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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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ethnography
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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
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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
checKklist 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 (I0’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 (I0’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 (I0’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
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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 10’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=38)
[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



Page 4 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘paniodal Jou
uonisodwod wea|

"SISYIOM [BIDOS pUP
sysidelayy yoaads ‘sasinu
‘s1sidesay [eo1sAyd ‘s1s16
-ojoyaAsdoinau ‘sisidesayy
[PUOIIEANDDO JO BAISN|DU
wleal paj-Ueldlilelan

‘pa1edIpUl SB

1sidesayy ydaads pue
UBIDII3IP B 0} SS3D8 LIM
SIIOM [B1D0S ‘sisideiayl
|euoledna20 ‘sysidesayio
-1sAyd ‘syue3sisse asinu
'S35INU PaJa3sIBal JO dAIS
-N[DUI Wea) pajueldilelaD

‘pariodal Jou
a1s Apnis ay1 01 dypads
ssac04d YO 9y L

‘Buiuueld

318D Jaypiny pue sbupsaw
uleal 1e suoissndsip Jo
SISeq 9y} pawlioy sbuipuy
1UBWISSISSY sbupaawl
wea) Apjeem pue
SIUDWISSSSE pas|ple
-puUE3s UO SNJ0j B Yim
voD Aeutdidsipiniy
‘sainpadoid a1ed ayy
pasuanyul ya1ym qusied
4oea JO 218D 3y} 10} 3[qIS
-uodsal 4am SiagquisW
wea} oy1dads sassadold
218D 9AIIUAARId DlleWS)
-SAS U0 SN0 B Y1IMm
pa1ualio-|eob pue dAf}
->eold sem aled pue Jusw
-5S3SSY “UeLIeLab e AQ
pa| yoD Aleuldidsipisiu

SisAjeue JU1U0D
D[IBWIAY | MIIAISIUI PRIN}
-DNIIS-IWISS dAIRH[END

|apow
paseq (OWD) SaWodIN0
-SWISIURYDSW-1X21UOD
-M3IAJSIUI P2INIDONIIS
-IWUSS SAIRM[END

yoeosdde yiom
-9UlBl) D1PUISY | MIIAIIUI
dnoub snd>oy aaizenen)

‘spiem s|eudsoy ande ul
21D uosiad Jspjo ul
BupIoMm 3|1ym pasn uon
-BJUSWNJ0P 9Y3 SPJemo}
$9sINU pasa1sibal Jo
sadusRdxa 2y buipuels
-Iapun Aq pue|bu3 uj
1sni1 [eydsoy a1nde

2Uo Ul 31ed Jo Aljenb aya
109)Je Aew uoneIuSW
-N>0p MOY puelsIapun o

‘PIASIYDE 3q Ued
S3UWIOINO [eIDYaUS] AYM
pue uaym oiul sybisul
sapiroid [opoul a1ed
SLensb paresbaiul ue Jo
uopnedldde ay3 Jayiaym
a10|dxa 01 (7) pue
‘leyidsoy duielsb uew
-195) B 1B UO[USAIIUI
2Jed dleab paieib
-9}U[ Ue JO UolIeIuaU
-3|dwi ay1 3quos3p 01 (1)

‘9ANDadsIad weal
12SIPJ21UI U WOy
24ed dLelsb paseq
-leudsoy jo Aujenb aya
12puly Jo a1e|1oey

Aewl 1By} SI018} UO S|e
-uolssajoud a1ed yijeay Jo
suondadiad ay3 Apnis o]

(8=U) 3sInu paIa}
5169y 8 = U :3|dwes |e1o|

(z=U) asinu pasaisibay
(z=u)1s1deiayy [e2IsAYd
(€=U)
1516ojoydAsdoina (#=u)
1sidesayy jeuoliednddQ
(=u) 10100p [EDIPa

Gl =Uu:3dwes |pyo|

@Hc
mmScESﬂmmimnc
3sinu paiaisibay (=u
1s1desayrorsAyd (8=u
ueISAYd (€=U) Ja3Jom
[B120S (1 =U) uennsiqg

(¢ =u)1s1dessyy [euoned
-n20Q z¢ 2|dwes [e1o]

)
)
)
)

‘pue|bug Ul isniy [eydsoy
a1noe abue| e Ul spiem
uosiad Jap|o 2yl JO aled
-U1[eay [eDIPaW 31NdE U0
BuppIom sasinu paliaisibay

‘sasoubelp Jo abues e yum
sieaA G9 Z pabe synpe
J19p|o 01 a1ed buipiroid
[exdsoy o1ensb paq
-0S| e ul bupjom sje
-uolssajo.d aledyyjesH

's1eak G9 Z pabe synpe
19p|0 01 a1ed bulpiroid
(spaq 69) Spiem dLi1elab
1N0J 550108 BUIOM S|e
-uolssajold aledyijesH

wopbury pauun [1]
910¢ e 19 snoquuejeieyd

Auewisn
[£€] £10T e 3 onasng

uspamsg
[S€1 £10Z e3> biaqy

ssaxoud
V9D 3y} jo uondudsaqg

(sisAjeue

pue uo1d3||od ejep
‘saseyd ajdijnw yum
salpnis ul ubisap |jesano
0} s19y91) Abojopoyia|y

(s)wie yoseasay

9|dweg

uonejndod

Buines pue uoneynd

SoIPN1s papn|dUl JO Soiislialoeleyd w>_uQ_\_Um®D L 9|qelL



Page 5 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘pa3edIpul se

‘(3s1desayy jeuonednndo 1sid
-esayioisAyd) weay Aseurdin
-SIPINW B 01 PaLIajal 2I19M
S1UDIed "Wea) [BDIPAW pue
suepIsAyd Juelnsuod

sHun ay1 Aq papiroid
A]SUINOJ 1USWIIeS.) 9Y) 01
uonlppe ul (sisijerads
payljenb Ajjny Jo sasuien
JOIUDS 12YIR) JUDISSISSe
[e2IpaW dL1eLRb 1sjedads

Aunw

-WO0D 341 PUe JUN [EIIPSW
91N2e 9y} U2aM13q 228}
-191Ul 91 SSOIDB PAJSAIIPP
9q 01 ssad0ud YO ay1
Buligeus Jo wie ay1 yum
sjeuolssajold yijeay Auu
-NWWOD pue [eudsoy yim
pasiel| suepLIelab ay |
*S9DIAIDS AUUNUWIWIOD 151
-|er>ads pue ‘a1ed a1eIpaw
-131u] ‘218 Arewid yim
uosiel| 1o ‘bujuueid a1ed
2duerApE ‘abieYISIp Uy}
J2y1el uoissiwpe buipuaw
-W0231 A J0 DIUlD B UL IO
9WOY 1€ JUDWISSISSe
J2yuny :malaal bnup e
'S9soubeIp JO MIIASI B
apn|dul PINOd 34ed Yang
"K1eSS3D2U PaWaap Aoy}
91e2J91JE IO 24PD 918
-Ipawull [euonIppe Jo
AISNI]9P 343 91eUIpI00D 0}
pawie oym uepLie

-14ab e AQ palaAlRp YO

sisKjeue dljeuway |
MBIAIDIUI PAINIDNIIS-ILLIDG
ABojowa1s1da 1S1A1ONIS
-U0D) SPOYIaW PaXIN

'sueplielab woiy uon
-UAJR1UI [RUONIPPE DY)
BulAId3l JO 9dUBIRAXD

113y pue Ae1s 1un [esjpawl
91Nde Ue JO 3dUaladXd
J1a1ed jeudlojul pue Juaned
19p|0 2y} jo buipueis
-Japun yrdsp-uj ue uieb o

(9=u)
1anIbaIRD) (81 =U) }Npe
19p|0 v =Uu :9|dwes |e1o]

‘lexdsoy buipuane Jo
SINOY 7/ UIY)M Jun
[EDIPSW 31NJE Ue WOl
swoy Apdalip pableydsip
SI9AID31eD [eullojul

11341 pue S}Npe Jap|0

wopbury pauun
[0€] 0z0T "o 12 Agueq

ssadoud
VD) 9y1 jo uondunsag

(siskjeue

pue uod3||0d elep
‘saseyd ajdnnw yum
sa1pnis ul ubisap |jesano
01 s19)24) A6ojopoyray

(S)wie yoseasay

9|dwes

uonejndod

BHumas pue uonei)

(panunuod) L ajqey



Page 6 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘Pa1eDIPUI SE ‘SUBIDIBIP pUB
‘s3sidesayy jeuonednsoo
‘sysidelayiolsAyd ‘sisibojoyd
-Asd ‘sysuieiydAsd ‘sisbeuewl
958D 'S3SINU J3JSURIY 'SID
-jiom [edos ‘siauondeid
95INU ‘2182 dl1elab Ul
paulesy sasinu ‘ueldisAyd

IanIbaled

[EWLIOjUI O} JUSUIIR3I} pUe
poddns jo uoisiroid pue
Buneaw Aseurdidsipiinw
AP{23MIQ 'S10128) YSII pue
AM|IgeI2UINA SSNDSIP 0}
S9AIIe|2J pue Juaied Yum
UOI1R}|NSUOD ‘BUl23p
[BUOIIDUNY 1O} SI01DR)

S JO JUSWISSISSE ‘UOIS
-SIUUPE J3)4e Y 81 UIYIM
st 3e Juaned jo uoiedy
-nuap! buipnppul aulpap
[BUOIIDUNY JO SUPWOP
|ed16ojoydAsd pue

[eos ‘[eaisAyd aya 1e
paulle SUORUSAIIUI
pajuslio-|eob jo ajpung e

sisAjeue dpewsay |
MB3IAISIUI PRINIONIIS

95N INOYLIM, [ensn se,

24ed Jl1elsb pue suldep
|euodUNy patejal-jeydsoy
$1964e1 YoIym ‘(dedeyd)
wielbold 21eD) UOIIRAI
-JB9Yy pUB UOIIUASI] 9y}
‘welbold [aAou e Jo
uonejusws|dul sy jo
SS9UDAIDY3 3y UO Bul

(L=u)as!

-WIS1U| (G =U) Ispes| wes|
(z=U) asinu Jajsuel|
(z=U) asinu dle

siesh 0/ 2 pabe synpe
J9p|0 J0j uUN dl1eusb
Pag-z¢ e yum jendsoy
|euoibal pag-Ost ul
Buriom sjeuols

HVENEMEN

awoy bujsinu ‘uelIeLD SI910 deDaYd 2yl WSS spoyIaw paxipy  -1oedwl s10108) Ajiuspi ol -1490) 0| =u 3|dwes [e1o| -s9j01d a1edY1|BaH [€€]1 /10T '|e 19 SOA 2P
(siskjeue
pue uo1d3||od eyep
‘saseyd ajdnnw yum
ssadoud saipnis ul ubisap |jesano
VDD ay1jo uondudsag 01 s19)34) Abojopoylsy (s)wie ydieasay 9|dwes uonejndod Humas pue uonei)

(panunuod) L ajqey



Page 7 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘SIDNIOM
[e120s pue sisidessy [euon
-edn>do ‘sisidesayroisAyd
'SJUBISISSE 9SINU ‘$3SINU
pa421s1621 JO dAISN|DUI
wiea) paj-ueiLiiens

‘paniodal Jou
wieal Ay)1eyy Jo uonisoduwod
‘[eudsoy ay3 Ul paseq wieal

Ajleuy e yum uepriepab
1UBYNSUOD P JO 21D

9y1 Joapun sem plem uoly
-ell|igeyal ay] :jeudsoy Auu
-NWWIOD ye1s HN by pue
sisidesayy [euonednodo
‘sysidelayiolsAyd ‘(9idoad
19P|O YIM BUIIOM JO 95U
-2dX Yum 9sInU Yiesy
[eIUSW B BuUIpN|DUI) ‘S3SINU
P213151631 JO SAISN|DUI Wiea)
paJ-UeLIeLRD UM JUSW

‘Buuued

9b.eydsIp paleuIpIo0d
pajowold pue spasu dyi
-2ds s)npe Jap|o Sy1 0}
palo|ie} 218D dANRI|IG
-eyaJ pue [e1DosoydAsd
'|EDIPAW UO PAsNI0} YO
Aseuydidsipninuw ay)
JUSWUOIIAUD PIRM
P31B2IPSP B Ul PRJIaAIIRQ
"3SN U 10U S| JUaWNd0p
YOO PISIPIEPUE]S i/ "S910U
piem Areurdpsipiynu
paJeYS UIYLIM S1USW
-ssasse oyidads-auldidsip
9139|dwod weal sy
‘lendsoy Ayunuwwo?) 'skep
G'1 Jouun ay1 ul Aels Jo
y1bus| abelane ue yum
‘UoISSILWIPE. 9Y1 INO
-ybnouys sisquisw

1AW $S01oB PaINqUISIP S
JUSUISSaSSE 91Nde dY |
“JUSAS Y1[eay 91Nnde 3y Jo
Buluuibag ayy Jesu Jo 1e
218D Jo 90e|d, a1e1d
-oidde ay1 1noge bupew
-uolsidap 01 bunnguiuod
Agaiay3 ‘syuanied 1ap|o 1oy
24ed Jo ue|d pue Jusul
-$59558 dAISUSYIdWOD
‘Alowin e spiaoid 01

11UN JUBWISSISSE [BD
-Ipaw e pue Jusuiledap
AKousbiawa pue usp
-150e U WoJy syusned
Ajpuap! weal ayl uun

sisAjeue
Jneway ] malniul dnolb
SN>0j pue PainNIdNIIS
-1was ubisap Apnis ased
|euipnyibuo) ‘A101eloldx3

POY19W IoMawelq
MIIAISIUI PRINIDNIIS-IUISS
Apnis ased aAljeled

"aled Asewud pue 91D
-eqns Uaamiaq Jajsueny
OUM S}NPE J9P|O JO SIOUD
-lJadxa uopIsuel} 218 Ay}
9q12sap 01 (7) pue ‘a1ed Jo
[9pow (INID) Juswabe
-Ue|\ pue uolien|enj
S11e1ID) BY1 DDURYUD O}
sKem Ajnuapl o] (1)

‘aled
Yeay Jo odA1 siy1 edusy
-9dxa oym sIaAIbaled pue
suaned pue 11 JSAISP oym
sjeuolssajold aledyieay Jo
9AI3adsIad ay) wouy
‘sBuIIes paseq swoy
-1e-|eydsoy pue jend

-soy ul pasioeld se

VDD 93 Jo A19AI|ap pue
1U31UOD ‘2IN1ONAIS AY3

(€z=u) Jeuols

-saj01d a1edyYRaH (61 =U)
J3nBRIRD) (61 =U) ynpe
19PIO 19=U 3jdwes [e10]

Ajuo 1oyod |endsoy uan
-edul 03 suenad ajdwes,
(6=u) [puoIS

-s3joid 21edY3jeaH (0L =U)
1an1631e)) (7| =U) }npe

'synpe
19p|0 01 31eD BULIBAIRP
sbumas aied Alewnd pue
|eudsoy ssouoe Buisiom
sjeuolissajold a1edyyesH
(¢) pue UuN (Y43d0) usw
-SS9SSY PUB UOIIel|IqRYSY
‘Uolen|eA3 sUosiad

19p|0 YIng-asodind
p=g-¢€ e 01 panjwpe
SIaAI631eD [eulIojUl

J13y1 pue snpe uap|o (1)

‘(dwoy

-1e-|eydsoy pue juajedul
[eudsoy) sjppoul 92IA19S
Bulfiea ssosoe yoo) bul
-I3NI]9P S|euoissajold a1ed
-UaeaH (2) pue ‘jendsoy
ANUNWWOD Pag-8i e ul
pJem uofeyl|iqeyai e 4o
UM JUDWISSISSY 9INdY
5U0SI3d Jap|O 01 paniuipe
SI9AID31eD [eullojul

eljjelsny
[0€] 2107 '|e 38 Aonsey

wopbury pauun

-SS9SSY 2INDY SUOSIad J9p|0  UBWISSaSsY s,2]doad 19p|0 -W0D) SPOYIaW PaXIN 3qUDSIP puR BUY3P O]  ISP|O 4L E=U B|dwies [p10]  J1dy1 pue synpe 1ap|O (1) 621 6107 '|e 12 Jlaupien
(siskjeue
pue uo1d3||od eyep
‘saseyd ajdnnw yum
ssadoud saipnis ul ubisap |jesano
VDD ay1 jo uondudsag 01 s19)34) Abojopoylsy (s)wie yoieasay 9|dwes uonejndod BHumas pue uonei)

(panunuod) L ajqey



Page 8 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘sysidelayiolsAyd pue syuey
-SISSe 9SINU ‘24ed dL1elab Ul
paulel} $35INU JO SAISN|DU
Wiea) paj-ueiLiensn

‘paniodal Jou
uolIsodwod wes|

“uoney|iqeyas pue
uolesljiqou AJies uo
SN0 e yum jualied
yoea Joj ueid aied e 31e|
-NuwiIoj 03 pasn pue sbul
199w weal Aleundipsipn
-INW Bulnp passnasip sem
¥9D 3y swisjgoud
[e120s pue [ed1bojoydAsd
‘leuodpuny ‘ledipaul

|B JO M3IAIDAO UB PIPIA
-01d pue uolssiupe uo

P=215NPUOD Sem YO a9y |

‘payiodal jou
SaIs Apnis 9y 03 dYid
-ads ssa20.d YO 3y

sisAjeue dpewsy |
MB3IAISIUL PRINIONIIS
WIS SPOYIDW PAXIN

K1oay1

$59301d UONES|[PULION
MBIIAIDIUI PRINIDNIIS
-1WSS SPOYIDUI PaXI

‘lexdsoy

Alunwwod dinelsb
91NJe UB 18 24D Y3M Uof
-DBysiies pue adusadxe
Jualied ayi a1enjeas o

VoD uidiapun 1ey3
so|dipund ayi 031 paeai
S9dOUILAAXD 119yl MOY

(2) pue ‘awoy 1e jexd
-soy pue [eydsoy uj sje
-uolssajoid Yieay yam
90B4I33UI BY] ‘JUSAS Yijeay
91NDP UP JO 3WII 3yl e
sianIBaled pue syualted Jo
yom a1 a10(dx3 of (1)

(5=u)
1anIbaIRD) (£ =U) })Npe
19p|0 81 = U :o|dwes |e1o]

AJuo 10yo2 |eydsoy 1uan
-edul o3 surenad ajdwes,
(LL=u)

1an16a1e) (61 = U) }npe
13P|0 «9€ = U :9jdwies |e10|

‘lexdsoy

Ajunwwod dinensb
31ne Ue Ul A)j1oey 24ed
S1eIPaWISIUl PRg-£7 B 0}
panIwpe s1aAIb a1ed
[BWLIOjUI JI9Y} pUe Sieak
G9 2 pabe synpe Jap|0

‘leudsoy AHunwiuod 1o
pJem [eJIPSW B UO
24ed paj-ueplielab Jo
pIeM AJSp|S 3y JO
2JBD 9INDE U 0} P3)
-Jlwpe SIsAIbaJed [ewl
-10Jul JI9Y} pue sieak
69z pabe synpe Jap|0

SPUBIBYIaN
QYL [ze] LZoT e 1 quiqary

wopbury pauun
[87] 020T e 32 eloYeN

ssadxoud
VD) 9y1 jo uondunsag

(siskjeue

pue uod3||0d elep
‘saseyd ajdnnw yum
sa1pnis ul ubisap |jesano
01 s19)94) A6ojopoyray

(S)wie yoseasay

9|dwes

uonejndod

Humas pue uonei)

(panunuod) L ajqey



Page 9 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

‘pa1edIpuUl Se 1s1uon

-1JINU PUE J3XIOM [BIDOS B 0)
S92 LM s1sidelayl [ed
-15Ayd pue sisidesayy jeuon
-ednd20 ‘syuelsisse asinu
'S9SINU ‘SUIDIPaW dLelsb ul
paulel} SI01D0p [edIpaul JO
Pa1SISUOD Wies) 9y |

‘paniodal Jou
uolIsodwod wes|

“NpPe J3pjo Y1 1oy
sue|d uone|igeyas pue
JUSWIeaI} PasIenplAIpUl
JO|le) 01 PasN 2Jam

¥9D ay1 woy sbuipuly
*S9OURISWINDIID [PIUSLIUOI
-IAUS-|BIDOS puUe ‘UoiIubod
‘1€35 |ed1bojoydAsd

‘A1 [euondUNy ‘Yijeay
|edI1sAyd 01 paie|al spasau
3|dnnw synpe Japjo

|IB1} Y3 SS2UPPE 0} UIea)
Aleuydipsipiinw e Aq
PRJAIISP PUE PaJ1Ud
-uosiad sem yoD ay L

'sbunasaw bupnsuod
Aleulididsipinuw e suepd
-11eusb Ag uonedpi

-Jed JO S|9A3] 3|gelI_A D19
‘Aydeded aaniubod pue
sanIas3l [edIbojoIsAyd
‘Aulouoine se yons esd
19410 UO paseq Bulsew
-UOISID9p [BDIPAW 10§
Aleyuawa|dulod se
paAl@21ad 31e $3INPad
-04d 1UsWISSasSe Ay |
“SOUIOIPUAS DLrenab 1o
Aduapuadap jo subis 1oy
D4eas 343 JUSLIO 01 pue
(Ku1Be1y A1 10 Aujige
-I2U[NA) UORIPUOD [eIaUSD
sauaned Apappe aya
Bupen|eas uo sasndoy
1USWISSasse dlielsb ay |

SisAjeue

1US1UOD [BUOIIUSAUOD)
MBIIAISIUI PRINIDNIIS
-1WSS SPOYIDUI PaXI

sisAeue A10ay1
P3PUNOID MIIAIIUI PaINY
-DNJIS-IWISS dAIRH[END

pJem [edipaul dl1elsb

21N2e Ue U0 o)) BUIAIRI)

pasuaadxa synpe Japjo
|leay MOy 210|dX3 O]

‘SellAnDe

S11e12605UO [BDIPAW JO
Juswiabeuew pue uopn
-esjueblo ay) uj |00y
160j0du0 pue d1ielab Jo
3|01 3} UO SM3IA
sueIsAyd Aynuapl o

‘paem [eIIP3W dlielsb

(0L =U)}Npe  3INde Ue 0} PaNIWPE SIeIk

19p|0 01 = U :3|dwes |e1o]

papJI0dal 9q 01 10U

PoXSe SooMalAIoIUl 91 |,

(¢=u)
2INISU| J3DUED) [BUOIEN

YDU314 DY1 WO SSAIIRIUSS
-21day (z=U) 1s133yisaeuy

(c=u)

uepisAyd Aousbiawig
(c=u)

uepisAyd aled aapel|eq
(§=u)15160[02UQ (5 =U)
1sidessyiolpey (G =u)
uoabing (9=u) uepine
13D ,Z€ = U :3|dwes [e10|

G/ = pabe synpe 1ap|0

Si1eak G/ < pabe

syuaned Jaoued 0} aied
Bulpiroid syuun uon
-BUIPJO0) dlieLRb0OUQ
youai4 uf bupiiom sje
-uolssajo.d aledyijeaH

uspamsg
€] 610 '|e 18 prebisap

souel
[8€] L 10T '[e 12 SIRINY-19JIS

uonisodwod wea|

ssax0ud
VD) 91 jo uondunsag

(siskjeue

pue uod3||0d elep
‘saseyd ajdnnw yum
sa1pnis ul ubisap |jesano
0} s19)924) A6ojopoyray

(S)wie yoseasay

9|dwes

uonejndod

Buinas pue uonend

(Panunuod) 1 3jqey



Page 10 of 19

(2023) 23:821

O’Shaughnessy et al. BMC Geriatrics

Pel6l0c

SOA SIA SOA SIA ON 1espun 1espun SOA SIA SOA  |B 12 piebisapn

[8€] L 10 Te3s

SIA SIA 1espun ON OoN 1espun SIA SIA SIA SOA QIRIAIY -I9JIS

[c€] Leoe

SIA SOA lespun SOA SIA SIA SIA SO\ SOA SOA BERENUTele}¥]

[87] 0C0C

SIA SOA SIA SOA SIA SIA SIA SIA SOA SOA HEERERIENT=IN]

[9¢] Z10¢

SIA SOA SOA SOA OoN SOA SOA SOA SOA SIA ‘e 39 Aonie

[6cl610¢C

SOA SOA SOA SOA OoN SOA SOA SOA SOA SOA |e 19 JBUpIED)

[ecloloc

SO\ = Jeapun SO\ ON SOA SOA SO\ SO\ SIA e 19 SOA 9P

[0€]

SOA SO\ SOA SOA SOA SOA SOA SOA SOA S9N 070C ‘| 1@ AgueQ

[Leloloz el

SOA SO\ SOA SOA leapun SOA SOA SOA SOA SOA  snhoguiejeleyd

[z€l 2102

SOA SOA SOA SOA SOA SOA = SOA SOA SOA ‘e 12 01asNg

[s€]

SOA SOA SOA SOA 1espun = SOA SOA SOA SOA /10T |2 30 Bisqy
sbuipuy ubisap 9jendoisdde wie
JO Judwale)ls sisf|eue eyep  uoneIBPISUOD AUAIxayal yoieasas  Abojopoyiaw JO JudWAle)s

anjeA yoieasay 1es djelidoiddy 1eo1y3g ydieasay uo1d3]|od eyeq buidwes ajendosddy aAneyenD iea uoneyd
oL 6 8 L 9 S ¥ guousi) [4 L
UOLBMID dSYD UOHBMID dSYD  UOMBIID dSYD UOMSMI) dSYD UOMSIID dSYD  UOMSID) dSYD  UOH_MI) dSVD dSYD UOW3ID dSYD UOHdMID dSVYD

lesiesdde Ayjenb 4SyD Jo synNsay € djqelL



O’Shaughnessy et al. BMC Geriatrics (2023) 23:821

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:

Table 3 Contribution of included studies towards themes
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“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

Citation Conflicting views on CGAasa Most HCPs but only some older adults  All stakeholders value care continuity
holistic assessment process  and caregivers experience goalsetting during the transition home from
and care planning as collaborative hospital but often fail to achieve it

Aberg et al. 2017 [35] X X X

Busetto et al. 2017 [37] X X X

Charalambous et al. 2016 [31]

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

Makeld et al. 2020 [28] X X X

Ribbink et al. 2021 [32] X X X

Sifer-Riviere et al. 2011 [38] X X X

Westgard 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,
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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 “foo 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 Mikeld 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
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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]. Aberg 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
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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 oclock 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
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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
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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 (I0’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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