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collaboration between professionals—where dietitians optimize nutrient intake to
preserve muscle mass, nurses enhance physical function and health literacy, and social
workers combat isolation and improve access to resources—creates a reinforcing cycle
that improves self-efficacy, biological resilience, and overall well-being. Evidence
indicates that such integrated models can effectively slow or even reverse frailty

progression, reduce disability, and improve quality of life more effectively than siloed,
single-domain interventions. Successful implementation, however, requires overcoming

systemic barriers

related to fragmented healthcare funding,

interprofessional

collaboration, and equitable access to ensure these comprehensive benefits reach
diverse aging populations.

1. Introduction

The global demographic shift towards an aging
population is one of the most significant social
transformations of the 21st century. By 2050, it is
projected that the number of individuals aged 60
years and older will reach 2.1 billion, representing a
substantial increase from previous decades [1]. This
demographic change brings with it a heightened
prevalence of age-related conditions, among which
frailty and functional decline stand out as critical
determinants of health, independence, and quality
of life in later years. Frailty is a multidimensional
clinical syndrome characterized by diminished
physiological reserve and increased vulnerability to
stressors, leading to adverse outcomes such as falls,
hospitalization, disability, and mortality [2].
Functional decline, often intertwined with frailty,
refers to the loss of ability to perform activities of
daily living (ADLs) and instrumental activities of
daily living (IADLs), which are essential for
autonomous living [3]. The interplay between
biological, psychological, social, and environmental
factors underpins these conditions, necessitating a
holistic approach to prevention and management.
Historically, healthcare systems have addressed the
needs of older adults through a fragmented,
disease-centric model, where specialists manage
isolated conditions without sufficient integration.
This siloed approach has proven inadequate for
addressing the complex, intertwined nature of
frailty and functional decline, which often stem
from synergistic deficits across multiple domains
[4]. For instance, malnutrition—a common issue in
older adults—can exacerbate sarcopenia, reduce
immune function, and diminish energy levels,
thereby accelerating physical frailty. Concurrently,
psychosocial factors such as social isolation,
depression, and cognitive impairment can
undermine motivation for physical activity and
adherence to nutritional guidelines, creating a
vicious cycle of decline [5]. Recognizing this
complexity, there has been a growing paradigm
shift ~ towards integrated, interdisciplinary
interventions that target the multifactorial etiology
of frailty and functional decline.
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Integrated care models that combine psychosocial
and nutritional components have emerged as
promising strategies to mitigate these age-related
challenges. These models often involve a team of
professionals, including social workers, nurses, and
dietitians, who collaborate to address the bio-
psycho-social needs of older adults. Social workers
contribute expertise in assessing and enhancing

social support, mental health, and access to
community resources, which are crucial for
psychological well-being and engagement in

health-promoting behaviors [6]. Nurses, with their
holistic view of patient care, play a pivotal role in
monitoring health status, managing chronic
conditions, promoting functional mobility, and
educating patients and families about self-care
strategies [7]. Dietitians provide specialized
knowledge in nutritional assessment, personalized
dietary planning, and management of age-related
nutritional deficiencies, which are foundational to
maintaining muscle mass, strength, and overall
physiological resilience [8].

The integration of these professional roles into a
cohesive intervention framework aims to create
synergistic effects, where the combined impact
exceeds the sum of individual contributions. For
example, a social worker might address loneliness
by facilitating group activities, which in turn could
improve mood and appetite, thereby enhancing the
effectiveness of a dietitian’s nutritional plan.
Simultaneously, a nurse could monitor blood
pressure and medication adherence, ensuring that
physical health stabilizes enough for the older adult
to participate in social and nutritional activities.
This team-based approach aligns with the World
Health Organization’s emphasis on person-
centered, integrated care for aging populations,
which seeks to optimize intrinsic capacity and
functional ability across the life course [1]. Despite
the logical appeal of such interventions, the
empirical evidence regarding their impact on frailty
and functional decline requires thorough
examination, considering variations in design,
implementation, and population characteristics.

2. Frailty, Functional Decline, and Current
Intervention Paradigms
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Frailty and functional decline are prevalent
concerns in gerontology, with extensive literature
documenting their predictors, trajectories, and
consequences. Frailty is often operationalized using
models such as the phenotypic model by Fried et
al., which defines it based on five criteria:
unintentional weight loss, self-reported exhaustion,
weak grip strength, slow walking speed, and low
physical activity [2]. Alternatively, the cumulative
deficit model by Rockwood et al. views frailty as
an index of health deficits across multiple systems,
emphasizing its multidimensional nature [3].
Functional decline, meanwhile, is typically
measured through assessments of ADLs (e.g.,
bathing, dressing) and IADLs (e.g., shopping,
managing medications), with declines signaling
loss of independence [4]. Both conditions share
common risk factors, including advanced age,
multimorbidity, polypharmacy, poor nutrition, and
psychosocial stressors such as depression and social
isolation [5].

Traditional interventions for frailty and functional
decline have often focused on single-domain
approaches, such as exercise programs to improve
physical strength or nutritional supplements to
address deficiencies. While these interventions
show modest benefits, their effectiveness is
frequently limited by a lack of attention to the
psychosocial context that influences adherence and
outcomes [6]. For instance, an older adult with
depression may lack the motivation to participate in
exercise, while someone experiencing social
isolation might not have the support to prepare
nutritious meals. This has led to calls for more
comprehensive strategies that address the interplay
between physical and psychosocial health [7].
Psychosocial interventions, including cognitive-
behavioral therapy, social support groups, and case
management, have demonstrated positive effects on
mental health and social engagement, which can
indirectly influence physical function [8].
Nutritional  interventions, such as protein
supplementation, dietary counseling, and meal
delivery services, have been shown to improve
body composition and reduce frailty markers [9].
However, the integration of these approaches into
unified programs remains underexplored in large-
scale studies.

The concept of integrated care for older adults has
gained traction, with models like the Geriatric
Interdisciplinary Team and the Chronic Care Model
emphasizing coordination among healthcare
professionals. These models advocate for
personalized care plans that consider the whole
person, rather than isolated symptoms or diseases
[10]. Within this framework, the roles of social
workers, nurses, and dietitians are complementary.
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Social workers assess psychosocial needs, provide
counseling, connect individuals to community
resources, and address social determinants of health
[11]. Nurses conduct comprehensive geriatric
assessments, manage clinical care, educate on
disease management, and promote functional
independence [12]. Dietitians evaluate nutritional
status, develop tailored dietary interventions, and
monitor for deficiencies that could exacerbate
frailty [13]. When these professionals collaborate,
they can identify and mitigate barriers to health that
might be overlooked in siloed care. For example, a
dietitian might notice poor appetite due to
loneliness, which the social worker can address
through social interventions, while the nurse
monitors for underlying medical causes like
medication side effects [14].

Existing reviews and meta-analyses have examined
various interventions for frailty, but few have
specifically focused on integrated psychosocial-
nutritional approaches led by the triad of social
workers, nurses, and dietitians. Some studies have
evaluated multidisciplinary teams in geriatric
evaluation and management units, showing
reductions in functional decline and
institutionalization [15]. Others have tested
combined physical exercise and nutritional
counseling, reporting improvements in frailty
scores [16]. However, the inclusion of psychosocial
components led by social workers is less common,
and the unique contributions of each professional
group within an integrated framework warrant
further investigation. Moreover, the mechanisms
through which such interventions impact frailty and
functional decline—such as enhanced self-efficacy,
improved social support, better nutrient intake, and
optimized  medication  management—require
elucidation [17].

3. Theoretical
Integrated
Interventions

Framework  Underlying
Psychosocial-Nutritional

The development and implementation of integrated
psychosocial-nutritional interventions are grounded
in  several theoretical perspectives  from
gerontology, psychology, and sociology. These
frameworks provide a rationale for why combining
psychosocial and nutritional components, delivered
by a team of professionals, may be particularly
effective in addressing frailty and functional
decline. One key theory is the Biopsychosocial
Model, which posits that health and illness are
influenced by interrelated biological, psychological,
and social factors [18]. Applied to aging, this model
suggests that frailty arises from dysregulation
across these domains. For instance, biological
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changes like sarcopenia can be exacerbated by
psychological factors such as depression, which
may stem from social isolation. Integrated
interventions that simultaneously target these
domains align with this holistic view, aiming to
restore balance and enhance resilience [19].
Another relevant theory is Social Cognitive Theory,
which emphasizes the role of self-efficacy,
observational learning, and social support in
behavior change [20]. In the context of frailty, older
adults may lack confidence in their ability to
engage in physical activity or prepare healthy
meals, especially if they face functional limitations.
Social workers can boost self-efficacy through
counseling and by facilitating peer support groups,
where participants observe others successfully
managing similar challenges. Nurses can provide
education and  skill-building  for  health
management, while dietitians can offer practical
cooking demonstrations. Together, these efforts
reinforce  positive behaviors through social
modeling and encouragement, leading to sustained
improvements in nutrition and physical function
[21].

The Ecological Model of Aging also informs
integrated interventions by highlighting the
transaction  between individuals and their
environments [22]. Functional decline often occurs
when there is a mismatch between an older adult’s
competencies and environmental demands. Social
workers play a crucial role in modifying the social
environment by strengthening support networks and
accessing community services. Nurses assess home
safety and recommend adaptations to reduce fall
risks, while dietitians consider food accessibility
and cultural preferences in dietary plans. By
addressing environmental barriers, the intervention
enhances the person-environment fit, promoting
independence and reducing frailty [23].
Furthermore, the concept of Interprofessional
Collaboration is central to the delivery of integrated
care. This approach leverages the distinct expertise
of each professional to create a synergistic effect.
Theories of team dynamics suggest that effective
collaboration improves problem-solving, care
coordination, and patient outcomes [24]. For
example, regular team meetings allow social
workers, nurses, and dietitians to share insights,
adjust care plans, and address emerging issues
comprehensively. This collaborative  process
ensures that interventions are tailored to the
individual’s unique needs, increasing relevance and
adherence [25]. Together, these theoretical
foundations justify the integrated approach and
guide the design of interventions that are both
multidimensional and person-centered.
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4. Components of Integrated Interventions:
Roles of Social Workers, Nurses, and Dietitians

Integrated psychosocial-nutritional interventions
involve distinct but overlapping contributions from
social workers, nurses, and dietitians. Each
professional brings specialized skills to address the
multifaceted nature of frailty and functional
decline. The following paragraphs detail the core
components led by each discipline, illustrating how
their roles interconnect within the intervention
framework.

Social worker-led psychosocial components focus
on enhancing mental health, social connectedness,
and access to resources. Social workers conduct
comprehensive  psychosocial — assessments  to
identify risk factors such as depression, anxiety,
loneliness,  caregiver stress, and financial
constraints [26]. Based on these assessments, they
provide individualized counseling, cognitive-
behavioral techniques, and stress management
strategies to improve psychological well-being.
Additionally, social workers facilitate group
sessions or community activities that foster social
interaction and reduce isolation, which is a known
contributor to frailty [27]. They also connect older
adults with  essential services, such as
transportation, home care, or financial assistance,
ensuring that practical barriers to health are
minimized. By addressing psychosocial
determinants, social workers help create a
supportive environment that motivates engagement
in health-promoting behaviors and adherence to
nutritional and exercise recommendations [28].
Nursing-led health and functional components
center on monitoring and optimizing physical
health, managing chronic conditions, and
promoting  functional independence.  Nurses
perform detailed geriatric assessments, including
evaluations of mobility, balance, medication use,
and comorbid diseases like hypertension or diabetes
[29]. They develop personalized care plans that
incorporate exercise prescriptions, fall prevention
strategies, and medication management. Education
on self-care, symptom recognition, and healthy
lifestyle choices is a key nursing role, empowering
older adults to take an active role in their health
[30]. Nurses also coordinate with other healthcare
providers to ensure seamless care, particularly
during transitions such as hospital discharges. By
focusing on functional capacity and disease
management, nurses address the biological
underpinnings of frailty, helping to stabilize health
and prevent further decline [31].

Dietitian-led nutritional components aim to
improve dietary intake, correct deficiencies, and
promote optimal nutrition for healthy aging.
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Dietitians assess nutritional status through tools like
the Mini Nutritional Assessment, dietary recalls,
and biochemical markers [32]. They design
individualized meal plans that emphasize adequate
protein, calories, vitamins, and minerals,
considering factors like chewing ability, taste
changes, and cultural preferences. Interventions
may include nutrition education, cooking
workshops, and recommendations for oral
nutritional supplements if needed [33]. Dietitians
also monitor weight changes and provide ongoing
support to ensure dietary adherence. Given the
strong link between malnutrition and frailty, these
nutritional strategies are vital for maintaining
muscle mass, strength, and immune function,
thereby slowing functional decline [34].

The integration of these components occurs through
regular team communication, shared goal-setting,
and coordinated care delivery. For instance, a social
worker might identify that an older adult is
skipping meals due to depression, prompting the
dietitian to adjust the meal plan and the nurse to
review medications that could affect appetite. This
collaborative approach ensures that interventions
are holistic and adaptive, addressing the dynamic
needs of older adults.

5. Mechanisms of Action: How Integrated
Interventions Influence Frailty and Functional
Decline

The impact of integrated psychosocial-nutritional
interventions on frailty and functional decline is
mediated  through  multiple  interconnected
mechanisms. Understanding these pathways is
essential for optimizing intervention design and
explaining observed outcomes. One primary
mechanism is the enhancement of psychological

resilience and self-efficacy. By addressing
psychosocial stressors through counseling and
social support, social workers help reduce

symptoms of depression and anxiety, which are
known to sap energy and motivation [35].
Improved mental health fosters a positive outlook,
increasing the likelihood that older adults will
engage in recommended physical activities and
dietary changes. This psychological boost is
reinforced by nurses and dietitians who provide
education and skill-building, further strengthening
self-efficacy in managing health [36]. As self-
efficacy grows, individuals become more proactive
in maintaining function, thereby mitigating frailty
progression.

Another mechanism is the optimization of
physiological and nutritional status. Dietitian-led
interventions directly improve nutrient intake,
leading to better body composition, enhanced
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muscle protein synthesis, and reduced inflammation
[37]. Adequate protein and energy intake are
crucial for preserving lean mass and strength,
which are core components of physical frailty.
Concurrently, nurse-led components that promote
physical activity, whether through structured
exercise or daily movement, stimulate muscle
maintenance and improve cardiovascular health.
These biological improvements are synergistic; for
example, better nutrition supports exercise
tolerance, while exercise enhances appetite and
nutrient utilization [38]. Additionally, nurses’
management  of  chronic  conditions  and
polypharmacy reduces adverse drug events and
metabolic disturbances that could exacerbate
frailty.

Social integration and support networks act as a
third mechanism. Social workers’ efforts to reduce
isolation and build community connections provide
emotional and practical support, which encourages
adherence to health behaviors [39]. Social
engagement itself has been linked to lower levels of
inflammatory markers and better cognitive
function, both of which influence frailty [40].
Furthermore, in group-based intervention settings,
peer support creates a sense of accountability and
shared experience, motivating participants to
sustain lifestyle changes. This social mechanism
complements the biological and psychological
pathways, creating a reinforcing cycle where
improved  health  enables  greater  social
participation, which in turn promotes well-being.
Lastly, the integrated care model facilitates early
identification and management of risks. Through
regular assessments by the team, subtle declines in
function or nutrition can be detected early, allowing
for timely interventions before severe frailty sets in
[41]. For example, a nurse noticing slow gait speed
might coordinate with the dietitian to increase
protein intake and with the social worker to address
any fear of falling that limits mobility. This
proactive, preventive approach is key to reversing
or slowing functional decline. Moreover, the
coordination among professionals reduces gaps in
care, ensuring that recommendations are consistent
and comprehensive, which enhances overall
intervention efficacy [42].

6. Empirical Evidence from Clinical Trials and
Observational Studies

A growing body of empirical research has
investigated the effects of integrated psychosocial-
nutritional interventions on frailty and functional
decline in older adults. These studies vary in
design, population, and intervention specifics, but
collectively provide insights into the potential
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benefits of such approaches. One notable
randomized controlled trial (RCT) conducted by
Serra-Prat et al. examined a multidisciplinary
intervention involving nurses, dietitians, and social
workers for community-dwelling frail older adults
[43]. The intervention included nutritional
counseling, exercise promotion, and psychosocial
support over six months. Results showed significant
improvements in frailty scores, measured by the
Fried criteria, and enhanced performance in ADLs
compared to usual care. The authors attributed
these gains to the combined effect of improved
dietary intake, increased physical activity, and
better mental health, underscoring the value of
integration.

Another RCT by Cameron et al. focused on older
adults at risk of functional decline following
hospitalization [44]. The intervention team
comprised nurses who coordinated care, dietitians
who provided nutritional assessments and plans,
and social workers who addressed post-discharge
social needs. At 12-month follow-up, participants
in the intervention group demonstrated slower rates
of functional decline, with fewer readmissions and
better quality of life. The study highlighted the
importance of bridging hospital and community
care through interdisciplinary  collaboration,
particularly in mitigating the cascade of decline
often triggered by acute illness.

Observational studies have also supported these
findings. A longitudinal study by Bollwein et al.
evaluated a community-based program where social
workers organized group activities, nurses
conducted health screenings, and dietitians offered
cooking classes [45]. Among participants, there
was a significant reduction in the prevalence of
frailty over two years, along with increased social
engagement and nutritional knowledge. Although
observational in nature, this study suggests that
sustained integrated interventions can have long-
term benefits in real-world settings.

However, not all studies have reported uniformly
positive outcomes. A meta-analysis by Puts et al.
on multidisciplinary interventions for frailty found
mixed results, with some trials showing minimal
impact on functional status [46]. The authors noted
that heterogeneity in intervention components,
intensity, and duration likely contributed to variable
effects. For instance, interventions that lacked
strong psychosocial elements or had limited
involvement from social workers showed weaker
effects on frailty. This underscores the need for
careful design where all components are robustly
implemented and tailored to individual needs.
Furthermore, subgroup analyses indicate that
integrated interventions may be particularly
beneficial for older adults with mild to moderate
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frailty, offering a window of opportunity for
reversal [47]. In contrast, those with severe frailty
or advanced dementia may require more intensive
or modified approaches. Additionally, cultural and
socioeconomic factors influence effectiveness;
interventions that consider these contexts, often
through social workers’ input, tend to achieve
better adherence and outcomes [48]. Overall, the
empirical evidence, while promising, calls for more
high-quality RCTs with standardized outcome
measures to firmly establish the efficacy of
integrated psychosocial-nutritional interventions.

7. Methodological Considerations in Evaluating
Integrated Interventions

Evaluating the impact of integrated psychosocial-
nutritional interventions  presents  several
methodological challenges that researchers must
address to ensure valid and reliable findings. One
key consideration is the selection of appropriate
outcome measures. Frailty and functional decline
are  multidimensional  constructs,  requiring
assessment  tools that capture  physical,
psychological, and social domains. Commonly used
instruments include the Fried Frailty Phenotype, the
Frailty Index, the Barthel Index for ADLs, and the
Lawton IADL scale [49]. However, these tools may
not fully reflect changes influenced by psychosocial
or nutritional components. Incorporating patient-
reported outcomes, such as quality of life scales
(e.g., EQ-5D) and measures of social well-being
(e.g., Lubben Social Network Scale), can provide a
more holistic evaluation [50]. Additionally,
biomarkers like inflammatory markers or
nutritional indicators (e.g., serum albumin) may
offer objective correlates of intervention effects.
Another methodological issue is the design of
control groups in clinical trials. Usual care controls
may vary widely across settings, making it difficult
to isolate the specific effects of the integrated
intervention [51]. Some studies employ attention
control groups that receive equal contact time but
without the integrated components, helping to
account for placebo effects. However, blinding
participants and personnel to group assignment is
often impossible due to the nature of psychosocial
and nutritional interventions, potentially
introducing performance bias. Researchers can
mitigate this by using blinded outcome assessors
and objective measures where possible.

The complexity of integrated interventions also
poses challenges for fidelity monitoring and
process evaluation. Given that interventions involve
multiple professionals and components, ensuring
consistent delivery across participants and sites is
crucial [52]. Strategies such as manualized
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protocols, regular training, and audits of session
records can enhance fidelity. Process evaluations
should document the dose received, engagement
levels, and barriers encountered, which help
interpret outcomes and guide refinements [53]. For
example, if participants inconsistently attend social
worker sessions, the psychosocial impact may be
diluted, affecting overall results.

Statistical analysis must account for the interplay
between intervention components. Traditional
analytic methods may not capture synergistic
effects, prompting the use of mediation analysis to
explore pathways [54]. For instance, researchers
can test whether improvements in nutritional status
mediate the relationship between the intervention
and frailty reduction. Additionally, cluster
randomized designs are often necessary when
interventions are delivered at the community or
facility level to avoid contamination between
groups [55]. Sample size calculations should
consider the expected effect sizes on primary
outcomes, which may be modest given the
multifactorial nature of frailty, requiring larger
trials to detect significant differences.

Finally, long-term follow-up is essential to
determine whether benefits are sustained beyond
the intervention period. Frailty and functional
decline are progressive, so studies with follow-up
periods of at least 12-24 months are valuable [56].
Economic evaluations, including cost-effectiveness
analyses, are also important for policymakers, as
integrated interventions may require upfront
resources but could reduce healthcare costs by
preventing hospitalizations and institutionalization
[57]. Addressing these methodological
considerations will strengthen the evidence base
and facilitate the translation of research into
practice.

8. Challenges and Barriers to Implementation

Despite the potential benefits, implementing
integrated psychosocial-nutritional interventions led
by social workers, nurses, and dietitians faces
several practical challenges. One major barrier is
healthcare system fragmentation, where funding,
administrative structures, and professional silos
hinder collaboration [58]. In many settings, social
work, nursing, and dietary services are reimbursed
separately or not at all, making it difficult to sustain
integrated programs. For example, Medicare in the
United States may cover nutritional counseling for
specific conditions but often lacks comprehensive
coverage for psychosocial interventions led by
social workers [59]. This financial disincentive can
limit the scalability of integrated
models.Interprofessional collaboration itself
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requires time, trust, and communication skills that
may not be fully developed among team members.
Differences in professional cultures, jargon, and
priorities can lead to misunderstandings or
conflicts, reducing team effectiveness [60]. Without
clear leadership roles and shared goals,
interventions may become disjointed. Training in
team-based care and the use of collaborative tools,
such as shared electronic health records, can
alleviate these issues, but such infrastructure is not
universally available [61].

Another challenge is engaging older adults,
particularly those who are frail or socially isolated.
Barriers to participation include transportation
difficulties, sensory impairments, cognitive decline,
and skepticism about intervention benefits [62].
Social workers play a key role in outreach and
building rapport, but recruitment and retention
remain difficult, especially in long-term studies.
Culturally tailored approaches and flexible delivery
formats (e.g., home visits, telehealth) can improve
accessibility, but they require additional resources
[63].

Moreover, measuring outcomes in frail older adults
can be complicated by comorbidities and
fluctuating health status. Dropouts due to
hospitalization or mortality are common, leading to
attrition bias in research [64]. Implementing
interventions in diverse settings, such as rural areas
or low-income communities, may also reveal
contextual barriers like limited access to healthy
food or social services, which can undermine
nutritional and psychosocial components [65].
Addressing these challenges requires adaptive
strategies and stakeholder engagement, including
input from older adults themselves, to ensure
interventions are feasible and acceptable.

9. Future Directions for Research and Practice

To advance the field, future research should focus
on several key areas. First, there is a need for large-
scale, pragmatic RCTs that test integrated
interventions in real-world healthcare settings, with
diverse populations including underrepresented
groups [66]. These trials should employ
standardized core outcome sets for frailty and
functional decline to facilitate meta-analyses and
comparisons across studies. Additionally, research
should explore the optimal timing and intensity of
interventions; for instance, whether preventive
approaches in pre-frail older adults are more
effective than treatments in those already frail [67].
Second, studies should investigate the cost-
effectiveness of integrated interventions from a
societal perspective, considering savings from
reduced healthcare utilization and long-term care
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[68]. Economic evaluations will be crucial for
persuading policymakers and insurers to fund such

programs. Third, mechanistic studies using
biomarkers, wearable sensors, and advanced
statistical models can elucidate how different

intervention components interact to produce
outcomes [31]. This knowledge can inform tailored
approaches, where interventions are personalized
based on individual risk profiles, such as genetic
predispositions or psychosocial vulnerabilities.

In practice, healthcare systems should invest in
training programs that foster interprofessional
collaboration among social workers, nurses, and
dietitians [53]. Integrating these roles into primary
care or community health teams can enhance
accessibility. Technology, such as telehealth
platforms and mobile health apps, can support
remote monitoring and engagement, especially in
resource-limited  settings [12].  Furthermore,
policymakers should advocate for reimbursement
models that reward integrated, outcome-based care
rather than fee-for-service silos [67].

Finally, involving older adults and their families in
co-designing interventions can ensure that
programs are relevant and empowering [22].
Community-based participatory research methods
can bridge the gap between research and practice,
fostering sustainable models that address local
needs. By pursuing these directions, the potential of
integrated psychosocial-nutritional interventions to
promote healthy aging can be fully realized.

10. Conclusion

In conclusion, integrated psychosocial-nutritional
interventions led by social workers, nurses, and
dietitians represent a promising holistic approach to
addressing frailty and functional decline in older
adults. By targeting the interconnected biological,
psychological, and social determinants of health,
these interventions have the potential to improve
resilience, enhance quality of life, and reduce the
burden on healthcare systems. Empirical evidence,
while mixed, generally supports their benefits,
particularly when components are robustly
implemented and tailored to individual needs.
However, challenges related to healthcare
fragmentation, funding, and implementation must
be  overcome through  policy  changes,
interprofessional  training, and  community
engagement. Future research should focus on
optimizing intervention design, demonstrating cost-
effectiveness, and elucidating mechanisms of
action. As the global population ages, embracing
integrated care models will be essential for
promoting healthy aging and enabling older adults
to live independently and with dignity.
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