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ABSTRACT
Objective  With advancing age comes the increasing 
prevalence of frailty and increased risk of adverse 
outcomes (eg, hospitalisation). Evidence for comprehensive 
geriatric assessment (CGA), a multidimensional 
holistic model of care, is mixed in community settings. 
Uncertainties remain, such as the key components of 
CGA, who delivers it, and the use of technology. This 
study aimed to understand the perspectives, beliefs and 
experiences, of both older people and health professionals, 
to improve the current CGA and explore factors that may 
impact on CGA delivery in community settings.
Design  A qualitative interview study was conducted with 
older people and healthcare professionals (HCPs) identified 
using a maximum variation strategy. Data were analysed 
using an abductive analysis approach. The non-adoption, 
abandonment, scale-up, spread and sustainability 
framework and the theoretical framework of acceptability 
guided the categorisation of the codes and identified 
categories were mapped to the two frameworks.
Setting  England, UK.
Results  27 people were interviewed, constituting 14 
older people and 13 HCPs. We identified limitations in 
the current CGA: a lack of information sharing between 
different HCPs who deliver CGA; poor communication 
between older people and their HCPs and a lack of follow-
up as part of CGA. When we discussed the potential for 
CGA to use technology, HCPs and older people varied in 
their readiness to engage with it.
Conclusions  Viable solutions to address gaps in the 
current delivery of CGA include the provision of training 
and support to use digital technology and a designated 
comprehensive care coordinator. The next stage of this 
research will use these findings, existing evidence and 
stakeholder engagement, to develop and refine a model of 
community-based CGA that can be assessed for feasibility 
and acceptability.

INTRODUCTION
Between 2020 and 2050, the number of people 
worldwide aged over 80 will triple to reach 
26 million.1 With ageing, people are more 
susceptible to develop multiple, long-term 
conditions that reduce their independence 

and quality of life.1–4 This is due to underlying 
factors, such as falls, frailty and delirium.1 3

Frailty is a clinical syndrome where multiple 
body systems deteriorate leading to increased 
vulnerability.3 5 Frailty increases the risk of 
falls, disability, hospitalisation, mortality and 
contact with healthcare services.5 6 Prevention 
and reversal of frailty can enable people to 
stay well and live independently for longer.3 
Frailty affects half of the UK population 
aged over 85 and costs the publicly funded 
National Health Service (NHS) £5.8 billion 
per year.6 A key priority of the NHS in the 
UK is to support older people with frailty to 
manage their long-term conditions.3 7

Older people living with frailty need robust 
interventions tailored to the complexity of 
their care needs.3 8 Comprehensive geriatric 
assessment (CGA) is a multidimensional 
diagnostic and therapeutic intervention that 
includes an assessment of physical, cogni-
tive and psychosocial components with the 
development of a holistic management plan 
in partnership with the older person with 
frailty.8 CGA delivered in acute, primary and 
community settings aims to prevent deteri-
oration and complications associated with 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Use of qualitative interviews enabled rich data 
on exploration and synthesis of older people and 
healthcare professionals (HCPs).

	⇒ Our theoretically informed qualitative research and 
stakeholder insights identified both challenges to 
the current delivery of comprehensive geriatric as-
sessment (CGA) as well as opportunities for the im-
provement of CGA for older people with frailty.

	⇒ Our study is deliberately exploratory; thus, the find-
ings may not be transferable to other older people 
and HCPs. However, we recruited older people and 
HCPs with a wide variety of views and experiences.
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frailty.3 9 However, the effectiveness of CGA for older 
people with frailty in primary care and community settings 
is mixed.8 10 11 Ho et al reported benefits in terms of the 
likelihood of living at home, reduced mortality, improved 
cognition and activities of daily living, but with uncertain 
benefits on quality of life,11 whereas Briggs et al found no 
difference in mortality, activities of daily living, quality 
of life and care home admissions.8 Descriptions of CGA 
components often lack detail, including the delineation 
of staff involved in delivery, and an understanding about 
factors that affect implementation are limited.12

Recent NHS initiatives to strengthen the efficiency of 
outpatient services using alternative approaches require 
consideration. For example, there is a growing interest 
in the use of wearable devices to monitor patients.7 The 
NHS Long Term Plan and Digital Transformation Plan 
recommend the use of digital equipment in the assess-
ment and monitoring of older people with frailty, with 
the option of using wearable devices to ensure services 
are inclusive and available to all.7 12 However, digital tech-
nologies are not part of the existing evidence for CGA.

Regardless of the complexity and diversity of the 
needs of older people with frailty, some face inequities 
in access to interventions which may help to maintain 
or improve their independence.3 For example, while 
telemedicine can beneficial, cost-effective and accept-
able to older people,13 there are concerns about digital 
exclusion14 and risks that important signs and symptoms 
could be missed.15 Improving the effectiveness and effi-
ciency of CGA11 requires exploration of how individual 
components may work and how the overall intervention 
can be enhanced. The Digital and Remote Enhancement 
for the Assessment and Management of Older People 
with Frailty project aimed to develop a community-based 
model of CGA that incorporated technology. This quali-
tative study aimed to understand perspectives, beliefs and 
experiences of both actual and potential providers and 
users to improve the current CGA and explore the factors 
that may impact on CGA delivery in community settings, 
including the use of technology.

METHODS
Design
A qualitative interview study with older people and health-
care professionals (HCPs) was conducted. AM, a female 
postdoctoral research fellow and pharmacist, collected 
and analysed the data in collaboration with VG (a female 
academic physiotherapist) and JF (a female medical 
sociologist). All had experience of conducting qualitative 
research. The study has been reported according to the 
Consolidated Criteria for Reporting Qualitative Study 
guidelines.16

Patient and public engagement
Patient public involvement and engagement (PPIE) and 
HCP advisory groups contributed to the development, 
design and conduct of this research through a series of 

workshops. They contributed to developing and piloting 
topic guides for the interviews and provided analytical 
insight into preliminary findings through discussions.

Sampling and recruitment
Older people
Participants were recruited from the Community Ageing 
Research (CARE) 75+17 or the Oxford Pain Activity and 
Lifestyle (OPAL)18 cohorts. Both CARE75+ and OPAL are 
representative, prospective longitudinal studies designed 
as both epidemiological studies of older people living in 
the community in the UK and as recruitment platforms 
to help overcome some of the challenges of older people 
being under-represented in research.19 We applied 
a maximum variation sampling strategy to identify 
Care75+ and OPAL participants who had consented to be 
contacted, to capture diversity in gender, ethnicity, living 
circumstances, socioeconomic factors, geography, frailty, 
sensory (eg, visual or hearing problems) and memory 
problems. Frailty for the CARE 75+ Cohort was assessed 
using the Edmonton Frailty Index20 and the Electronic 
Frailty Index19 and for the OPAL cohort was assessed 
using Tilburg Frailty Indicator.21 Batches of invitations to 
participate were sent out to 15–20 people at a time by 
AM (for Care75+ participants) and the OPAL research 
team (for OPAL participants). In total, 132 invitations 
were sent out. We continued recruiting from May 2022 
to December 202 until our concurrent analysis yielded an 
in-depth understanding of where and how CGA might be 
improved.22

Healthcare professionals
For HCPs, we also used a maximum variation sampling 
strategy,23 to ensure representation of professional back-
ground, geographical location and gender. We invited 
health and social care professionals working in non-
hospital settings in the UK working with older people 
living with frailty via social media (Twitter and Facebook) 
and via professional networks.

All older people and HCPs who expressed an interest in 
taking part were recruited.

Data collection
We developed semistructured topic guides23 24 for older 
people (online supplemental additional file 1) and HCPs 
(online supplemental additional file 2) based on a review 
of literature and online workshop discussions with our two 
advisory groups made up of older people, family members 
and HCPs. We did not use the term CGA in the interviews 
with older people as advised by the two advisory groups. 
Topic domains were aligned to the non-adoption, aban-
donment, scale-up, spread and sustainability (NASSS) 
framework to ensure collection of rich data and to explic-
itly focus our analysis on how best to improve CGA.25 The 
NASSS framework has previously been used to explain 
the interacting factors that affect the implementation of 
complex interventions that use technology and generate 
mixed outcomes.25 26 AM piloted the topic guide with 
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members of the PPIE advisory group and refined one 
question (concerning outcomes to be measured) for 
clarity. The topic guide enabled consistency in the data 
collection, with the interviews flexible enough to allow the 
participants to explain what was important to them.27 The 
interviews were conducted face to face, via telephone or 
video call, depending on the participants’ preference.23 
AM introduced herself and explained the aim of the 
study to the interviewee at the beginning of each inter-
view. The audiorecorded interviews were transcribed by 
a GDPR compliant transcriber and checked for accuracy 
by AM. Fieldnotes captured the context of the interview. 
AM had no previous contact with any of the participants.

Data analysis
We undertook abductive analysis,28 and used NVivo V.13 
(Release 1.7)29 to manage the data. This involved an iter-
ative approach to analysis, to facilitate understanding.27 30 
We coded the interviews in cycles, with deductive codes 
from the literature and inductive codes generated by AM, 
identifying similar ideas or concepts that could be catego-
rised into a code.27 31 This enabled balance between data 
relating to pre-existing concepts and data based on the 
perspectives of the participants.28 32 We (AM, VG and JF) 
then developed a conceptual map of the different partic-
ipants’ perspectives.24 The NASSS framework and the 
theoretical framework of acceptability25 33 guided the cate-
gorisation of the codes. The categories were then mapped 
to the two frameworks, which enabled further elabora-
tion of the complexity within the domains of an intended 
CGA intervention that uses technology. For example, the 
broad analytical category ‘organisation’ was constituted 
by various coding categories, including person-centred 
and accessible records, digital enabling for staff, infor-
mation sharing between HCPs and continuity of care. 
We used a conceptual map to create a hypothetical case 
(vignette) of an older person who participated in a CGA 
that used technology.34 We used the vignette in the final 

three interviews with HCPs, to extend our understanding 
of the potential afforded by technology. Preliminary find-
ings were presented to the advisory groups for discussion 
and consideration of their interpretations.

RESULTS
Older people
14 older people consented to participate and were inter-
viewed. Respondents were aged between 75 and 90 years 
old, were evenly split between males and females, and 
included participants with hearing and/or visual impair-
ment, mobility impairments, and with one or more long-
term condition. One participant asked to be interviewed 
in the presence of their carer (a spouse). The interviews 
lasted between 16 and 92 min (table 1).

Healthcare professionals
The 13 HCPs came from different professional back-
grounds and from different geographical areas of 
England. All of the participants were working, or had 
worked, with older people with frailty, for a duration 
of 2–30 years (table  2). The interview duration ranged 
between 33 and 160 min.

We identified patterns about the conditions to enhance 
CGA across the two data sets, then classified these patterns 
into the eight domains of the NASSS framework and 
to the framework of acceptability.25 33 Here, we present 
the four domains that were most important for both the 
patient and professional participants: frailty (the condi-
tion), intended adopters (both professional and lay), 
organisational factors (such as workforce challenges) and 
acceptability (of technology and assessment).

Frailty
Among HCPs, there was an appreciation of the complexity 
of frailty. Regardless of whether they have a need for acute 
care or not, all older people with frailty have complex 

Table 1  Demographic characteristics of older people with frailty

Participant pseudonym Gender Age group Current residence in England Living circumstances Mode of interview

Robert Male 81–85 North East Live alone Telephone interview

James Male 81–85 South West Live alone In-person interview

Richard Male 81–85 South West Live with spouse Online audio call

William Male 86–90 North East Live with spouse Online video call

Barbara Female 81–85 North East Live with spouse Telephone interview

Gary Male 75–80 North East Live with spouse Telephone interview

Karen Female 75–80 South East Live alone Online video call

Steven Male 75–80 South East Live with spouse Telephone interview

Shirley Female 75–80 Midlands Live alone Telephone interview

Frances Female 86–90 South East Live alone Telephone interview

Carol Female 81–85 North West Live alone Telephone interview

Donna Female 81–85 South East Live alone Telephone interview

Frank Male 75–80 Midlands Live with spouse Telephone interview

Lois Female 86–90 South West Live with spouse Telephone interview
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needs due to having multiple long-term conditions, 
impairments and/or socioeconomic factors:

Most of them are aged 80 almost all of them are frail 
and so they have multiple chronic conditions, they 
have got polypharmacy they tend to need some help 
with one or more activities of daily living. (HP13, 
Pharmacist)

HCPs from different professions tend to provide a 
comprehensive assessment that involves physical, psycho-
logical and social needs for older people with acute 
and non-acute care needs. However, there is a need to 
provide older frail people with assessment prior to a crisis 
developing:

All the domains yeah, the psychological, physical all 
those you know functional, environmental you know 
do you live in a house, a flat, bungalow, do you sleep 
upstairs, any falls you know any equipment in the toi-
let, that kind of thing and social you know do you get 
out. (HP12, Physiotherapist)

So, if you’re trying to keep somebody weller for lon-
ger, then any of those proactive interventions rath-
er than waiting until they get to crisis point. (HP9, 
Occupational therapist)

We interviewed older people with frailty who were 
socioeconomically disadvantaged and/or experienced 
sensory or physical impairment that can exacerbate the 
complexity of their care needs. For example, Carol had 
financial challenges, restricted mobility, visual impair-
ment, multiple long-term conditions and a high risk of 
falling. Carol had limited choices in access to care because 
of her restricted ability to travel to appointments, lack of a 
support network and no access to technology:

I’ve been a single person all my life and I get the 
basic state pension. So, I’ve never ever been able to 

afford the technology that people use every day to 
day in these days and that’s the reason I don’t have it. 
(Carol, 81–85 years old)

On the other hand, Karen lived alone but has regular 
communication with family and friends. During her 
health and care journey, Karen was able to enact her own 
health decisions and avoided long NHS waiting time for 
tests and referrals:

I only saw the consultant yesterday, so the next steps 
haven’t been put in place yet. Unfortunately, I have 
had to pay privately for it and the NHS seems to be in 
such a mess and the doctor did want to send me off 
for tests but she couldn’t justify so, more or less saying 
well you know it is as it is we can’t do anything more 
for you because we haven’t got proof that this test or 
that test is something we can do, something we can 
justify. […] I’ll have to pay for that privately otherwise 
I will just be waiting too long. You know I am getting 
on I don’t want the last two or three years probably of 
my life to be sitting around at home feeling sorry for 
myself. (Karen, 75–80 years old)

Intended adopters
Some HCPs indicated that an HCP occupational back-
ground may inform the scope of assessment during the 
CGA, and the quality of the CGA that they offer. A nurse 
who led a frailty team showed appreciation of the range 
of HCP backgrounds in their team, which enabled them 
to involve the most suitable HCP (eg, in terms of their 
skill set), to meet the unique needs of the older person:

obviously if it was things like their ability to perform 
their physical activity to daily living that maybe some-
thing that I would involve one of, I’ve got a colleague 
who is Band 4 assistant practitioner whose got a ther-
apy background she’s very good at looking at the nuts 

Table 2  Demographic characteristics for HCPs who participated in the study

Participant 
number Profession

Years of providing care 
to older people Location in England Gender Mode of interview

HP1 Frailty assistant practitioner 20 South West Female Online

HP2 Nurse 15 South West Male Online

HP3 GP Retired North East Female Online

HP4 Physiotherapist 19 South West Female Online

HP5 GP 16 South West Female Online

HP6 Physiotherapist 30 South West Female Online

HP7 Nurse 15 South West Female Online

HP8 Nurse 2 South East Female Online

HP9 Occupational therapist 10 South East Female Online

HP10 Consultant geriatrician 23 North West Male Online

HP11 Consultant geriatrician 19 Midlands Female Online

HP12 Physiotherapist 4 Midlands Female Online

HP13 Pharmacist 3 North West Female Online

GP, general practitioner; HCPs, healthcare professionals.
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and bolts of how people physically manage […] I will 
also do joint visits with OTs and physios if we’re feel-
ing that we need to, that there’s a, that the referral 
makes it sound like this is very much that mixed pic-
ture of it’s not just a medical requirement or a strict 
nursing requirement that there’s an overlap with 
where my therapy colleagues would come in. (HP2, 
Nurse)

This contrasted consultant geriatrician (HP11) who 
also led a frailty team. HP11 indicated that regardless of 
the different backgrounds of HCPs in their team, there 
should be no differences in the CGA that they provide 
to older people with frailty. However, HP11 highlighted 
that some professions may have limited ability to under-
stand the complexity of older people’s care needs. This 
was congruent with the views from older people who 
thought that their care needs could be managed better by 
an HCP with knowledge and experience of older people 
with frailty:

They all do the same because they’ve all had their ad-
vanced […], course the advanced assessment health-
care assessment course. They’ve all done the same 
course ok,. (HP11, Consultant Geriatrician)

You could have one doctor who is in the practice who 
specialised in old people you know just for the aged 
to sort of he specialised in the aged. […] where old 
people could feel they could go […] rather than a 
general practitioner maybe somebody that was for 
the old and the frail. (Barbara, 81–85 years old)

A general practitioner (GP) (HP3) thought that the 
ability to deliver CGA depends on the investigative and 
communication skills, and previous experience of staff, 
and it is not restricted to a particular background:

So, I tend to work on a concept that I don’t like think-
ing about professions doing things I like to think 
about competencies. (HP3, GP)

Some HCPs suggested that HCPs may require training 
to improve interpersonal skills, in terms of communica-
tion and attention to detail, to ensure enhancement of 
CGA. For example, HP12 (a physiotherapist) shared their 
personal experience of developing their investigational 
skills when providing remote CGA over time. HP7 (a 
nurse) shared their experience of supporting new HCPs 
in their team to learn how to pick-up non-verbal cues 
during home visits, to support identifying care needs and 
provide CGA.

Organisation
Interviewing HCPs from different geographical areas of 
England allowed us to explore organisational limitations, 
which would require innovation to increase readiness for 
new forms of technology-informed care delivery.

Some HCPs made references to fear and resistance to 
trying new ways of care delivery. For example, a nurse 
(HP2) referred to themselves as ‘a dinosaur’ when it 

comes to trying new technologies. Similarly, a frailty assis-
tant practitioner (HP1) also indicated that practitioners 
may need support from colleagues while a consultant 
geriatrician (HP11) shared the challenges they had when 
using technology and the time needed for training to use 
new technology:

There’s also the training aspect of it. Training takes 
a long time you go in and sit down and have train-
ing whatever new technology comes you have to find 
time to go for training and you actually don’t get to 
understand its use until you start using it and the 
problems that you get when you start using it. (HP11, 
Consultant Geriatrician)

Almost all HCPs discussed the negative impact of using 
different clinical databases in various settings on their 
ability to share and/or access patients’ records. HCPs 
discussed the importance of having a well-established 
information sharing process between HCPs in different 
settings in enhancement of CGA. HCPs shared their 
experiences of meeting the challenges in information 
sharing. For example, sharing data in regular multidis-
ciplinary team (MDT) meetings provides access to the 
GP medical records for HCPs who work in the commu-
nity, which enables them to effectively support the older 
people with whom they work. Some organisations have a 
sharing document that all HCPs involved in CGA can use 
to input and share data, which staff found beneficial in 
terms of the availability of information and efficiency in 
obtaining key information when needed:

I’ve not seen they’ve had a CGA, their clinical frailty 
scale is this, blah, blah, blah never seen it never ever. 
Never ever, ever seen it. So, information is not com-
ing it is not flowing. (HP12, Physiotherapist)

I just from previous experience I knew these sorts 
of things I needed to have so I made sure that I dis-
cussed it with the CCG and got them to put this in 
place because I didn’t want to be spending exactly 
like the nurse, two hours, trying to get information 
when in five min I can have that information. (HP10, 
Consultant Geriatrician)

So, for me to be able to know what medicines some-
body is on, I have to have access to that or I’ve got ask 
somebody who has access to check for me ok. (HP11, 
Consultant Geriatrician)

Lack of staff capacity was perceived as a limitation for 
delivering CGA by all HCPs, which may inhibit delivery of 
timely support which an older people may require. Some 
older people recognised the limited staff availability and 
the increasing demands on the GP practices that inhibit 
continuity in care. For them, lack of continuity decreases 
their engagement with their care:

More of us, more availability […] I mean we are run-
ning its sort of like a virtual ward model but it’s go-
ing to be, we have less staff on at a weekend. So, our 
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capacity to take new referrals on a Friday and over the 
weekend is a lot less. (HP9, Occupational therapist)

When you see the doctor, you know you barely it’s a 
locum that I see I don’t see my own doctor. (Shirley, 
75–80 years old)

Other older people with frailty understood the current 
workforce challenges in the NHS and suggested that 
improved communication between HCPs and sharing 
information may mitigate the current lack of continuity:

GPs talk to each other and that you know if you go in 
and you see somebody who is not your designated GP 
you know that fine well that the notes are there […]. 
So, you feel perfectly happy that you know whoever 
you are seeing, knows what they are talking about. 
(Lois, 86–90 years old)

However, we identified that when an older person can 
identify a key contact person to support them, this can 
mitigate a lack of continuity in their care, because they 
key person can co-ordinate their care and ensure the 
continuous flow of communication:

So, I sort of stayed involved in this case as a coordi-
nating factor because you know it happens when too 
many people are involved things the outcome might 
not be good or the people can get lost in translation 
and so I managed to speak to the mental health team 
and everything and draw all the people that the GP 
had referred to, to a point where I said now, you need 
to take this forward. (HP12, Physiotherapist)

Acceptability
We identified elements that might influence acceptability 
by older people with frailty, that should be taken into 
consideration when enhancing CGA.

Although HCPs perceived that older people were satis-
fied with CGA and the care provided to them, some older 
people indicated that they could not freely communicate 
with HCPs and express their needs, because of perceived 
short appointments with their GP. Furthermore, older 
people lacked trust in their HCPs, or the clinical deci-
sions made about their treatment plan:

I would say the consistent feedback is normally that 
they’re greatly relieved that we’ve given the time ‘cos 
we don’t time specify our visits (HP2, Nurse)

No, it’s so quick and it’s so, I mean in person, well I 
wouldn’t say personal you know when you speak to a 
doctor like I did with my old doctor if he, it was just 
a different attitude towards you, it’s like a conveyor 
belt, you come in, you go out, you come in and you go 
out so, you know you just feel it’s not the same what it 
was before. (Shirley, 75–80 years old)

Moreover, HCPs acknowledged the variation in older 
people readiness to engage with new ways of care delivery:

There is a high risk of inequalities because anytime 
you are going introduce something different new, 

there are going to be people who can use it very easily 
and there are going to be those who can’t for whatev-
er reasons. (HP13, Pharmacist)

This aligned with the findings from interviews with the 
older people themselves. For example, Karen showed 
readiness to engage with new ways of receiving technology-
informed care because she had previous experience of 
using technology in her healthcare, and in communica-
tion with family members. In contrast, Shirley rejected 
engagement with new forms of remote appointments:

They did ask me once yes, but I said, well, I don’t 
know how to do it, let’s put it that way a video ap-
pointment I mean I don’t […] I have a mobile phone 
so, you know I just don’t know how to do it. So, the 
other solution was that they speak to me over the 
phone. (Shirley, 75–80 years old)

Lack of physical access to technology (eg, a device 
or internet connection) can inhibit an older person’s 
opportunity to learn how to use technology, which may 
subsequently limit their readiness to engage with new 
forms of technology-informed care. Therefore, those 
with frailty may require additional support to engage 
with CGA that uses technology. For example, older 
people with sensory impairment may require specialist 
adaptation to their device, or support from a carer to 
engage; whereas older people who are already digitally 
literate may only need educational input on how to use 
a new technology.

HCPs recognised the variation in the needs and prefer-
ences of older people with frailty and discussed how they 
tailor CGA to the person’s needs:

I would say we’re able to be very person-centred we’re 
not looking at things from a clinician’s perspective 
only we will explore things from the patient’s per-
spective in terms of what they think is their problems. 
(HP4, Physiotherapist)

Some HCPs thought that the presence of a carer, a 
family member or support network may increase a frail 
older person’s acceptance of CGA that uses technology. 
However, HCPs acknowledged the higher demands on 
the carer which may reduce the support they can provide, 
to help the older adult engage with technology. A GP 
(HP3) shared examples of caregivers who inadvertently 
disempower the older person, in terms of decision-
making about their healthcare choices. Older people 
may, therefore, require support from a wider network, 
and not only their carer:

Some of them have families who help them but they 
still like you know eye contact, physical contact and 
the written word, you know paper, hard copy of any-
thing. So, I am afraid that’s something that they’ll 
eventually all pop off but and thankfully the younger 
ones are you know quite capable of using all these 
devices. (Barbara, 81–85 years old)
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HCPs may not be able to provide the required follow-up 
after an assessment, important for tracking the referrals 
to other services if needed and the management plan 
provided to the patient. Similarly, older people explained 
the challenges that they were facing in following-up the 
HCPs; for example, to find out the result of a test, or to 
book an appointment:

I would like to think we’re good at going out and 
identifying the problem we’re good at negotiating a 
management plan with someone it’s then how do you 
monitor the effect of that management plan. (HP2, 
Nurse)

I had to phone my practice after I’d been to see 
the 111 doctor and she said get in touch with your 
practice and I got this sort of non-committal reply 
oh, well you’d better start your antibiotics and I was 
quite disappointed that they didn’t get in touch with 
me because they’d given me that advice without 
having seen a report and I thought well I would have 
expected something to come back but like I said, I 
was really not well enough to do anything about it. 
(Donna, 81–85 years old)

DISCUSSION
This study explored the factors that may impact on CGA 
delivery in community settings, including the use of 
technology. This research adds to the current growing 
evidence on the challenges of delivering effective CGA 
in community settings and identified factors to enhance 
CGA in community settings from the perspectives of older 
people and HCPs.

In this study, we identified key challenges to the enhance-
ment of CGA in the community, including: information 
sharing between different HCPs who are delivering the 
CGA; communication between older people and their 
HCPs; and follow-up appointments after conducting the 
CGA. From the current challenges that were explained by 
participants, and suggestions which they made to address 
them, workshop discussions with advisory group members 
and existing literature, we identified factors to enhance 
CGA in the community.

Both HCPs and older people considered that the 
delivery of CGA should not be limited to those from 
specific professions but should be based on HCPs compe-
tency and knowledge of the complexity of need for older 
people with frailty. This finding aligns with the Ageing 
Well Network of Enhanced Care for older People compe-
tency framework35; an aim of which is to enhance staff 
competency in working anywhere in the care system.35 
The Health Education England and NHS England 
commissioned the Frailty Core Capabilities Framework in 
2018 to identify skills and behaviours required to deliver 
high-quality care to older people with frailty.36 However, 
there is limited use of the framework in commissioning 
education or training, reflected in the results of evalu-
ation surveys that were conducted in 2018 and 2019.37 

We suggest that upskilling staff and providing them with 
appropriate training to improve their communication 
and investigation skills may be a viable solution to miti-
gate the negative impact of workforce shortages on the 
effectiveness of CGA.

From conducting interviews augmented by workshop 
discussions with advisory group members, we identified 
the need for assigning a member of staff or MDT team to 
a co-ordinating role, which we designated as ‘comprehen-
sive care coordinator’. This person could coordinate the 
delivery of CGA by facilitating information sharing between 
different HCPs, communicating with older people with 
frailty on a regular basis and ensuring that the management 
plan including referrals is acted on. Designating a care 
coordinator may improve continuity of care with one point 
of contact and provide reassurance through a therapeutic, 
long-term relationship. This may provide reassurance to 
the older person and ensure effective follow-up of any 
management plan. Care coordinator roles in the commu-
nity, including case managers, may reduce emergencies. 
However, evidence shows variation in the role in different 
studies in terms of duration and frequency of home visits 
and HCPs who coordinated the care.11 38 39 Further research 
needs to identify who could best coordinate care in older 
people and what the best approach may be.

Moreover, HCPs agreed that using technology in the 
delivery of CGA may enable HCPs to provide support for 
older people without compromising their follow-up. The 
NHS plan highlighted the need for enhancing the use 
of technology in healthcare, to change how care is being 
provided to patients; and to create joined up computer 
systems that give staff sufficient access to data, to provide 
improved care for patients.7 However, there is a need for 
digital upskilling of staff to support their effective use of 
technology in healthcare.40

Different IT systems and a lack of information gover-
nance arrangements across different settings currently 
inhibit information sharing and create tension between 
HCPs in different settings. HCPs told us that the lack of 
connection between different systems must be addressed, 
if they are to deliver an effective CGA. Similarly, older 
people mentioned how lack of access to information 
magnified unequal access to effective CGA, and support 
and care for older people with frailty. In February 2023, 
NHS Digital became responsible for digital technology, 
data and health and care delivery. This has the poten-
tial to address some of the challenges in information 
sharing.41 Existing research has identified the need for 
convenient platforms and improved digital records for 
integrated care services for older people (including CGA) 
that maintain privacy and security when sharing patient 
data between MDTs.40 42 Such integrated platforms may 
enhance communication and coordination of care.40 42 
However, resolving existing operational complexities is 
likely to require additional funding and the creation of 
interoperable IT systems.7 40 41 43

We found that socioeconomic factors, including living 
circumstances, income and social network, impacted 
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older peoples’ treatment choices; in terms of whether 
they visited a clinical specialist and waiting times for 
NHS appointments. This implies that when developing 
the CGA that uses technology we need to consider how 
to mitigate socioeconomic factors that inhibit access and 
capacity to obtain the benefits of using digital equip-
ment in the assessment and follow-up. Existing research 
suggests that digital interventions are less effective in 
populations with socioeconomic disadvantage compared 
with those with higher socioeconomic status.44 Although 
the COVID-19 pandemic accelerated the shift to online 
resources and services, and changed patient perceptions 
and willingness to use technology, it increased digital 
inequalities.45 46 Among those aged 75 and over in the 
UK, 42% do not use the internet, reporting a lack of 
digital skills as the main reason.47 However, the older 
population is changing, and the next generation of older 
people are more familiar with using technology, with 77% 
of those aged over 55 using a smart phone48 and 55% of 
those aged 50–64 using the internet most days.47 However, 
increasing physical access to connected devices and the 
internet alone may not be enough to reduce inequalities 
in access to CGA that uses technology.44 45 49 Therefore, 
training and support would be needed to ensure older 
people could be digitally enabled; however, this may not 
be appropriate for everyone, and support would need to 
be individualised.47

Using technology for monitoring and supporting older 
people with frailty is an NHS priority, and over time, 
there may be more opportunities for older people with 
frailty to access and use technology.7 Research now needs 
to assess if these changes positively affect older people 
with frailty, support engagement with CGA that uses tech-
nology, and whether they diminish inequalities in access 
to technology-informed care.

Qualitative interviews enabled exploration and synthesis 
of older people and HCPs perspectives. Although we 
recruited a range of older people and HCPs with a wide 
variety of views and experiences, our findings may not 
be transferable to all older people and HCPs who have 
different experiences or perspectives (eg, we were unable 
to recruit any social workers despite employing several 
strategies).24 27 However, our theoretically informed 
qualitative research and stakeholder insights identified 
both challenges to the current delivery of CGA as well 
as opportunities for the improvement of CGA for older 
people with frailty.

Conclusions
We identified four factors to enable implementation 
of CGA in community: enhancing staff competency in 
working with older people with frailty, creating interop-
erable IT systems, assigning a care coordinator for older 
people with frailty and mitigation of the impact of inequal-
ities in access to digital care. Introducing technology and 
a designated comprehensive care coordinator may be 
vital to addressing gaps in the current provision of CGA. 
These solutions may also positively affect the acceptability 

of CGA in older people with frailty. The next stage of this 
research will further develop, refine and test a model of 
improved CGA in community setting.

Twitter Victoria A Goodwin @VickiG_physio
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