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Abstract 

Background  Comprehensive geriatric assessment (CGA) is considered the gold standard approach to improving 
a range of outcomes for older adults living with frailty admitted to hospital. To date, research has predominantly 
focused on quantitative syntheses of the international evidence with limited focus on qualitative synthesis of stake-
holder perspectives. This review aims to resolve this research gap by identifying and synthesising qualitative studies 
reporting multiple stakeholders’ experiences of inpatient CGA.

Methods  A systematic search of five electronic databases was conducted. Qualitative or mixed methods studies 
that included qualitative findings on the experiences of CGA in an inpatient hospital setting from the perspec-
tive of healthcare professionals (HCP), older adults, and those important to them were included. The protocol 
was registered on PROSPERO (Registration: CRD42021283167) and the 10-item Critical Appraisal Skills Pro-
gramme checklist was used to appraise the methodological quality of included studies. Results were synthesised 
as a meta-ethnography.

Results  Eleven studies, which reported on the experiences of 153 HCPs, 91 older adults and 57 caregivers were 
included. The studies dated from 2011 to 2021 and three key themes were identified: (1) HCPs, older adults and car-
egivers report conflicting views on CGA as a holistic process, (2) most HCPs, but only some older adults and caregiv-
ers view CGA goalsetting and care planning as collaborative, and (3) all stakeholders value care continuity dur-
ing the transition from hospital to home but often fail to achieve it.

Conclusion  While HCPs, older adults, and caregivers’ values and ambitions related to CGA broadly align, their experi-
ences often differ. The identified themes highlight organisational and relational factors, which positively and nega-
tively influence CGA practices and processes in an inpatient hospital setting.
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Background
Population ageing has transformed the demand for 
health care worldwide. Older adults accessing acute hos-
pital care often present with multiple comorbidities, cog-
nitive impairment, polypharmacy, and functional decline 
[1, 2]. This accumulation of deficits is an indication for 
assessment of frailty [3], which is conceptualised as a 
state of increased vulnerability resulting from age-associ-
ated decline in physiological reserves [4] and is predictive 
of multiple adverse outcomes during hospitalisation [5–
7]. Comprehensive geriatric assessment (CGA) is con-
sidered the gold standard approach for hospital-based 
health care for older adults living with frailty [8]. CGA is 
a multi-dimensional therapeutic and diagnostic process 
that is focused on improving the quality of life and health 
outcomes of older adults living with frailty [9, 10].

To date, research conducted on the impact of CGA 
for older adults admitted to hospital has predominantly 
focused on quantitative syntheses of the international 
evidence. Compared to ‘usual care’, CGA has been shown 
to have positive effects on key clinical and process out-
comes [8, 11, 12]. The CGA process in hospital settings 
increases the likelihood of being alive and living at home 
at three to 12 months’ follow-up [8, 11], decreases the 
likelihood of admission to a nursing home at three to 12 
months’ follow-up [8, 12], and is associated with a reduc-
tion in functional decline at hospital discharge [12] and 
at six-month follow-up [11]. This primary focus on quan-
titative outcome measurement is further illuminated 
in findings from an umbrella review, which aimed to 
describe the key elements, principal outcome measures, 
and characteristics of the main beneficiaries of inpatient 
CGA [13]. Of the 13 systematic reviews included, only 
two included patient reported outcome or experience 
measures such as quality of life or active listening. Given 
that CGA is underpinned by a person-centred approach 
to care [14], the authors recommended greater inclusion 
of patientreported outcome and/or experience measures, 
which may guide healthcare professionals (HCP) in re-
focusing assessment and intervention processes around 
older adults’ priorities and preferences.

Optimisation of CGA delivery across different patient 
populations with multiple comorbidities was identified as 
one of the top 10 research priorities by older adults and 
those important to them in a recent James Lind Alliance 
Priority Setting Partnership [15]. Qualitative research has 
identified important contradictions between the aims 
of CGA and patients’ experiences, for example, a study, 
which explored older adults’ experiences of CGA in an 
outpatient setting, revealed a dominant focus on illness 
symptoms and limitations related to ageing [16]. It is 
increasingly important to understand older adults’ per-
spectives as international healthcare systems continue 

to evolve and reconfigure to meet increased demand for 
resources [17–19].

A number of qualitative studies exploring the expe-
rience of CGA in an inpatient hospital setting from the 
perspective of multiple stakeholders have been published; 
however, to our knowledge, no qualitative evidence syn-
thesis has been completed on the topic. Our study aims 
to: (1) systematically search the qualitative literature to 
identify studies exploring HCPs, older adults and those 
important to them experiences of CGA in an inpatient 
hospital setting, and (2) perform a meta-ethnography to 
synthesise the included studies with a view to developing 
new insights reflective of all stakeholders’ experiences.

Methods
Design
A meta-ethnographic synthesis, informed by Noblit and 
Hare’s [20] seven-phase process of the qualitative evi-
dence was selected to move beyond aggregation and 
description of the evidence to engagement in interpre-
tative analysis and generation of new insights [21]. The 
eMERGe guidelines [22] were adhered to in the conduct 
and reporting of this meta-ethnography with a completed 
checklist presented in Additional file 1. The original pro-
tocol for the synthesis was registered on PROSPERO 
(CRD42021283167).

Search strategy
A systematic search of five electronic databases 
(CINAHL, PsychArticles, PsychInfo, MEDLINE, Social 
Sciences) was completed using “geriatric assessment” and 
“qualitative research” as keywords alongside exploded 
subject headings in May 2023; no limit was placed on 
date of publication. These databases were selected for 
inclusion of qualitative studies and health research. We 
only included peer-reviewed publications i.e., grey litera-
ture and abstracts were excluded, and studies were lim-
ited to those published in English. The search string can 
be found in Additional file 2. References generated from 
the search strategy were exported into Endnote X9 soft-
ware and duplicates deleted. Reference lists of included 
studies were searched for additional papers.

Eligibility criteria
We included studies that used recognised qualitative 
methods of data collection and analysis, which reported 
the experiences and/or perceptions of stakeholders 
involved in CGA within an inpatient hospital setting. 
Stakeholders included HCPs, older adults, and those 
important to them e.g., family members and/or caregiv-
ers. The definition of CGA described by Parker et al. [13] 
as a ‘multidimensional, multidisciplinary process, which 
identifies medical, social and functional needs, and the 
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development of an integrated/co-ordinated care plan 
to meet those needs’ was used as the reference standard 
when determining the eligibility of studies for inclu-
sion. Studies that used mixed methods where qualitative 
data could be extracted were also included. Studies that 
described CGA within an inpatient surgical, psychiatry, 
or long-term residential setting were excluded due to 
the expected differences in recovery trajectory and thus 
experience of hospitalisation.

Screening
Two reviewers (ÍO’S and KR) independently conducted 
title and abstract screening against inclusion criteria. 
Disagreements were resolved through discussion and 
consensus with a third reviewer (CF), where necessary. 
Full text articles were independently screened by two 
reviewers (ÍO’S and KR) for final decisions regarding 
inclusion, with disagreement resolved by consulting a 
third reviewer (CF).

Quality appraisal
The 10-item Critical Appraisal Skills Programme (CASP) 
checklist was used to appraise the methodological quality 
of included studies [23]. The CASP tool is widely used in 
healthcare-related qualitative evidence synthesis [24, 25] 
and is endorsed by the Cochrane Qualitative and Imple-
mentation Methods Group [26]. Two reviewers (ÍO’S and 
KR) independently appraised the quality of each study 
with disagreement resolved through involvement and 
discussion with a third reviewer (CF).

Data extraction and synthesis
The qualitative synthesis was underpinned by the seven 
phases of meta-ethnography as originally developed 
by Noblit and Hare [20]. This is one of the most com-
monly utilised qualitative synthesis methods in health-
care research and is an iterative process, which focuses 
on the development of analytical rather than descrip-
tive findings [27]. Phase one, ‘getting started’, involved 
describing the gap in research and development of the 
research question followed by phase 2, ‘deciding what is 
important’, which focused on a systematic search of the 
literature and quality appraisal of included studies. In 
phase three, ‘reading the studies’, two reviewers repeat-
edly read the included studies to ensure familiarisation 
with the key concepts or metaphors before extracting 
first- and second-order constructs i.e. participant quotes 
and/or concepts developed by authors of primary stud-
ies, respectively, into NVivo 12 Pro software. Phase four, 
‘determining how the studies are related’ involved jux-
taposing concepts from each study against one another 
using a grid format, which served as the foundation for 
phase five, ‘translating the studies into one another’. In 

phase six, ‘synthesising translations’, a line-of-argument 
was synthesised from third-order constructs. The line-
of-argument is described as “making the whole into 
something more than the parts alone imply” [20]. In the 
current study, the whole refers to the experiences of CGA 
in an inpatient hospital setting from the perspective of 
multiple stakeholders. The final phase ‘expressing the 
synthesis’ was achieved through writing up the results for 
dissemination. Phases four through six were led by ÍO’S 
with critical feedback provided throughout by KR.

Results
Study identification
The literature search yielded 5,165 records. Following 
removal of duplicates, title and abstract screening was 
completed on 3,526 articles and 73 articles were selected 
for full-text critical reading (Additional file  3). Eleven 
studies recruiting 301 participants met inclusion criteria 
and were included in the meta-ethnography.

Descriptive characteristics of included studies
Table 1 outlines the details of the 11 included studies. The 
studies dated from 2011 to 2021; four were conducted 
in the United Kingdom [28–31], two in the Netherlands 
[32, 33], two in Sweden [34, 35], and one in Australia 
[36], Germany [37] and France [38]. With regards to 
population of interest, five studies were conducted with 
HCPs only [31, 33, 35, 37, 38], two included HCPs, older 
adults and caregivers [29, 36], three included both older 
adults and caregivers [28, 30, 32], and one included older 
adults only [34]. The 11 studies in this meta-ethnography 
reported on the experiences of 153 HCPs, 91 older adults, 
and 57 caregivers. The study with the smallest number of 
participants was Charalambous and colleagues (n = 8) 
[31] while the study with the largest number of partici-
pants was Harvey and colleagues (n = 61) [36]. All studies 
were conducted in an inpatient hospital setting with one 
study specifically focusing on the subspeciality area of 
oncogeriatrics [38]. While there was variation in the team 
composition and process of CGA across studies, nine 
studies reported a geriatrician-led model of care [28–30, 
32–37].

Quality appraisal
A summary of the results using the 10-item CASP tool 
for quality appraisal are presented in Table 2. Five of the 
11 studies exclusively employed qualitative methods [31, 
35–38], while six studies employed mixed methods [28–
30, 32–34]. Of note, three of the mixed methods studies 
were conducted alongside a randomised controlled trial, 
which evaluated the impact of CGA in an inpatient hos-
pital setting [28, 30, 34]. All 11 studies were clear in the 
aim of their research and the methodology utilised were 
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appropriate. Only four studies addressed the relation-
ship between researcher and participant [28, 30, 32, 37] 
and three studies provided an insufficient description 
of the data analysis process [32, 33, 37]. However, given 
the ongoing debate regarding the application of appraisal 
methods in the field of qualitative research [39], no stud-
ies were excluded on the basis of quality.

Synthesis
The analysis produced three themes (third-order con-
structs): (1) HCPs, older adults and caregivers report 
conflicting views on CGA as a holistic process, (2) most 
HCPs, but only some older adults and caregivers, experi-
ence CGA goalsetting and care planning as collaborative, 
and (3) all stakeholders value continuity of care during 
the transition from hospital to home but often fail to 
achieve it. An overview of each study’s contribution to 
the themes is outlined in Table 3.

Theme 1: Conflicting views on CGA as a holistic process
While there was consensus across HCPs about CGA as a 
holistic process to meet older adults needs, older adults 
and caregivers had varied experiences of CGA as holistic 
and weren’t always clear about the overall aim of CGA.

HCPs described CGA as enabling them to view the 
older adult as a whole and unique person with specific 
needs, wishes, preferences and resources across stud-
ies [29, 33, 35–37]. This approach ensured the focus of 
assessment and intervention was “less organ focused” 
[35] with greater emphasis placed on complex health 
problems and the interplay with functional abilities [29, 
35, 38]. HCPs also reported the importance of obtaining 
an understanding of the health event that precipitated 
admission as part of holistic consideration of the older 
adult:

“I think that this is one of our characteristics too, 
that we take in the whole person: How it was before 
(hospitalization), as this is really important for how 
we should think ahead.” [35].

Working as part of a multidisciplinary team (MDT) 
and collaborating with the older adult was described as 
a central tenet of CGA by HCPs that enabled a holistic 
assessment. Team working and collaboration with older 
adults was viewed as non-hierarchical [29, 33, 35, 37] and 
“overrunning traditional hierarchical profession-based 
structures” was described as a key feature of team interac-
tion [35]. Team working was enhanced by coordination 
and completion of joint assessments and use of struc-
tured proformas [29, 35, 37], which made it possible to 
include various perspectives and interpretations of the 
information yielded by CGA:

“I think that’s partly the advantage of using multi-
ple pairs of eyes to assess the patient. It’s often only 
by taking into account different types of information 
that you find the right way to the patient.” [37].

HCPs described a style of team working that built on 
the varied disciplinary skills and expertise [29, 33, 35, 37, 
38] and, in some instances, used a more distributed form 
of leadership and responsibility than the traditional gen-
esis of the CGA [29].

One contrasting HCP account was presented in a 
study focused on oncogeriatrics where cancer specialists 
reported consulting with geriatricians regarding medical 
decisionmaking; however, challenges such as geriatri-
cians having a less important, ambiguous and constantly 
negotiated position in teams led by medical oncologists 
were also noted [38]. In another study, a suboptimal 
electronic documentation system was seen by HCPs as 

Table 3  Contribution of included studies towards themes

Citation Conflicting views on CGA as a 
holistic assessment process

Most HCPs but only some older adults 
and caregivers experience goalsetting 
and care planning as collaborative

All stakeholders value care continuity 
during the transition home from 
hospital but often fail to achieve it

Åberg et al. 2017 [35] X X X

Busetto et al. 2017 [37] X X X

Charalambous et al. 2016 [31] X

Darby et al. 2020 [30] X X

de Vos et al. 2016 [33] X X X

Gardner et al. 2019 [29] X X X

Harvey et al. 2017 [36] X X X

Mäkelä et al. 2020 [28] X X X

Ribbink et al. 2021 [32] X X X

Sifer-Rivière et al. 2011 [38] X X X

Westgård et al. 2019 [34] X X
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unreliable and inefficient and created a barrier to MDT 
cooperation [37].

Older adults and caregivers also experienced CGA as 
holistic, inclusive, and person-centred in some studies 
[29, 32, 36] with CGA credited as playing a critical role in 
the management of complex needs:

“…they listened and they treated the whole person 
not just her actual thing that she went in for.” (Car-
egiver, male) [36].

Accounts demonstrated ways that holistic assess-
ments had been perceived to lead to direct interventions 
delivered by HCPs including management of medi-
cal problems, medication reconciliation, and restora-
tion of functional abilities [29]. For some older adults a 
medically focused assessment encompassing diagnostic 
investigations, a physical examination and subsequent 
monitoring of medical stability aligned with their expec-
tations of CGA, with reports suggesting that they valued 
this approach:

“I was told I would have X-rays, I would have blood 
taken, I would have examinations. . to discover what 
problems I have. Which is what it is all about, really. . to 
throw up something that might provide a clue, to sort of 
make the situation better.” (Older adult, male) [29].

Three studies reported contrasting experiences of older 
adults and caregivers [28–30]. In one study, caregivers 
perceived that a physical examination dominated over 
broader dimensions of assessment, that they would have 
valued:

“I guess what I was expecting was for someone to see 
if. . there’s any additional help that can be offered. 
This was more on the medical side, just a couple of 
‘obs’ [observations], yeah, blood pressure and check-
ing the blood readings, sugar levels, that’s it.” (Car-
egiver, female) [29].

In the further two studies, older adults and caregivers 
reported a nebulous understanding of the overall aim 
of CGA [28, 30] and did not recognise it as a process 
of assessment and planning that involved them or was 
holistic. Perceptions of assessment and treatment were 
reported to be limited to “just monitored and observed” 
[30] during their period of hospitalisation. This state-
ment was further illuminated in the reported experience 
from an older adult when asked specifically about his 
treatment:

“Well, nothing really. Just monitoring. Just had obser-
vations every hour or so, blood pressure, being dia-
betic they come and took my erm sugar level every 
now and again, examined me two or three times, 

but, never had any medication other than my tablets 
which I took in with me.” (Older adult, male) [30].

Caregivers also reported prompting HCPs to complete 
aspects of functional assessments, for example of their 
relative’s mobility and activities of daily living (ADL) [29].

Furthermore, discrepancies were reported between 
HCPs assessments and caregiver observations with an 
insufficient acknowledgement of concerns by HCPs:

“I say, ‘He’s still confused, because he said some 
strange things to me’, and [the nurse] says, ‘Well, we 
haven’t noticed that’.” (Caregiver, male) [28].

Theme 2: Most HCPs but only some older adults 
and caregivers experience goal‑setting and care planning 
as collaborative
This theme focuses on HCPs, older adults, and caregiv-
ers experiences and appraisal of participation in rela-
tional dimensions of CGA such as goalsetting and care 
planning.

HCPs viewed goalsetting as a central component of 
CGA and described the importance of early involvement 
of older adults and their caregivers in the process, which 
helped direct interventions delivered by all team mem-
bers [33, 35, 37].

‘The more and the earlier we can inform the patient 
and inform the relatives, the calmer things get, the 
easier it is to work undisturbed and the more effec-
tive we can be …” [35].

The term “perspective-integration” illustrates HCPs 
description of including older adults needs and prefer-
ences together with assessment findings in the goalset-
ting process [35]. One study described use of the “Goal 
Attainment Scaling” plan, which ”assisted in formulat-
ing individual goals, developing a personalized treat-
ment plan, monitoring both the patient‘s and informal 
caregiver’s progress and adjusting the interventions in a 
timely manner as necessary” [33]. While HCPs aspired 
to involve older adults in goalsetting in one study, they 
described difficulties achieving, this with reports high-
lighting the absence of older adults when creating goals 
at MDT meetings [35]. HCPs also reported factors such 
as cognitive impairment and medical instability as bar-
riers to actively involving older adults in goalsetting and 
care planning. However, cooperation between all HCPs 
and regular involvement of caregivers in the care process 
compensated for the loss of the older adult as the primary 
conduit of information, due for example to cognitive or 
language deficits [35, 37].
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One study, which focused on nurses’ experiences of 
documentation related to the CGA process for sharing 
with other HCPs reported feelings of exasperation over 
the excessive amount of time required to complete doc-
umentation and CGA care plans, which impacted their 
available time to directly interact with older adults [31]. 
A different experience of documentation was described 
in another study, where documentation was seen to make 
a positive contribution to the process of care planning 
when explicitly shared between older adults, caregivers 
and HCPs [29].

Relational aspects of care through personal interactions 
with HCPs, and the role of rapport and humour, were 
valued by older adults [29], which shaped their experi-
ence of “feeling respected as a person” [34]. Reciprocity 
in relationships with HCPs enabled communication and 
participation in decisionmaking related to older adults’ 
needs and wishes:

“They asked and you could tell them what you were 
thinking or what you needed help with they said you 
can have help with this and that, and we said no we 
want to have help with this and that. It felt like they 
listened to us, and then we made a decision.” (Older 
adult, male) [34].

While older adults did not recognise the terminology 
of goalsetting as a component of CGA [29] they expe-
rienced a sense of enhanced confidence when HCPs 
reinforced their progress and achievements through sup-
portive interactions:

“Speech therapy. . I am practising, and the nurses on 
the ward they say, I can make myself clear to them. 
. sheer persistence on my part, determination.” [29].

However, in one study, caregivers perceived the goals 
set by HCPs as “too ambitious” and did not reflect older 
adults baseline level of functional abilities:

“He had a goal of walking 500 meters, whereas he 
could only walk less than 100 meters preadmission.” 
(Caregiver, male) [32].

Older adults described contrasting levels of involve-
ment in decisionmaking and information sharing per-
taining to care planning across three studies [28, 32, 34]. 
The words “an irreversible decision made by a doctor” 
illustrates the sense of feeling excluded from decision-
making in the study by Mäkelä and colleagues [28]. In 
another study, some older adults described feeling “mar-
ginalised” from participation in decisionmaking when 
they were given information by HCPs but not offered an 
opportunity to discuss concerns related to their medical 
status or organisational routines on the ward or when 

they were not engaged in communication, informed or 
“given the privilege to know what was going on” [34].

Limited opportunity to discuss concerns with HCPs 
regarding “coping with needs and risks” in the context 
of post discharge support was described as a source of 
anxiety for some caregivers [28, 29] and resulted in a per-
ception that care planning was unrealistic [28]. Some car-
egivers described an under appreciation by HCPs of the 
“hidden” support they provide, which was key to enabling 
older adults return home following hospital discharge:

“They were happy that [my mother] could cook for 
herself and clean and get herself up, which is all fine, 
except she can’t because she relies pretty much on 
me. . she assumes I’m not included in what you call 
‘help’.” (Caregiver, male) [29].

Caregivers also described concerns regarding a lack 
of bidirectional communication where HCPs had not 
approached them during their relatives inpatient admis-
sion, including instances where a discharge plan was 
made without their involvement [29]. However, caregiv-
ers in one study expressed reluctance to challenge HCPs 
if their concerns were not acknowledged:

“You don’t like to interfere and you don’t like to be a 
nuisance.” (Caregiver, female) [28].

Theme 3: All stakeholders value care continuity 
during the transition home from hospital but often fail 
to achieve it
This theme relates to the experiences of CGA in an inpa-
tient hospital setting, continuity of care, and the transi-
tion to home. While there was broad consensus across 
HCPs about processes and pathways that positively 
influenced these experiences, older adults and caregivers 
described heterogenous experiences of CGA across the 
continuum of care.

HCPs described striving for optimal continuity of care 
and seamless transitions from hospital to home [29, 33, 
35, 38]. Gardner and colleagues described referral to the 
“hospital at home” team as an expedited means of hos-
pital discharge while ensuring continuity of care through 
continued observation and assessment of the older adult 
in their home environment:

“. . we go on the basis of the assessment that fol-
lows CGA principles and the people that we tend to 
typically refer on. . are those. . who require a home-
based assessment following ‘discharge to assess’ prin-
ciples. . .” [29].
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Another study described the role of a “transfer nurse” 
who discussed and coordinated options for the “post-
discharge follow-up care trajectory” with older adults 
and their family as soon as a discharge date was deter-
mined by the team [33]. This aimed to minimise delays 
in the care process and promote a positive discharge 
experience.

Various fora for team coordination and coopera-
tion such as team conferences, board rounds, and ad 
hoc team discussions enabled the flow of informa-
tion between HCPs to be “synchronised” with respect 
to older adults’ progress and discharge plans [29, 33, 
35]. Prerequisites for effective and efficient team com-
munication were accessibility of team members to one 
another, open communication style, and staff continu-
ity [35]. Åberg and colleagues highlighted the impor-
tance of timely contact with caregivers and staff in 
municipality care to minimise potential delays in care 
processes and to ensure continuity in care and support 
[35]. A digital file transfer system in one study sup-
ported the patient transfer process from hospital staff 
to post-discharge care providers avoiding the need for 
faxes, phone calls etc. [33].

While HCPs described efforts to achieve continuity 
of care across the transition process in one study, they 
acknowledged difficulties including system pressures and 
“varying quality of information exchange between hospital 
and community sectors” [36]. In another study, research-
ers found no evidence of how HCPs mobilised or linked 
with community resources to optimise continuity of care 
or service provision following hospital discharge [37].

Older adults and caregivers also described inclusive 
processes, which facilitated a seamless transition from 
hospital to home [29, 36]. They valued information shar-
ing and personal contact with service providers who had 
a remit of bridging transitions and ensuring continuity of 
care between hospital and home [29, 36]:

“…they’ve been exceptional really, because today we 
went into my house and had a look. A nurse went 
with me…just to see what I had at home.” (Older 
adult, female) [36].

Other tailored strategies included pre-discharge fam-
ily meetings, home visits, provision of a written discharge 
summary, and provision of information about onward 
referrals to community services, which HCPs had 
actioned [29, 34, 36].

Conversely, the experience of planning for discharge 
home was described as an aspect of CGA that was fre-
quently associated with suboptimal communication and 
unmet needs by older adults and caregivers, with four 
studies reporting gaps in information provision regarding 
post discharge care and follow-up [28, 30, 32, 36]. Older 

adults described the ambiguity around the date of dis-
charge as disruptive in two studies [32, 36].

“Well the decisions about going home have been very 
staggered…one day it’s you’re going home and the 
next day it’s the next day…and all of a sudden now it 
was Wednesday.” (Older adult, male) [36].

Older adults and caregivers acknowledged the chal-
lenges and time constraints imposed by the inpatient 
hospital setting, which they recalled, was not conducive 
to establishing rapport with HCPs and occasionally hin-
dered their ability to engage in discussions regarding their 
health needs and discharge plan [29, 34]. Furthermore, 
older adults described a sense of feeling disempowered 
by inpatient hospital processes, which challenged their 
ability to engage in usual routines and ADLs [29, 30]:

"When you go into hospital they. . take the dosette 
box, and then they won’t give me the tablets out of it. 
And until the doctor prescribes them, you don’t get 
them. I’ve been awake at 1 o’clock at night, waiting 
for my tablets." (Older adult, male) [29].

The perception of an imperative to “empty beds” was 
felt by older adults during their period of hospitalisation, 
which they felt shaped the actions and decisionmaking of 
HCPs [28, 29]:

“They need to get you out, need the bed, and sud-
denly you’re gone and there’s things missing.” (Older 
adult, male) [28].

In one study, caregivers recalled a personal respon-
sibility to re-establish links with community services to 
mitigate against delays in follow-up due to gaps in infor-
mation provision from hospital staff to community ser-
vices, after hospital discharge:

“There always seems to be that lapse when people 
come out, there’s no coordination at all of various 
areas.” (Caregiver, male) [28].

Many caregivers in one study commented on the lack 
of written summaries provided at hospital discharge, 
where copies of discharge summaries were provided they 
were primarily viewed as communication between HCPs 
and did not address caregivers needs related to the trajec-
tory of the older adult’s health needs [28].

Older adults perceived they had ongoing health and 
ADL needs following hospital discharge [28, 30, 32, 36] 
and they expressed concerns about “continuing with a 
pattern of fluctuating symptoms and functional capa-
bilities” [28] despite receiving a CGA during their acute 
hospital admission. They described having unacknowl-
edged concerns about their overall health problems and 
timing of discharge home [28, 30], which older adults and 
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caregivers in one study, attributed to subsequent hospital 
readmission:

“The doctor came round, looked at the chart, and 
says, ‘Well, you can go home now’. I was just amazed. 
I came home, I couldn’t swallow anything. .The 
ambulance came out and they took me back.” (Older 
adult, female) [28].

Line‑of‑argument synthesis
The results of the studies reflect both a reciprocal and 
refutational synthesis. The incongruities and contradic-
tions outlined in third-order constructs can be explained 
by the contrasting experiences of CGA across the three 
stakeholder groups. HCPs,  older adults, and caregivers 
ambitions and values related to CGA often align. All three 
groups value care continuity, collaboration and shared 
decision-making. Their experiences of CGA differs how-
ever. HCPs experience CGA as enhancing holistic care, 
enabling involvement of older adults and caregivers in 
relational aspects of care and improving care continuity 
following hospital discharge. Some older adults and car-
egivers do report positive experiences of CGA; however, 
the predominant experience is lack of clarity about what 
CGA is, insufficient involvement in goalsetting and care 
planning, care discontinuity and unmet healthcare needs 
following hospital discharge.

Discussion
The current meta-ethnography has systematically 
reviewed and synthesised the literature on the experi-
ences of CGA in an inpatient hospital setting from the 
perspective of HCPs, older adults and those important 
to them. We identified three key themes: (1) HCPs, older 
adults, and caregivers report conflicting views on CGA 
as a holistic assessment process, (2) most HCPs, but 
only some older adults and caregivers, experience CGA 
goalsetting and care planning as collaborative, and (3) all 
stakeholders value care continuity during the transition 
from hospital to home but often fail to achieve it.

While HCPs described a personalised and multidimen-
sional approach to CGA underpinned by collaborative 
MDT working, older adults and caregivers described het-
erogenous experiences of CGA. A central tenet of CGA 
are MDTs who identify medical, psychosocial, and func-
tional needs and develop a coordinated and integrated 
plan for treatment and follow-up [40, 41]. However, three 
of the six studies conducted with older adults and car-
egivers reported a predominant experience of a medi-
cally focused assessment, which they broadly equated 
with diagnostic investigations and monitoring of medi-
cal stability [28–30] in contrast to HCPs descriptions 

of a holistic assessment. The disparate descriptions of 
CGA as a holistic assessment process across stakeholder 
groups may have been influenced by environmental and 
time constraints imposed by the acute hospital setting 
[28–30, 34, 36, 37]. A growing body of primary qualita-
tive research highlights the value of home-based CGA 
for community dwelling older adults [31, 42–44]. The 
home environment in contrast to the hospital setting is 
described as supporting rapport building between older 
adults and HCPs and studies have noted that older adults 
valued the additional time spent by HCPs conducting 
CGA in the home environment [43, 44]. Although evi-
dence to support the effectiveness of CGA in hospital 
settings is compelling [8], findings from this synthesis 
suggest there is further work needed to ensure a holistic 
assessment of older adults is realised.

We found that while all stakeholders share similar 
ambitions and values with respect to relational aspects 
of CGA, this is not always reflected in older adults or 
caregivers’ experiences and often resulted in lack of 
understanding around goalsetting and coherence in care 
planning. Findings from our synthesis on lack of older 
adult and caregiver involvement in goalsetting reflects 
findings of the Cochrane review of 29 randomised trials 
on the effectiveness of CGA for older adults admitted to 
hospital, where less than half of the trials reported goal-
setting with older adults and caregivers as a key interven-
tion component [8]. Despite innovations in international 
healthcare systems seeking to expand the application of 
CGA [17, 18, 45], older adults and caregivers’ level of par-
ticipation in the management of acute illness and their 
interface with HCPs is not always recognised [46, 47]. 
Our findings draw parallels with those outlined in a scop-
ing review of 13 studies, which explored informal car-
egivers’ views on their perceived levels of involvement in 
collaborative discussions with HCPs [48]. Results found 
that HCPs do not always explicitly take into account their 
views, roles and responsibilities when collaborating with 
them. The construct of shared decision making is well 
established in the literature [49] and facilitates a style 
of healthcare communication between older adults and 
HCPs when decisions have to be made regarding desired 
care and preferred health outcomes [50]. Application of 
shared decision making to everyday CGA practices and 
processes has the potential to enhance older adults and 
caregivers’ satisfaction with CGA in an inpatient hospital 
setting.

HCPs outlined processes of care and pathways that 
aimed to positively influence care continuity during the 
transition from hospital to home; however, older adults, 
and caregivers descriptions largely reflected a sense of 
fragmented care and challenges pertaining to manage-
ment of fluctuating symptoms and functional abilities 
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following hospital discharge. The vulnerabilities and 
adverse outcomes older adults are exposed to during 
points of care transition are well established in the litera-
ture [51–53]. In keeping with the World Health Organisa-
tion’s vision for integrated care [54], CGA in an inpatient 
hospital setting has the potential to optimise successful 
transitions of care through enhanced care coordination.

Implications for research and clinical practice
In our meta-ethnography, only two of the six studies that 
were conducted with older adults included older adults 
with cognitive impairment [28, 30]. Given that up to 40% 
of hospitalised older adults have some form of cognitive 
impairment and are twice as likely to experience adverse 
events during hospitalisation such as sepsis, falls, or pres-
sure ulcers [55], future primary research studies should 
include this patient cohort to ensure their experiences of 
acute care and specific needs are sufficiently understood 
and met. A recent qualitative study of 18 families rep-
resenting seven older adults with cognitive impairment 
and 20 family members, reported a diverse range of acute 
care experiences, which vacillated between supportive 
and unsupportive hospital infrastructure and resources, 
comprehensive and fragmented integration of care pro-
cesses, as well as variable levels of person- and family-
centredness [56]. These findings corroborate the need 
for a deeper understanding of acute care processes from 
the perspective of older adults with cognitive impairment 
and their caregivers.

Findings outlined in our meta-ethnography elucidate 
the divergent accounts and experiences of inpatient CGA 
across the three stakeholder groups, which have impli-
cations for understanding the scope of CGA as well as 
system-wide innovations that translate evidence into 
practice. These divergent findings should act as a prompt 
for researchers to explore engagement in structured or 
unstructured observation of inpatient CGA practices and 
processes as an adjunctive qualitative research method 
[57] when carrying out prospective qualitative research 
on the subject area. By documenting fieldwork notes on 
commonplace practices through observations, research-
ers gain greater insight into the influence of the physical 
environment [58], which may augment or contextualise 
data collected through interview methods.

CGA is considered a person-centred process and is 
both therapeutic and diagnostic [9]; therefore, HCPs 
should focus on outcomes, which older adults consider 
meaningful [59]. Application of the standard set of out-
come measures developed and recommended by the 
International Consortium for Health Outcomes Meas-
urement [60] for older adults may assist HCPs in aligning 
assessment and intervention practices with older adults’ 
needs and preferences, thereby ensuring CGA remains 

person-centred. Furthermore, effective communication 
is bidirectional between older adults and HCPs; if either 
the older adult or HCP is unclear about the information 
conveyed, the quality of the care delivered is undermined 
[61]. By better understanding older adults’ preferences 
and perspectives regarding how their clinicians commu-
nicate and share information with them, HCPs can con-
tinue to improve their communication with their patients 
and those important to them [62].

Strengths and limitations
To the best of our knowledge, the current meta-ethnogra-
phy represents the first systematic review and qualitative 
synthesis of the existing literature focused on multiple 
stakeholder experiences of CGA in an inpatient hospital 
setting. The synthesis was methodologically robust and 
adhered to the 19 criteria outlined in the eMERGe meta-
ethnography reporting guidance [22]. Meta-ethnography, 
by design, is predicated on interpretative analysis rather 
than aggregative description of included studies; there-
fore, other researchers may have drawn different conclu-
sions from the data. However, to add scientific rigor to 
the process of derivation of third-order constructs, two 
reviewers (ÍO’S and KR) engaged with the primary stud-
ies included in the synthesis over a prolonged period of 
time. Furthermore, a numerical approach was applied to 
the analytic process whereby the number of studies con-
tributing to each third-order construct was noted. Con-
structs were illustrated through use of quotations, which 
reflected both the reciprocal and refutational translation 
of studies [63]. Comparable and conflicting accounts of 
reported experiences across stakeholder groups and stud-
ies were explored throughout, which is a key strength of 
meta-ethnographic synthesis [27].

However, our synthesis is not without limitations. We 
limited our inclusion criteria to English language studies 
only; therefore, additional published studies where Eng-
lish was not the chosen language may exist. All included 
studies were conducted in high income countries [64], 
which may limit generalisability to other international 
healthcare systems. Given that only 11 primary stud-
ies, reporting the experiences of 301 participants, across 
three stakeholder groups were included, underdeveloped 
theories and/or concepts may have been a feature dur-
ing phase six, ‘synthesising translations’. However, there 
is currently no consensus on what constitutes too few or 
too many studies in a meta-ethnographic synthesis [65].

Conclusion
This meta-ethnography synthesised the experiences of 
CGA in an inpatient hospital setting from the perspec-
tive of HCPs, older adults, and those important to them. 
While HCPs, older adults, and caregivers’ values and 
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ambitions related to CGA broadly align, their experiences 
often differ. The identified themes highlight organisa-
tional and relational dimensions of care, which positively 
and negatively influence CGA practices and processes. 
Findings underscore the importance of involving older 
adults and those important to them as partners across 
the continuum of care.
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