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Abstract

Background The guideline was promoted by the Italian General Practitioners-Primary Care and Geriatrics Hospital-Com-
munity Societies and was carried out involving the National Institute of Health and an Expert Panel including representa-
tives from 25 Scientific and Health-Professional Organizations. The aim of the Guideline was to develop evidence-based
recommendations on the efficacy of CGA in older people across different clinical settings and the accuracy and utility of
CGA-based tools to assess prognosis.

Methods According to the methodological handbook of the Italian National System of Guidelines and NICE criteria
(National Institute for Health and Care Excellence in England), the Guideline was produced based on the Grading of Rec-
ommendations Assessment, Development and Evaluation. Over 20,000 records gathered through databases searches were
initially selected. Sixteen recommendations on CGA efficacy were defined based on 117 studies that met the inclusion criteria
and were performed in general practices and primary care (26 studies included), medical and surgical clinics (16 studies),
emergency departments (17 studies), hospital medical and surgical wards (53 studies), long-term care facilities and nursing
homes (5 studies), hospices and palliative care networks (no studies). Nine recommendations on CGA-based prognostic tools
were issues based on 42 included studies carried out in general practices and primary care (5 studies), medical and surgical
clinics (4 studies), and hospital wards (33 studies).

Results Using CGA can be useful to reduce hospitalization, mortality, institutionalization, the risk of delirium, and improve
appropriateness in drug prescription and maintain functional activities in different settings. Further research on the efficacy of
CGA in rehabilitative facilities, nursing homes, and hospice and palliative-care settings is recommended. CGA-based tools,
particularly the Multidimensional Prognostic Index, should be used to predict some negative outcomes in different settings.
Conclusions This Guideline may be useful in clinical practice and as a tool to support research on the use of CGA in older
people.

Keywords Comprehensive geriatric assessment - Guideline - Systematic review - Meta-analysis - Multidimensional
prognostic index
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Introduction

Comprehensive Geriatric Assessment (CGA) is usually
defined as ”a multidimensional, multidisciplinary process
that identifies a person's medical, social, and functional
needs and the development of an integrated and coordi-
nated care plan to address these needs” [1]. The main
goals of CGA are to improve diagnostic accuracy, optimize
medical treatment, improve health outcomes (including
functional status and quality of life), optimize the living
environment, minimize the use of unnecessary services,
and organize a personalized long-term management of
older people [2]. Over the years, the application of CGA
in different clinical (hospital, home, nursing homes, etc.)
and organizational contexts produced a certain degree of
heterogeneity in its operational definition. [3]

Despite the heterogeneity of its definition, the dimen-
sions that CGA aims to measure are usually grouped into
at least four domains: physical health (e.g., medical his-
tory, physical examination, laboratory data, and list of
conditions, disease-specific indicators and prevention
practices), functional status (e.g., activities of daily living
and instrumental activities of daily living [ADLs, IADLs],
and other parameters such as mobility and quality of life),
psychological health (e.g., cognitive and affective status),
and socio-environmental parameters (social network,
support needs, safety and adequacy of the living environ-
ment). [1]

One of the most innovative aspects that has recently
emerged in relation to CGA is its role in predicting the
prognosis of older people.[4]. The multidimensional
parameters explored by CGA, such as functional status,
multimorbidity and socio-economic determinants, are
among the most relevant prognostic indicators of negative
outcomes in older people, such as mortality [5]. However,
only few of the prognostic tools reported in literature have
a multidimensional construct based on a CGA [6]. The
value of prognosis in older people is becoming increas-
ingly relevant as prognostic definitions can be useful to
facilitate some clinical decisions [5].

Therefore, it is important to both identify methodo-
logically validated published multidimensional prognos-
tic tools based on CGA, and to promote a culture of the
use of patient prognosis in order to facilitate discussion
between healthcare professionals and patients (and/or their
caregivers) on shared clinical decisions based on scientific
evidence.

Furthermore, CGA can be applied across different care
settings (e.g., primary care, hospital, local health and
social care facilities), with different types of pathways and
levels of intensity. Unfortunately, there are some barriers
to the implementation of CGA, such as: 1) an inadequate
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definition of the characteristics of patients who could
benefit the most from a multidimensional care pathway
[1]; 2) a high heterogeneity of operational definitions of
CGA [7]; 3) a lack specific training on CGA for social and
healthcare staff involved in caring for older people [8];
4) a poor definition of the professional skills required in
the interdisciplinary team for drafting, implementing and
monitoring CGA-based treatment plans. [9]

Despite it being widely used for more than three decades
[3] and several studies being published on its relevance and
efficacy across different settings and conditions [10], to our
knowledge, no clinical guidelines on CGA are currently
available.

Therefore, the main aim of this guideline was to produce,
based on the analysis of currently available scientific lit-
erature, clinical and research recommendations on: 1) the
efficacy of CGA interventions in improving a series of out-
comes, 2) the accuracy and utility of multidimensional tools
in predicting outcomes in older people.

Materials and methods
Expert panel

This guideline, promoted by the Societa Italiana Geriatria
Ospedale e Territorio (SIGOT) and the Societa Italiana
Medicina Generale e Cure Primarie (SIMG), included a
total of 25 societies and stakeholders. Methodological sup-
port was provided, throughout all the activities, by the Isti-
tuto Superiore di Sanita (ISS). The working group included
healthcare professionals, representatives of the main national
scientific societies, involved in the care and management of
older people, i.e. geriatricians, cardiologists, nephrologists,
neurologists, oncologists, psychiatrists, prevention medicine
specialists, physiatrists, geriatric surgeons, orthopedists,
urologists, emergency physicians, palliative care physi-
cians. The panel of experts included general practitioners,
geriatricians and specialists in other medical and surgical
areas, epidemiologists, nurses, social workers, psychologists,
occupational and physical therapists, speech and language
therapists, statisticians, and experts in health economics and
in bioethics. The panel also included patients' representa-
tives to ensure consideration of their values, priorities, and
preferences. The whole panel's opinion was also essential
to identify welfare and organizational problems related to
CGA. In the Acknowledgment section, we reported the list
of all the societies and stakeholders involved.

This guideline was developed following the methodologi-
cal handbook for the production of clinical practice guide-
lines developed by the National Center for Clinical Excel-
lence, Quality and Safety of Care of the Italian National
Institute of Health (Centro Nazionale per 1’Eccellenza
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Clinica, la Qualita e la Sicurezza delle Cure dell’Istituto
Superiore di Sanita—version 1.3.3, last update March 2023).
Its core methodology is based on the Grading of Recommen-
dations Assessment, Development and Evaluation (GRADE)
[11]. To assess the certainty of evidence from studies on
multidimensional prognostic tools, we used an approach
similar to the one proposed by the National Institute for
Health and Clinical Excellence (NICE) that has several
domains in common with GRADE [12]. The Evidence to
Decision Framework was used to inform the process from
the GRADE summary of evidence to recommendations [13].
Finally, to improve the quality of the guidelines, two external
expert referees assessed the methodology, content and rec-
ommendations, providing comments that were considered by
panel members in the final version of the guidelines.

Review questions and search strategy

The definition of the review questions was based in the
identification of their relative PICOs (Patient or Popula-
tion, Intervention, Comparison and Outcome) according
to setting. After the identification of PICOs, the panel of
experts voted the outcomes of interest based on their clini-
cal expertise.

Based on the PICOs questions, structured searches were
performed on the scientific databases Cochrane Library,
PubMed and Embase, using the following keywords ('geriat-
ric assessment', 'comprehensive geriatric assessment', 'mul-
tidimensional geriatric assessment') adapted to nine clinical
settings categorized in 5 sections: Sect. 1. Outpatients in
specialist clinics and primary care/general medicine/com-
munity: setting 1) general practice and primary care; setting
2) specialist medical outpatient clinics; setting 3) specialist
surgical outpatient clinics; Sect. 2. Patients in emergency
departments: setting 4) emergency department. Section 3.
Patients admitted to hospital: setting 5) hospital medical
wards; setting 6) hospital surgical wards; Sect. 4. Patients
in long-term care facilities: setting 7) long-term rehabilita-
tion facilities; setting 8) nursing homes; Sect. 5. Patients in
hospice and other palliative care facilities: setting 9) Hospice
and other palliative care facilities. Bibliographic searches
were run from database inception to 19th November 2022
for all topics.

Study selection

Identified records were screened by two independent review-
ers for each review question, using Rayyan (https://www.
rayyan.ai/) in a two-step approach, with an initial screen-
ing based on titles and abstracts followed by a second step
in which full texts of the studies identified were applied

predefined eligibility criteria. Any conflicts were resolved
by at least one member of the expert panel. Two types of
studies were selected: 1. Intervention studies: randomized
controlled trials (RCTs) and pre/post studies, 2. Prognos-
tic studies: prospective and retrospective studies reporting
tools using a multidimensional pathway as exposure and
reporting the association with the outcomes of interest in
terms of accuracy (Area Under the Curve, AUC) or precision
(C-index, Brier Index, pseudoR2) with their 95% confidence
intervals (Cls). The AUC is the most commonly used metric
for assessing the accuracy of predictive tools and compare
it across different tools[14], while C-index is the most com-
monly used metric for precision.

Data extraction

For each review question, data from included studies were
extracted by two members of the Evidence Review Team
(ERT), and subsequently revised by another independent
ERT member, using a structured Microsoft Excel spread-
sheet. For each eligible study, the following data were
extracted: author, year, type of study (RCT, pre/post, pro-
spective or retrospective), setting, condition, presence and
type of comorbidities, number of participants, mean age,
percentage of females, length of follow-up (months), number
of domains considered in the multidimensional evaluation,
outcomes of interest. Information for quality assessment was
also extracted.

Quality assessment

We used the Cochrane Collaboration’s tool for assessing
risk of bias in randomised trials (RoB) for RCTs [15] and
the Newcastle—Ottawa Scale (NOS) for quality assessment
of non-randomized studies (pre/post, retrospective and pro-
spective). [16]

Evaluation of the quality of evidence
and formulation of recommendations

Evidence from meta-analyses was evaluated using the
GRADE assessment. The GRADE framework includes sev-
eral relevant domains to assess the certainty of evidence,
including study design, risk of bias, inconsistency, indirect-
ness, imprecision and other aspects, such as publication bias
[17].

The certainty of evidence was classified as very low (the
true effect is probably significantly different from the estimated
effect), low (the true effect might be significantly different
from the estimated effect), moderate (the true effect is probably
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in specialist clinics (both medical and surgical areas) allo-
cated to CGA also had lower mortality rates (12% lower),
incidence of delirium (56% lower), and length of hospital
stay (2-day shorter) compared to outpatients on usual care,
and had a higher drug prescription appropriateness (in onco-
logical patients who underwent chemotherapy). People in
emergency department allocated to CGA showed lower hos-
pitalization rates (9% lower), functional impairment (24%
lower), and rate of re-admission to emergency care (11%
lower) compared to usual care. Hospitalized patients in both
medical and surgical wards allocated to CGA showed a sig-
nificantly lower rate of admission to long-term care facilities
(13% lower) and incidence of delirium (24% lower).

No differences between CGA and usual care were
observed in hospitalization and mortality rates in people
in long-term care facilities. No intervention studies were
retrieved investigating CGA in the hospice and other pallia-
tive care network setting, and therefore no clinical practice
recommendations could be produced for this setting. For
all outcomes where no data were available from literature
across different settings (see the white cells in Fig. 1), a
series of research recommendations were defined by the
expert group (see below).

The main findings of the intervention studies are graphi-
cally reported in Fig. 1.

Fig. 1 Efficacy of CGA com-
pared to usual care in Rand-
omized Clinical Trials across
different settings
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Findings from prognostic studies

No eligible prognostic studies were identified for five out of
the nine considered settings. Specifically, no studies were
retrieved for emergency department, hospital surgical wards,
long-term care facilities (both rehabilitative structures and
nursing homes), and hospice and palliative care network.

The main considered outcome for primary care and gen-
eral practice was mortality. The investigated tools in litera-
ture were the Multidimensional Prognostic Index (MPI),
the Multidimensional Geriatric Prognostic Index (MGPI),
and the Resident Assessment Instrument for Home Care
(RAI- HO).

The MPI tools include seven to nine domains with 27— 55
items, the MGPI included 8 domains with 104 items, while
the RAI-HC is structured in 15 domains with 400 items (See
Table 2). Overall, the MPI appeared to report a higher pre-
cision (C-Index) in predicting mortality (after one month,
one year, 10 years, and 15 years from the assessment) (See
Table 2). Data on accuracy (AUC) were available only for
two studies on MPI reporting an overall very good accuracy
of this tool (AUC values between 0.80 and 0.90).

In outpatient in both in medical and surgical specialist
clinics, MPI was reported as the most accurate CGA-based
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Table 2 Precision (C-Index) and accuracy (AUC) of CGA-based tools to predict mortality in older adults referring to primary care and general
practice (setting 1). References of the articles in Table are reported in Appendix A in the supplementary material

CGA-based tools Number of domains Sample size Follow-up C-Index Degree of certainty AUC Degree of certainty
(Number of items) (95% CI) (95% CI)
MPI-SvaMA 9 (55) 7.876 1 month 0.83 Moderate
Development cohort (0.82-0.84)
MPI-SvaMA 9 (55) 4.144 1 month 0.83 Moderate
Validation cohort (0.82-0.85)
RAI- HC 15 (400) 435.009 6 months  0.75 Moderate
(0.75-0.76)
MPI-SvaMA 9 (55) 7.876 1 year 0.79 Moderate
Development cohort (0.78-0.80)
MPI-SvaMA 9 (55) 4.144 1 year 0.79 Moderate
Validation cohort (0.78-0.80)
Multidimensional 8 (105) 988 5 years 0.80 Moderate
Geriatric Prognos- (0.76-0.83)
tic Index
Development cohort
Multidimensional 8 (104) 1.109 5 years 0.80 Moderate
Geriatric Prognos- (0.77-0.82)
tic Index
Validation cohort
MPI-ELSA 7(27) 6.244 10 years 0.81 Moderate 0.80 Very Low
(0.80-0.82)
MPI-InChianti 8(72) 1.453 15 years 0.82 Moderate 0.86 Moderate
(0.81-0.84) (0.84 - 0.88)

AUC area under the curve; CI confidence intervals, MPI Multidimensional Prognostic Index; RAI-HC Resident Assessment Instrument for

Home Care; ELSA English Longitudinal Study on Ageing

prognostic tool in predicting mortality and post-operative
complications.

A higher number of studies were retrieved reporting
data on people hospitalized in medical wards (see Table 3).
Therefore, five different outcomes were considered: mortal-
ity, admission to long-term care facilities, re-hospitalization,
length of hospital stay (LOS), and incidence of delirium.
The MPI showed good and very good accuracy and pre-
cision in predicting mortality at 1 month (AUC=0.79;
95% CI1=0.76-0.81; C Index =0.82; 95%CI=0.78-0.85),
6 months (AUC=0.74; 95% CI=0.71-0.76; C Index=0.79;
95% CI1=0.73-0.85), and 12 months (AUC=0.72; 95%
CI=0.69-0.76; C Index=0.76; 95% CI=0.71-0.81). The
CGA-based predictive score was reported to be accurate
in predicting mortality at 12 months (AUC=0.73; 95%
CI=0.73-0.74), while the Mortality Risk Index (MRI)
and the Hospitalized Older Patient Examination Index
(HOPE Index) were reported as able to predict mortality at
24 months with an accuracy of 0.72 (0.69 —-0.75) and 0.68
(0.63-0.73), respectively. The HOPE Index showed moder-
ate accuracy in predicting re-hospitalization 24 months after
hospital discharge (AUC=0.61; 95% CI=0.58 —0.64).

Finally, the MPI showed very good accuracy in predict-
ing admission to long-term care facilities (AUC =0.81; 95%
CI=0.78-0.85), and low—moderate accuracy to predict the
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risk of prolonged LOS (AUC=0.57; 95% CI=0.53-0.60)
with good precision (C Index =0.74: 95% CI1=0.71-0.76),
and the onset of delirium (AUC =0.63; 95% CI=0.57-0.70)
in older people admitted to hospital (Table 3).

Clinical recommendations

Based on the analysis of data from literature and discussion
of the EtD framework, 25 clinical practice recommenda-
tions were developed and approved by the expert panel (See
Table 4).

Research recommendations

Acknowledging the limitations of the evidence available on
some specific topics, the expert panel underlined the need to
improve the quality of research to further clarify the poten-
tial utility of CGA in:

— Improving functional status and quality of life (in pri-
mary care, medical and surgical clinics and wards, long-
term care rehabilitation facilities and nursing homes,
hospice and palliative care networks)
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Table 4 Recommendations about comprehensive geriatric assessment

# Recommendation Strength of recommendation

Rla.l Using comprehensive geriatric assessment is suggested to reduce hospitalization rate in older people Weak in favor
referred to general practice and primary care

Rl1a.2 Using comprehensive geriatric assessment is not suggested for the sole purpose of decreasing mortality Weak in against
rate or institutionalization in older people referred to general practice and primary care clinics

R1b.1 Using comprehensive geriatric assessment, through the multidimensional prognostic index (MPI) and the =~ Weak in favor
Resident Assessment Instrument for Home Care (RAI-HC), is suggested to predict the short-, medium-
and long-term risk of death in older people referred to general practice and primary care clinics

R2a.1 Using comprehensive geriatric assessment is suggested to reduce mortality rate in older people referred to Weak in favor
specialist medical clinics

R2a.2 Using comprehensive geriatric assessment is not suggested for the sole purpose of reducing hospitaliza- Weak in against
tion and institutionalization rate in older people referred to specialist medical clinics

R2a.3 Using comprehensive geriatric assessment is suggested to increase the appropriateness of prescribing (dis- Weak in favor
continuation of chemotherapy due to toxic effects) in older people referred to specialist medical clinics

R2b.1 Using comprehensive geriatric assessment, through the multidimensional prognostic index, is suggested to Weak in favor
predict the risk of death in older people with cancer and referred to specialist clinics in the medical area

R3a.l Using comprehensive geriatric assessment is suggested to reduce the length of stay in older people Weak in favor
referred to specialist surgical outpatient clinics

R3a.2 Using comprehensive geriatric assessment is suggested to reduce the incidence of post-operative delirium  Weak in favor
in older people referred to specialist surgical outpatient clinics

R3b.1 Using comprehensive geriatric assessment, through the multidimensional prognostic index, is suggested to Weak in favor
predict post-operative complications in older people with colorectal cancer referred to specialist surgical
outpatient clinics

R4a.1 Using comprehensive geriatric assessment is suggested to reduce hospitalization rate in older people Weak in favor
admitted to the emergency department

R4a.2 Using comprehensive geriatric assessment is suggested to reduce functional impairment, over a period of =~ Weak in favor
4 to 12 months, in older people admitted to the emergency department

R4a.3 Using comprehensive geriatric assessment is suggested to reduce readmission rates to the emergency Weak in favor
department within two weeks to 12 months after the first access, in older people admitted to the emer-
gency department

R5a.1 Using comprehensive geriatric assessment is recommended to reduce institutionalization rate in older Strong in favor
people admitted to hospital medical wards

R5a.2 Using comprehensive geriatric assessment is not recommended for the sole purpose of reducing mortality ~ Strong in against
or re-hospitalization rate in older people admitted to hospital medical wards

R5b.1 Using comprehensive geriatric assessment, through the multidimensional prognostic index (MPI), is sug- ~ Weak in favor
gested to predict the risk of short- (< 1 month), medium- (6 months) and long-term (12 months) mortal-
ity in older people admitted to hospital medical wards

R5b.2 Using comprehensive geriatric assessment, through a CGA-based Predictive Score (DAMAGE study), is ~ Weak in favor
suggested to predict the risk of death at 12 months, and, through the HOPE Index (Hospitalized Older
Patient Examination) and the Mortality Risk Index (MRI) at 24 months, in older people admitted to
hospital medical wards

R5b.3 Using comprehensive geriatric assessment, through the multidimensional prognostic index (MPI), is sug- ~ Weak in favor
gested to predict the risk of institutionalization in older people admitted to hospital medical wards

R5b.4 Using comprehensive geriatric assessment, through the HOPE Index, is recommended to predict the risk ~ Strong in favor
of re-hospitalization at 24 months in older people admitted to hospital medical wards

R5b.5 Using comprehensive geriatric assessment, through the multidimensional prognostic index (MPI), is sug-  Weak in favor
gested to predict the risk of prolonged hospital stay in older people admitted to hospital medical wards

R5b.6 Using comprehensive geriatric assessment, through the multidimensional prognostic index (MPI), is sug-  Weak in favor
gested to identify older people admitted to hospital medical wards that are at a higher risk of delirium

R6a.1 Using comprehensive geriatric assessment is recommended to reduce the incidence of delirium in older Strong in favor
people admitted to orthogeriatric wards and referred to surgical wards

R6a.2 Using comprehensive geriatric assessment is not recommended for the sole purpose of reducing mortal- Strong in against
ity or institutionalization rates in nursing homes or re-hospitalization rate in older people admitted to
orthogeriatric and in surgical hospital wards

R7a.1 Using comprehensive geriatric assessment is not recommended for the sole purpose of reducing mortality ~ Strong in against

rate in older people admitted to long-term care rehabilitation facilities
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Table 4 (continued)

# Recommendation

Strength of recommendation

R8a.1 Using comprehensive geriatric assessment is not suggested for the sole purpose of reducing mortality or

hospitalization rates in older people resident in nursing homes

Weak in against

— Improving the early identification of palliative care needs

— Reducing mortality (in outpatient care of surgical area,
emergency department and nursing homes)

— Reducing hospitalization (from nursing homes, hospice
and palliative care network)

— Reducing access rate to emergency department (in pri-
mary care setting and after discharge from the hospital
medical wards)

— Reducing length of hospital stay (in surgical hospital set-
ting)

— Optimizing post-discharge management pathways (in
medical and surgical hospital setting)

— Improving medications appropriateness (in primary care,
medical hospital setting and nursing homes)

— Reducing post-operative complications (in surgical out-
patient and hospital settings)

— Minimizing use of physical restraints (in medical hospital
setting and nursing homes)

The expert panel also underlined the lack of CGA-
based prognostic tools able to predict negative outcomes in
patients admitted to the emergency department, in people
hospitalized in surgical wards or resident in long term-care
rehabilitation facilities and nursing homes, or in hospices or
palliative care networks. Therefore, recommendations for
further research were included to cover these issues.

Discussion

This Guideline was produced adopting a multidisciplinary
view, involving some of the most relevant Italian scientific
societies working in the field of geriatrics, general and inter-
nal medicine, and along with medical and non-medical soci-
eties and stakeholders interested in this topic.

The included recommendations support providing indi-
vidualized care to older people, and prioritizing care through
the identification of individuals at increased risk of nega-
tive health outcomes. Moreover, this Guideline provides
indications on the most relevant multidimensional tools
that are available for use by healthcare and social profes-
sionals involved in caring older people across different set-
tings and contexts. At the same time, not all aspects related
to the complex care of older people could be covered in
this Guideline, due to the limited available evidence, and
recommendations could not be issued for all the predefined

review questions. However, in these cases indications for
future research were provided.

Implementation, updating
and dissemination

Considering the continuous evolution of medical and sci-
entific knowledge, the document is to be updated within
3 years (January 2026).

Multiple ways of disseminating the document will be
adopted, including the following approaches:

e Dissemination in media and press;

e Mail shipment to reference centers;

e Publication on the SNLG-ISS website and on the web-
sites of scientific societies, health agencies, etc.;

e Scientific publications;

e Presentation at national and international conferences.

When considering factors facilitating the clinical and
organizational application of this Guideline, scientific lit-
erature suggests the following as relevant factors:

e Developing training and educational programs specifi-
cally including information on the utility and operational
methods of CGA. This Guideline suggests, based on sci-
entific literature, multidimensional tools and their most
appropriate and useful application for patients, caregiv-
ers, and health and social care professionals. To this pur-
pose, training courses can be proposed, both in presence
and online, integrated with practical exercises involving
the application of real and/or simulated clinical case
studies taken from clinical practice;

e Promoting at local level of CGA paths integrated into
specific pathways compatible with individual territorial
realities;

e Widening the communication skills of the health and
social care professionals included as target population in
the Guideline to facilitate the implementation of multi-
dimensional assessment paths and the planning of indi-
vidualized care programs.

Among the possible obstacles to the dissemination and
implementation of this Guideline, the need for a digital com-
puterization of these tools should be mentioned to overcome
the current heterogeneity of multidimensional tools, and to
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facilitate the sharing of information and shorten the CGA
procedures. The need for organizational adaptations should
also be considered, including the acquisition of trained and
dedicated personnel in the different settings (hospital, ter-
ritorial and residential areas) that the application of the rec-
ommendations of this Guideline may require.

Concluding remarks

This Guideline provides recommendations on the imple-
mentation of a multidimensional CGA-based approach
when caring for older people in different clinical settings
in order to improve several negative outcomes. Moreover,
the Guideline recommends the use of CGA-based prognos-
tic tools as a support to provide the most appropriate and
cost-effective management approach, and as a facilitating
tool for decision making for each individual patient. The
included research recommendations highlight those clinical
topics where further studies are needed to identify where and
when a multidimensional approach could be useful to sup-
port patients, caregivers, physicians, and health and social
care professionals.
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