time up and go, mini 

mental state examination, mini nutritional 

assessment, Yesavage geriatric depression 

and Pittsburgh sleep quality indices tests 

were applied to the patients and also gait 

speed and hand grip strength of each patient 

was determined. Whether the descriptive 

statistical values in two groups are normally 

distributed or not was revealed before each 

comparison. All descriptive statistics were 

found to be normally distributed and 

expressed as mean ± standard deviation. 

Student t test was used for comparisons of 

normally distributed descriptive values. 

Two sided values of p<0.05 were 

considered as statistically significant. 

 
Results 

There was no statistically significant 

difference between two groups in terms of 

age and gender. Basic activities of daily life 

(BADLs), mini mental state examination 

(MMSE) and mini nutritional assessment 

test scores also displayed no significance. 

Waist circumferences, hip circumference, 

mid – upper arm circumference and body 

mass index scores were noteworthily higher 

in obese group, as it is readily expected. Not 

surprisingly, non – obese group had better 

scores in other assessment tests (Table 1). 
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Table 1: General features and results of tests (p<0.05 is accepted as statistically different) 

 Non – obese (n=39) Obese (n=41) p 

Age 71.18 ± 6.02 71.54 ± 5.80 p>0.05 

Gender (M/F) 20/19 21/20 p>0.05 

Waist Circumference (cm) 97.57 ± 9.84 108.92 ± 8.60 p=0.001 

Hip Circumference (cm) 105.32 ± 7.35 118.65 ± 9.60 p=0.001 

Mid – Upper Arm Circumference (cm) 29.57 ± 2.31 33.00 ± 3.30 p=0.001 

Body Mass Index (kg/m2) 26.11 ± 2.59 33.49 ± 3.42 p=0.001 

Gait Speed (m/s) 0.88 ± 0.37 0.62 ± 0.33 p=0.002 

Hand Grip Strength (kg) 26.18 ± 10.45 18.26 ± 10.43 p=0.001 

Basic Activities of Daily Life 17.62 ± 4.50 21.58 ± 5.22 p>0.05 

Instrumental Activities of Daily Living 6.42 ± 1.26 5.68 ± 1.36 p=0.015 

Tinetti Balance and Gait Assessment 23.18 ± 4.15 20.43 ± 4.41 p=0.006 

Time Up and Go (s) 10.35 ± 4.83 13.24 ± 5.28 p=0.014 

Mini Mental State Examination 24.84 ± 4.73 24.80 ± 4.51 p>0.05 

Yesavage Geriatric Depression Scale 2.89 ± 0.51 4.68 ± 0.65 p=0.035 

Mini Nutritional Assessment 11.42 ± 2.45 11.05 ± 2.75 p>0.05 

Pittsburgh Sleep Quality Index 4.74 ± 2.35 7.24 ± 3.92 p=0.001 

 

Discussion 

There are many kinds of Comprehensive 

Geriatric Assessment tools each of which is 

prepared for different healthcare settings 

and to meet different needs, eventually to 

manage frail geriatric patients. In our 

study, obese and non – obese groups did not 

display any significance in terms of age and 

gender. But there were different scores 

worth mentioning here between groups 

when we use certain tools to assess geriatric 

patients. 

First, there was no difference between 

BADLs scores. However, BADLs tool is 

used to assess the most basic daily activities 

such as bathing, dressing, maintaining 

continence, toileting, grooming, feeding 

and transferring. However, mainly 

instrumental activities of daily living 

(IADLs) scores of individuals should be 

examined to consider someone has the 

ability of maintaining an independent 

household or not. Someone might be 

adequate in BADLs tool but cannot live 

independently in community. Mental 

goodness of individual is demonstrated by 

using IADLs. Individuals with mild 

cognitive impairment (MCI) who have 

impairments performing IADLs are more 

likely to develop dementia (7). Obese 

geriatric patients had poor IADLs scores in 

our study. In our study, non – obese patients 

could not have a mean score above 24. But 

obese patients have significantly lower 

scores than the non – obese patient. 

The autonomy and independence are 

substantial for every person. One of the 

most basic approaches to evaluate 

independence and physical frailty of an 

elderly is undoubtedly measurement of gait 

speed. The mean gait speed of non – obese 

elderly individuals in our study was 

comparable to previous studies (8). The gait 

speed of obese group was significantly 

lower than non – obese group. Some 

scientists propose grip strength as a 

biomarker of present health status of an 

elderly because there is a strong association 

between hand grip strength and strength of 

other muscles in the body and how 
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influential the muscle actions of an elderly 

individual (9). As it could be expected, 

hand grip strength of obese elderly 

individuals was significantly lower in our 

study. 

Fall prevention is also a substantial issue for 

management of geriatric patients in clinical 

practice. Tinetti balance and gait 

assessment tool provides the most precious 

fall risk evaluation in the elderly (10, 11). 

According to this test tool, individuals score 

24 and above are considered to have a low 

fall risk. Those of individuals score 

between 19 and 23 have a moderate risk and 

individuals score 18 or lower have a high 

fall risk. 

One of the other important testing tools to 

evaluate the fall risk of an individual is the 

time up and go test. Indeed, observation of 

gait quality of an elderly is a suggestive 

examination method in clinical practice. 

Most of the time, gait assessment is ignored 

in physical examination by practitioners, 

even when fall is a one of major complaints 

of a patient. The time up and go test consists 

of certain period evaluations. How much 

time an elderly individual needs to get up 

from a chair, walk 3 meters, turn back, and 

sit on the chair is inquired during the TUG 

test. Time less than 15 s is considered a 

plausibly low fall risk for that patient (12, 

13). In our study, both the obese and non – 

obese groups had  better  mean values than 

15 s. Indeed, non – obese group was 

significantly much better than obese group. 

Assessment of mental status, especially in 

patients with neurobehavioral disorders, 

provides valuable clues for both diagnosing 

and treatment. This assessment should be 

certainly following physical and 

neurological examination. The MMSE 

truly tests episodic memory and orientation 

of the patient. According to MMSE scores, 

there was no significant difference between 

groups, in our study. Mini mental state 

examination test is frequently used 

screening test for MCI diagnosis (14). 20 – 

22% of 71 year olds were reported as mild 

cognitive impairment (MCI) & cognitive 

impairment, no dementia, in the United 

States (15). Despite the fact that, mid-life 

overweight or obesity is a prominent risk 

factor prompting Alzheimer’s disease (AD) 

or vascular type of dementia, some studies 

propose no difference between cognitive 

functions of obese and non – obese people 

(16). Body mass index is alone a predictor 

of temporal lobe atrophy (17). Obesity, 

independent of any other risk factor, is 

known to increase the risk of MCI (18, 19). 

It doubles the risk of AD and mid-life 

obesity absolutely increase the risk of 

dementia in later life (20). However, there 

are also some studies displaying no 

association between obesity and dementia. 

In a recent retrospective cohort study, 

finding precisely contradicts the hypothesis 

that the mid-life obesity is proposed to lead 

to dementia in later life (21). 

Besides dementia, depression is also known 

to be prevalent among elderly individuals. 

Depression among the elderly aged 65 and 

above, with no previous history of 

depression is named as late-onset 

depression. With a progressively increasing 

old age population worldwide, diagnosing 

depression in older adults is extremely 

important, because they may display 

different symptoms than middle-aged 

individuals and need diverse treatment 

modalities. Also an association between 

obesity and depression has been frequently 

established (22). It is often proposed that 

social isolation due to stigmatization of 

obese individuals can prompt depression. It 

is found that increases in BMI result in 

increased depression days or days having 

had while an individual is being depressed 
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(23). According to our study, obese elderly 

adults were within the mild depression 

range of Yesavage depression scale, 

whereas non – obese elderly adults were in 

normal range. 

The mini nutritional assessment is an 

uncomplicated and extremely sensitive tool 

for nutritional screening and assessment 

(24). It particularly provides rapid 

assessment of nutritional status of the 

elderly in outpatient and inpatients clinics 

and nursing homes. With this test, elderly 

individuals who are in malnutrition or at 

risk of malnutrition can be determined. All 

participants in our study were below the 

range accepted as normal nutritional status. 

Mean of both groups were just below 12 

points which is accepted as lower border of 

the normal range and there was no 

significant difference between groups. 

It is also very well known that subjective 

sleep quality deteriorates with aging. 

Certain medical and psychiatric problems 

may contribute to that deterioration, too 

(25, 26). Obese elderly individuals in our 

study had obviously a poor sleep quality in 

comparison to non – obese ones. 

In our study, obese patients are obviously 

found to have a lower performance than non 

– obese ones in gait speed, hand grip 

strength, instrumental activities of daily 

living, Tinetti balance and gait assessment, 

Time up and go, Yesavage geriatric 

depression scale, and Pittsburgh sleep 

quality tests. The relationship between 

obesity and mortality and whether we 

should advice patient to lose weight in 

elderly period, have still carried on 

remaining controversial. There are studies 

implicating a U – shaped relationship 

between obesity and mortality in elderly. It 

is mostly found that obesity rather than 

overweight results in a moderately high risk 

of    mortality    in    elderly    period. Also, 

threshold value at which BMI confers 

increased mortality risk to the elderly is 

found to be higher than that of younger 

adults. This is considered as “obesity 

paradox” (27-29). In our study, it seems that 

the obesity readily reduces quality of life. 

 
Conclusion: 

At the end of a comprehensive geriatric 

assessment, some pathfinder findings 

which can be arousal for a practitioner who 

examine an obese elderly were obtained. 

Obesity results in some additional 

consequences which certainly decrease the 

quality of life in the elderly other than 

outcomes of any medical and psychiatric 

circumstances. 
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