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Abstract: Accelerated global population aging has been accompanied by multimorbidity, progressive decline in organ function, and 
complex psychosocial conditions among older adults, which collectively place substantial pressure on conventional single- 
disease–oriented care models. Comprehensive Geriatric Assessment (CGA), defined as a multidimensional and interdisciplinary 
diagnostic process, in combination with a Geriatric Interdisciplinary Team (GIT) structured around patient-centered care, represents 
a principal strategy to address these challenges. This narrative review synthesized literature from PubMed, Web of Science, and CNKI 
(up to December 2025) using keywords including “comprehensive geriatric assessment”, “multidisciplinary team”, and “integrated 
care”. This review synthesizes the theoretical framework, key components, and implementation pathways of this integrated care 
model. The underlying conceptual foundations and core principles are examined, with particular attention to critical steps and 
operational approaches during implementation. Evidence regarding clinical outcomes is evaluated alongside current limitations and 
future directions. This work aims to provide a conceptual basis and practical reference for the development of efficient and sustainable 
geriatric integrated care systems. 
Keywords: comprehensive geriatric assessment, multidisciplinary team, integrated care, older adults, China

Introduction
With ongoing demographic aging worldwide, the complexity of healthcare delivery for older populations continues to 
increase. Comprehensive Geriatric Assessment (CGA) is a structured, interdisciplinary diagnostic approach. It focuses on 
the systematic identification of functional capacity and latent problems in older individuals. These problems span four 
key domains: physical, functional, psychological, and social.1 CGA transcends the mere aggregation of clinical data; 
instead, it functions as the cornerstone for formulating holistic management protocols. By leveraging CGA, clinicians can 
effectively devise and execute care pathways that are both synchronized and seamlessly integrated.2 Among older 
patients presenting to emergency settings, frailty is highly prevalent and typically manifests as geriatric syndromes such 
as falls, delirium, fatigue, and restricted mobility. In this context, CGA provides an effective framework for evaluating 
and managing the overall condition of frail individuals.3 Evidence from community and outpatient settings indicates that 
implementation of CGA is associated with improved maintenance of independent living and reduced hospitalization 
rates.1 Beyond clinical benefits, CGA aligns with evolving healthcare demands.1

The Geriatric Interdisciplinary Team (GIT) constitutes another essential component in addressing the complexity of 
geriatric care.4 Through collaboration among professionals from diverse disciplines, GIT enables the development and 
execution of individualized care plans. The value of this collaborative approach is evident across multiple clinical 
settings. In geriatric oncology, international recommendations advocate multidisciplinary assessment to refine treatment 
strategies and align interventions with heterogeneous aging trajectories.5 Evidence indicates that CGA contributes to 
improved therapeutic effectiveness, supports individualized care planning, and enhances quality of life as well as 
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functional outcomes.6 In specific domains such as gastrointestinal malignancies, integration of geriatric assessment has 
been associated with improved treatment tolerance, reduced complications, and alignment of therapeutic goals with 
patient preferences.6 In the management of osteoporotic fragility fractures, fracture liaison services involving multi
disciplinary teams incorporate comprehensive evaluation of fracture risk factors together with multidimensional geriatric 
assessment, These methods have improved efficiency in osteoporosis management, anti-fracture therapy, and supple
mentation with vitamin D and calcium.7 These findings underscore the central role of interdisciplinary collaboration in 
managing multimorbidity and complex health conditions in older populations.

Systematic integration of CGA with GIT-based care represents a necessary direction for improving healthcare quality, 
enhancing patient outcomes, and optimizing resource allocation in geriatric medicine. Within this integrated care model, 
comprehensive assessment findings inform the development of targeted intervention strategies, generating synergistic 
effects across disciplines. Among community-dwelling older adults at high risk of frailty, CGA has been associated with 
reduced risk of unplanned hospitalization.2 In emergency care settings, transitional care models such as ED PLUS, led by 
physiotherapists, initiate CGA at the point of emergency contact and extend care through multidisciplinary follow-up, 
thereby facilitating care transition between emergency and community settings and improving patient’s quality of life.8 

For older trauma patients, early intervention, intensive care management, appropriate triage, and age-adapted assessment 
are essential components of care, highlighting the importance of interdisciplinary strategies in optimizing trauma 
management and resource utilization.9

Healthy aging extends beyond clinical outcomes to encompass quality of life, emotional well-being, and social 
participation.10 The health of older adults is closely intertwined with that of their informal caregivers, as caring for 
individuals with dementia is associated with a decline in caregivers’ cognitive and physical health.11 Physical exercise 
programs incorporating cognitive tasks can improve patient–caregiver outcomes and reduce caregiver burden.12

Comprehensive Geriatric Assessment (CGA) is specifically designed to assess these multidimensional aspects of 
aging and caregiving. As a structured, interdisciplinary approach, CGA systematically evaluates physical, functional, 
psychological, and social domains, thereby directly aligning with the determinants of quality of life and healthy aging. 
The Geriatric Interdisciplinary Team (GIT) then translates these assessments into patient-centered interventions that 
address both patient and caregiver needs. Together, the integrated CGA-GIT model operationalizes healthy aging 
principles by addressing the full spectrum of older adults’ needs, from disease management to social participation and 
caregiver support.

Despite the recognized value of CGA and GIT individually, a systematic theoretical framework that integrates both 
into a coherent, implementable model remains lacking. Specifically, three key gaps persist: (1) the absence of standar
dized implementation pathways for CGA-MDT integration across diverse healthcare settings; (2) limited evidence on 
comprehensive outcome measures that capture both clinical and health-system impacts; and (3) a lack of strategies for 
scaling integrated models from high-resource to routine practice settings. This review aims to address these gaps by 
proposing a conceptual framework for CGA-GIT integration, delineating practical implementation pathways, and 
identifying future research priorities.

Theoretical Framework and Core Principles of the Integrated Care Model
Conceptual Foundations and Assessment Domains of CGA
CGA represents a structured approach that extends beyond the conventional biomedical paradigm and is grounded in 
core principles of geriatric medicine. Its conceptual basis lies in the identification and management of conditions such as 
geriatric syndromes, frailty, and functional impairment, with emphasis placed on a global understanding of health status 
rather than a disease-specific focus.3 As a standardized, multidimensional, and interdisciplinary approach, CGA supports 
early detection of geriatric syndromes, including frailty, and informs the development of individualized care plans.1,13 

The scope of assessment encompasses multiple domains, including physical health (eg., comorbidities and polyphar
macy), functional capacity (eg., activities of daily living (ADL), instrumental activities of daily living (IADL), gait, and 
balance), cognitive and psychological status (eg., cognitive function, depression, anxiety), as well as social and 
environmental conditions (eg., social support, financial resources, living environment), together with quality of life 
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(QoL).1 International consensusfurther supports the central role of CGA in geriatric practice. The European Geriatric 
Medicine Society (EuGMS) has formally endorsed CGA as the cornerstone of geriatric care, recommending its use for 
frailty assessment, clinical decision-making, and rehabilitation planning across both geriatric and non-geriatric settings.14 

Similarly, the American Geriatrics Society (AGS) guidelines advocate for CGA as the standard for multidimensional 
health status evaluation in older adults.15 Among older individuals with chronic kidney disease, application of CGA 
enables identification of depression and malnutrition as factors associated with increased mortality risk, thereby 
contributing to more refined risk stratification.16

Theoretical Basis and Team Structure of the GIT
GIT is conceptually derived from systems theory, team science, and the framework of patient-centered care. It relies on 
coordinated interaction and complementarity among professionals from diverse disciplines, generating a synergistic 
effect that addresses the complex and multidimensional healthcare needs of older adults.4 Within geriatric oncology, such 
collaboration is considered essential for optimizing treatment strategies and aligning clinical decisions with individua
lized care pathways.5 The core team typically includes geriatricians, nurses, clinical pharmacists, rehabilitation therapists, 
dietitians, social workers, and mental health professionals. Clearly defined roles, responsibilities, and communication 
mechanisms are fundamental to effective team performance. For instance, in fracture liaison service models for fragility 
hip fractures, interdisciplinary teams conduct comprehensive evaluations to identify risk factors for subsequent fractures 
and assess multidimensional geriatric syndromes, including muscle status, which informs anti-fracture treatment strate
gies and structured follow-up.7 Effective team function depends on shared objectives, regular structured meetings, 
transparent decision-making processes, and a culture characterized by mutual respect and trust. This collaborative 
environment provides the organizational foundation for the operation of the integrated care model.

Core Concepts and Operational Mechanisms of the Integrated Care Model
Within the integrated care model, CGA functions as the driving mechanism for problem identification, whereas GIT 
serves as the operational framework for problem resolution, enabling seamless linkage between assessment and inter
vention within a continuous care cycle. CGA extends beyond assessment alone; it informs comprehensive care planning 
and directs implementation of targeted interventions.2 Operationally, CGA findings initiate GIT involvement, while 
a designated coordinator—typically a geriatric nurse or case manager—oversees implementation, follow-up, and 
reassessment to maintain continuity of care, care coordination, and individualization. This mechanism is essential for 
addressing the dynamic and evolving needs of older patients. Qualitative evidence further indicates that CGA in 
community and outpatient settings represents an integrated assessment process in which evaluation of the home 
environment enhances overall effectiveness, and collaborative care approaches support its implementation.17 A CGA- 
driven and GIT-executed framework therefore constitutes the central mechanism for delivering individualized and 
continuous geriatric care.

Practical Pathways and Key Components of the Integrated Care Model
Initiation of Assessment and Information Integration Processes
Implementation of the integrated care model begins with systematic identification of older individuals at high risk. 
Across diverse care settings, including emergency departments, outpatient clinics, and inpatient units, the application of 
efficient screening tools constitutes the initial step toward comprehensive assessment. In emergency settings, frailty is 
frequently encountered and is associated with increased risk of adverse events, often presenting as geriatric syndromes 
such as falls, delirium, and restricted mobility; early identification and stratification are therefore essential for subsequent 
management.3 Once individuals requiring further evaluation are identified, standardized CGA is conducted as the central 
component of the process. Ensuring the effectiveness of assessment and continuity of information transfer requires 
structured documentation systems together with an information integration platform. Standardized electronic CGA 
templates, combined with shared EHRs, support effective dissemination of assessment findings across GIT members 
and form the basis of integrated care delivery.1 Establishment of clearly defined referral criteria and pathways enables 
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seamless exchange of assessment information across multiple care settings, including hospitals, community services, and 
long-term care institutions, thereby reducing redundant assessments, minimizing data silos, and maintaining continuity of 
care. Evidence from community and outpatient settings indicates that CGA incorporating home environment evaluation 
and collaborative care approaches improves comprehensiveness of assessment while increasing patient satisfaction and 
access to healthcare services.17

Multidisciplinary Team Meetings and Development of Individualized Care Plans
Regular GIT meetings represent a central operational component of the integrated care model, serving as the primary 
interface through which assessment findings are translated into actionable strategies. These meetings follow a structured 
agenda. The coordinator typically presents key CGA findings at the outset, after which team members—including 
geriatricians, nurses, rehabilitation therapists, dietitians, clinical pharmacists, and social workers—contribute discipline- 
specific perspectives, refine assessments, and raise relevant clinical considerations.5 This structured format supports 
comprehensive information exchange and enables multidimensional characterization of patient status. Based on this 
collective evaluation, the team defines a prioritized list of clinical issues and, through collaborative deliberation, 
establishes a unified, feasible, and goal-oriented individualized care plan. The plan encompasses multiple domains, 
including optimization of clinical management (eg., comorbidity management and medication review), functional 
rehabilitation, nutritional support, social support, and broader care planning strategies.2 Alignment with patient values 
requires active engagement of both patients and their families; clear communication ensures understanding and agree
ment regarding the proposed care plan. This step is fundamental to patient-centered care and contributes directly to 
improved adherence and satisfaction. Evidence from qualitative synthesis in community and outpatient CGA settings 
indicates that meaningful involvement of older individuals and their caregivers during the CGA process is associated 
with enhanced care experience and improved outcomes.17

Execution, Coordination, and Iterative Reassessment
Effective execution of the care plan requires clearly defined responsibilities and specified timelines. Within this process, 
the coordinator assumes a central role, monitoring implementation, coordinating across service providers—including 
hospitals, community rehabilitation services, and home care—and acting as the principal liaison between patients and the 
GIT.8 Robust communication and feedback mechanisms are essential to maintain continuity of care. Approaches such as 
shared task lists, scheduled telephone follow-up, and home visits enable early identification of barriers and support timely 
resolution, ensuring that planned interventions are carried out as intended. The integrated care model operates as 
a dynamic process rather than a single intervention. Ongoing reassessment, guided by clinical status and response to 
interventions, is required to maintain effectiveness. Among community-dwelling older individuals at high risk of frailty, 
CGA-based reassessment may be conducted at intervals of 3–6 months, with subsequent modification of the care plan 
according to updated findings, thereby sustaining an iterative cycle of assessment, intervention, and reassessment.2 For 
older patients discharged from emergency care, initiation of CGA combined with multidisciplinary follow-up supports 
care transition across settings and contributes to improved post-discharge outcomes.8,18 Reassessment extends beyond 
clinical indicators to include evaluation of healthcare utilization, particularly unplanned readmission rates, which serve as 
key indicators of long-term effectiveness of the integrated care model.19

Based on the theoretical foundation outlined above and the analysis of practical implementation considerations, we 
propose an integrated operational framework for CGA-GIT (Comprehensive Geriatric Assessment-Geriatric 
Interdisciplinary Team). The integrated CGA-GIT care pathway is illustrated in Figure 1.

Outcomes Evaluation, Challenges, and Future Directions
Clinical Outcomes and Health Economic Evaluation of the Integrated Care Model
Accumulating evidence indicates that integration of CGA with GIT-based care is associated with measurable improve
ments in clinical outcomes, more efficient healthcare utilization, and enhanced cost-effectiveness in older populations. In 
terms of clinical outcomes, the integrated care model is linked to reductions in mortality and unplanned readmission 
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rates.19 A systematic review focusing on community-dwelling older individuals at high risk of frailty reported that CGA- 
based interventions may reduce the risk of unplanned hospitalization.2 The landmark meta-analysis by Stuck et al 
including 28 controlled trials and nearly 10,000 participants demonstrated that CGA programmes with strong long-term 
management improve survival and functional outcomes in older persons (OR for living at home at follow-up: 1.68 for 
geriatric evaluation and management units.20 Limited evidence from single-center studies suggests potential benefits of 
CGA in outpatient settings, though findings remain preliminary.21 Improvements have also been observed in the 
management of geriatric syndromes, including frailty, falls, and delirium, particularly in acute care environments 
where early identification and proactive management are essential.3 It has been proposed that integrating CGA with 
GIT improves care coordination, although robust data from large-scale trials are currently lacking.22 From the perspective 
of patient-reported outcomes (PROs), comprehensive and coordinated care planning contributes to increased quality of 
life and higher levels of patient satisfaction.17 With regard to healthcare utilization, delivery of the integrated care model 
is associated with reduced consumption of medical resources. Economic evaluations further indicate that CGA demon
strates alignment with evolving healthcare demands while maintaining clinical benefit.1 Nevertheless, evidence regarding 
effectiveness across inpatient, outpatient, and diverse cultural settings remains limited, highlighting the need for high- 
quality studies with extended follow-up. Future evaluations should incorporate multidimensional outcome measures, 

Figure 1 Integrated CGA-GIT care model pathway for older adults. The pathway consists of five sequential steps: Screening (Step 1) for rapid identification of high-risk 
older adults using validated tools (e.g., FRAIL, ICOPE); Comprehensive Geriatric Assessment (Step 2) for multidimensional evaluation of medical, functional, cognitive, 
nutritional, and psychosocial domains; And Geriatric Interdisciplinary Team diagnosis and treatment; Develop an individualized diagnosis and treatment care plan (Step 3); 
and Implementation (Step 4) and follow-up (Step5) for executing the care plan with regular reassessment and adjustment.
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including clinical outcomes, PROs, healthcare utilization metrics, and cost-effectiveness analyses, to enable comprehen
sive assessment of the value of the integrated care model.

Major Challenges and Barriers to Implementation of the Integrated Care Model
The major challenges and barriers to implementation of the integrated care model are summarized in Table 1, spanning 
system-level, organizational-level, and professional/cultural-level domains.

Future Optimization and Development Directions
The mode Advancement from conceptual frameworks to routine clinical practice requires focused efforts in several key 
domains, as summarized in Table 2:

Further advancement of the integrated care model based on CGA and GIT requires coordinated efforts across three 
domains: theoretical refinement, practice-oriented innovation, and policy support. From a theoretical perspective, 
development of conceptual models applicable to diverse care settings—including emergency departments, outpatient 
clinics, inpatient units, and community-based services—as well as different cultural contexts, remains necessary. 
Contemporary models of integrated care emphasize the importance of connectivity across broader healthcare ecosystems 
and inter-organizational networks.25 Exploration of advanced technologies, including artificial intelligence and large- 
scale data analytics, in the interpretation of CGA data and risk prediction should be expanded. Artificial intelligence– 

Table 1 Major Challenges in the Implementation of the Integrated Care Model Based on CGA and GIT

Domain Key Challenges

System-level (structural barriers) ● Fragmentation of healthcare systems, with insufficient coordination across institutions• Limited 

incentives within payment structures, where fee-for-service models fail to capture the value of 
interdisciplinary collaboration23 

● Technical and policy barriers to cross-institutional information sharing, including lack of 

standardized data systems and limited interoperability

Organizational-level (resource allocation and 

process management)

● Insufficient workforce capacity, particularly lack of personnel trained in geriatric medicine24 

● Unclear leadership and coordination roles, together with non-standardized operational 
processes 

● Absence of sustainable financial models, restricting scalability of resource-intensive care models25

Professional and cultural-level (cognition and 

collaboration)

● Differences in disciplinary perspectives and communication barriers, including variation in 

recognition of assessment value between specialties such as oncology and geriatrics5 

● Conflicts related to traditional models of clinical authority, with limited awareness among some 
clinicians 

● Perception of CGA as an additional burden rather than an essential clinical tool26

Abbreviations: CGA, Comprehensive Geriatric Assessment; MDT, Multidisciplinary Team; GIT, Geriatric Interdisciplinary Team.

Table 2 Future Directions of the Integrated Care Model Based on CGA and GIT

Domain Key Actions Objectives and Significance

Advancement of evidence-based 
research

Conduct high-quality multicenter pragmatic trials to evaluate clinical 
outcomes and economic benefits of integrated care pathways from 

admission to discharge27

Generate high-level evidence supporting both 
effectiveness and cost-effectiveness of the 

integrated care model

Technology-enabled screening Develop automated screening tools based on electronic health records 
(EHRs) and electronic frailty indices, with assessment of feasibility and 

equity27

Enable efficient and standardized risk 
identification within routine clinical practice

Workforce development Strengthen interdisciplinary collaboration and targeted training to 
establish CGA as a standard component of care across diverse 

healthcare settings6

Enhance interdisciplinary capacity and promote 
broad implementation of the integrated care 

model

Abbreviations: CGA, Comprehensive Geriatric Assessment; MDT, Multidisciplinary Team; GIT, Geriatric Interdisciplinary Team.
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driven clinical decision support systems demonstrate strong performance in risk prediction and treatment optimization; in 
older populations with diabetes, such approaches are associated with improved diagnostic accuracy and reduced 
hospitalization rates.26 These approaches support more precise decision-making within GIT and contribute to individua
lized care delivery. From the perspective of practical innovation, development of telemedicine-based “virtual GIT” 
models is warranted to expand service accessibility, particularly in resource-limited or remote settings.28 Integration of 
the care model with emerging service frameworks, including enhanced recovery units and chronic disease management 
units, should be further examined. For example, implementation of CGA within emergency departments, combined with 
multidisciplinary follow-up as exemplified by the ED PLUS model, supports care transition between emergency and 
community settings.8 Strengthening the coordinating role of primary healthcare institutions within integrated care is also 
required. Through targeted training and system-level support, these institutions can undertake key functions, including 
initial assessment, coordination of referrals, and long-term follow-up.29 At the policy level, reform of payment mechan
isms is essential. Incentive structures based on value, bundled payments, or capitation models should replace fee-for- 
service approaches that fail to reflect the benefits of integrated care, thereby promoting preventive management and 
interdisciplinary collaboration.30 Development of national guidelines and quality standards for geriatric integrated care 
would provide a unified framework for service delivery, workforce training, and outcome evaluation, ensuring consis
tency and comparability of care.27 Expansion of training programs in geriatric medicine and interdisciplinary collabora
tion is required to strengthen workforce capacity in managing complex care needs among older populations.24 

Coordinated advancement across theoretical, practical, and policy domains is required to support large-scale implemen
tation and optimization of the integrated care model, ultimately improving quality and efficiency of geriatric care.

Conclusion
The integration of Comprehensive Geriatric Assessment (CGA) with Geriatric Interdisciplinary Team (GIT) care 
represents a paradigm shift from disease-focused to person-centered geriatric practice. Accumulating evidence indicates 
this model improves functional outcomes, quality of life, and care coordination.

However, translating this model into routine practice encounters persistent barriers, including workforce shortages, 
fragmented coordination, misaligned incentives, and specialty-centered traditions. Moreover, robust evidence regarding 
the integrated model specifically—distinct from CGA or GIT alone—remains limited, with most data derived from 
single-center or observational studies.

Future priorities include rigorous study designs, standardized implementation protocols, context-specific frameworks, 
digital tools for standardized assessment, and payment reforms rewarding value over volume. These efforts are essential 
to facilitate the transition of the integrated model from pilot programs to sustainable practice for aging populations.
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