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Module: Comprehensive
Geriatric Assessment (CGA)
in Practice
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Learning Objectives

By the end of this module, you will be able to:

o Define and explain CGA - articulate the purpose and principles of Comprehensive
Geriatric Assessment as a multidisciplinary, person-centred approach to managing
frailty and multimorbidity in older adults.

o Describe the core domains - identify the five domains (medical, functional, cognitive
and psychological, social/environmental, and nutrition) and recognise the main
evidence-based tools used to assess each.

e Critically appraise CGA evidence - evaluate the effectiveness and practical
considerations of implementing CGA in acute, community, and care-home settings,
including key outcomes and barriers to adoption.

o Integrate frailty screening and care planning - distinguish frailty screening from
comprehensive assessment, and demonstrate how CGA findings inform diagnosis,
prioritisation, and the development of personalised care plans.
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1. WHAT IS COMPREHENSIVE
GERIATRIC ASSESSMENT (CGA)?

Medical - Functional

Multiple Conditions Mobility & Daily Living
Medication Burden Activities

Person-Centred
Goals &
Priorities
Cognitive & Social &
Psychological Environmental

Cognition & Mood i Support & Safety

Adapted from ENis et al, 2017; BGS “Fit for Frailty’; NICE NG56.
Key principle
CGA is a process, not an event. It synthesises multidimensional assessment into shared
decision-making and dynamic care planning.

High-quality evidence demonstrates that CGA improves:

e functional outcomes

¢ likelihood of living at home

e care coordination

e appropriateness of interventions

Especially in people living with frailty and complexity.

CGA is defined as a multidisciplinary diagnostic process designed to determine the
medical, functional, psychological and social capabilities of a frail older person.
Unlike a standard medical consultation, CGA is a systematic approach that shifts
the focus from a single-disease model to a holistic view of the individual’s health
and well-being.

Core Principles

e Multidimensional: It explores several domains of health beyond simple pathology.

e Multidisciplinary: It involves a team of professionals, including geriatricians, frailty
practitioners, nurses, physiotherapists, occupational therapists, pharmacists and
social workers.

¢ Interventional: The assessment must lead to a coordinated and integrated plan for
treatment and long-term follow-up.
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2. APPLYING CGA ACROSS SETTINGS

Comprehensive Geriatric Assessment (CGA) is a clinical reasoning framework that
maintains its principles across settings but adapts the emphasis to address context-specific
needs. High-quality research and UK/European guidance show that effective CGA
improves outcomes in primary care, community, acute and long-term care environments, as
demonstrated in randomised trials, meta-analyses and professional guidance (Ellis et al.,
2017; Stuck et al., 1993; BGS, 2014). In the following section the key adaptations across
acute hospitals, community care and care homes are summarised, alongside evidence for
their impact.

Applying CGA Across Settings

Principles Adapted to Different Environments

o BRI

» Prioritisation s Longitudinal Decline » Anticipatory Care

# Delirium Risk « Prevention Strategies e Medicines Optimisation

e Early MOT e Goals of Care e Resident Wellbeing
Acute care

In hospitals CGA has the strongest evidence base. Research and service evaluations
show that CGA delivered in acute settings reduces falls, delirium and admissions to
long-term care, and that embedding CGA into medical and surgical pathways leads to
better recovery, lower mortality and shorter length of stay (Ellis et al., 2017; Stuck et
al., 1993; BGS, 2014). The focus is on rapid prioritisation, identification of frailty
syndromes, delirium risk assessment and early multidisciplinary team involvement so
that care plans can be implemented during the admission.

Community care

Community CGA aims to maintain function and prevent avoidable admissions.
Randomised trials and systematic reviews suggest that community-based CGA reduces
physical frailty and unplanned hospital admissions without increasing nursing home
placements or mortality (Ellis et al., 2017; BGS, 2014). UK research evidence from the
NIHR shows that community CGA programmes improve medication appropriateness,
daily functioning and quality of care (NIHR, 2023). Key elements include longitudinal
monitoring of functional decline, collaborative goal setting, prevention strategies and
linking people to voluntary and social support networks.
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2. APPLYING CGA ACROSS SETTINGS

Care homes

CGA in care homes supports residents with complex needs and frailty. Guidance from the
BGS and UK research emphasises anticipatory care planning, medicines optimisation and a
person-centred approach (BGS, 2014; NIHR, 2023). Monitoring residents’ functional
trajectories, reviewing polypharmacy, assessing falls risk and nutrition, and engaging care
home staff in multidisciplinary discussions can reduce adverse events and promote
wellbeing. The focus on advance care planning ensures that residents’ preferences and
ceilings of treatment are documented and respected.

Applying CGA Across Settings

Principles Adapted to Different Environments

oAl
" Acute > Community > Care Homes

# Prioritisation + Longitudinal Decline = Anticipatory Care
+ Delirium Risk s Prevention Strategies « Medicines Optimisation
+ Early MDT » Goals of Care « Resident Wellbeing
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3. CASE-BASED CGA WALK-THROUGH &
MAPPING EXERCISE

The following case illustrates how CGA is applied in practice. Using the framework helps
clinicians identify the drivers of decline and develop proportionate care plans.

Assessment Key Issues Plan

%
[_—_-’\ 4

$
Deprescribing
EE > >
— —/
At SR Strength & Balance " Nutrition
%LUJ_. bfl]l::flr;'].:.'..!u/ Exercises E Optimisation

Eomprehensme Geriatric Assessment Advance Care
Planning

Case Study

Patient: 86-year-old woman living in a care home. She has recurrent falls, stage-3
chronic kidney disease, cognitive fluctuation and is taking ten medications, including
sedatives. Over the past three months she has lost weight and her mobility has
declined.

Step 1 - Assessment of CGA domains

¢ Maedical: multimorbidity (CKD, hypertension), polypharmacy, fluctuating blood
pressure.

¢ Functional: slow gait speed, difficulty rising from a chair, recent falls.

e Cognitive & psychological: intermittent confusion, low mood, risk of delirium.

e Social & environmental: lives in a care home, family involved in decisions.

¢ Nutrition: poor appetite, weight loss, possible sarcopenia.

Step 2 - Identify key drivers of decline

From the assessment the MDT identifies sedative burden, sarcopenia with poor
nutritional intake, and environmental fall hazards as the main contributors to her
deterioration. Evidence from hospital-based CGA trials shows that reducing sedative
medications lowers falls and delirium (Ellis et al., 2017).
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3. CASE-BASED CGA WALK-THROUGH &
MAPPING EXERCISE

Step 3 - Create a care plan

¢ Deprescribing: review medications, taper sedatives, and optimise
antihypertensives. Evidence from meta-analyses and guidance demonstrates
that medication optimisation in CGA can reduce mortality and functional decline
(Stuck et al., 1993; BGS, 2014).

e Strength & balance: initiate physiotherapy focusing on strength and balance
training; evidence shows these interventions prevent functional decline and
recurrent falls.

¢ Nutrition optimisation: refer to a dietitian for energy, and protein-dense meals
and consider oral nutritional supplements; align with the Malnutrition Universal
Screening Tool (MUST) and care home guidance.

¢ Advance care planning: discuss goals of care with the patient and family,
document her preferences and ceilings of treatment to inform future decisions.

Assessment = Plan mapping table

CGA domain Key finding Clinical impact Planned action
Functional Falls, slow transfers High fall and Strength & balance
injury risk programme
" “Cognitive & | | Fluctuating cogniion | Delinum risk |  Medication review, calm
psychological routine
Nutrition Weight loss, poor intake Sarcopenia, Dietitian referral,
fatigue supplements
~ Medications | Sedative burden | | Falls, confusion | | Deprescribing sedatives
Social & Care-home environment, | Hazard exposure Environmental risk
environmental limited space assessment

This mapping ensures that each identified problem leads to specific,
actionable interventions rather than generic advice.
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4. IMPLICATIONS FOR PRACTICE & CPD

Implementing CGA across settings requires clinicians to move beyond checklists
toward integrated care plans. National guidelines emphasise focusing on
interactions between conditions, aligning care with patient goals, and rationalising
treatments to reduce burdens (NICE, 2016). UK quality standards and professional
guidance recommend timely CGA for all older adults at risk of frailty (BGS, 2014).

Using this module in practice

1. Learn - Review the evidence base, domains of CGA and case example to
understand how CGA shapes clinical reasoning.

2. Reflect - Apply the reflective questions from Section 3 to a patient you have
recently cared for. Consider how the CGA framework challenges your assumptions
and alters management.

3. Apply - Integrate CGA principles into your setting: screen for frailty, complete
multidimensional assessments, involve multidisciplinary teams early, and tailor
interventions to the patient’s goals.

4. Improve - Document outcomes, share learning with colleagues, and contribute
to service development. UK research highlights that successful community CGA
programmes involve continuity of care, personalised interventions and care
coordination, but barriers include workload and system constraints (NIHR, 2023).
Identifying and addressing local barriers is essential for sustainable improvement.
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4. IMPLICATIONS FOR PRACTICE & CPD

CPD Cycle - Learn, Reflect, Apply, Improve

Key takeaways

e Early identification and prioritisation: Assess gait speed and frailty markers
at first contact to trigger CGA (NICE, 2016).

e Multidisciplinary collaboration: Involve geriatricians, frailty practitioners,
nurses, therapists, pharmacists and social care professionals. Research shows
that early MDT involvement improves outcomes in acute and surgical settings
(Ellis et al., 2017; BGS, 2014).

e Medication optimisation: Structured medication review and deprescribing
reduce falls, delirium and mortality (Stuck et al., 1993; Ellis et al., 2017).

¢ Function and nutrition focus: Addressing mobility and nutritional deficits
prevents decline and supports recovery.

e Person-centred care: Align all interventions with the older person’s
preferences and values; use advance care planning to document decisions.
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