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ABSTRACT
Aim: The aim of this review was to examine the evidence on multidisciplinary inpatient community rehabilitation intervention 
programmes for frail older people to establish what frailty rehabilitation programmes if any have been described within the lit-
erature and to identify gaps in knowledge and outcome measures used.
Design: A scoping review was conducted.
Methods: Using the Joanna Briggs Institute approach to scoping reviews, a comprehensive literature search was conducted 
accessing MEDLINE via PubMed, PsychINFO (via Proquest), CINAHL Complete (via EBSCO) and the Cochrane Library and a 
limited search of the grey literature was undertaken.
Results: Four articles met the inclusion criteria. A heterogenous approach to geriatric rehabilitation was evident across the 
literature. While the reported rehabilitation interventions were aimed at frail older people, the predominant focus of frailty re-
habilitation programmes were on the physical functionality of the older person with an absence or limited measurement of any 
psychosocial, cognitive or spiritual outcomes or aspects of quality of life.
Conclusion: This scoping review exposed the paucity of scientific evidence supporting the need for inpatient multidisciplinary 
rehabilitative programmes for frail older people wishing to remain at home.
Relevance to Clinical Practice: Timely access to inpatient integrated frailty rehabilitation programmes can improve the qual-
ity of life and reduce the likelihood of hospital admissions for frail older people who wish to remain living in their own homes. 
With the current dearth of published evidence available, there is a necessity to undertake further research to understand the 
form, content and best models of delivery for frailty rehabilitative services for clinical, policy and practice purposes.
Patient or Public Contribution: There was no patient or public contribution.

1   |   Introduction

Keeping a progressively ageing population healthy and func-
tionally independent well into old age is challenging consid-
ering the population predictions for this age group. Globally, 
projections indicate between 2015 and 2050, the population of 
people over 60 years of age will double from 12% to 22% (World 
Health Organization  2018). The Organisation for Economic 
Co-operation and Development (OECD 2020) predict between 

2020 and 2100 there will be a two-and-a-half-fold increase in 
the number of people living over the age of 80 years.

Healthy ageing is defined as: ‘the process of developing and 
maintaining the functional ability that enables wellbeing in old 
age’ (World Health Organization  2018). Functional ability is 
broader than the physical functioning of the body, implying the 
person's ability to be and do what they consider and value as part 
of living their lives (World Health Organization 2023). Healthy 
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ageing is essentially about the person living in a supportive en-
vironment that maintains their intrinsic capacity and functional 
ability (World Health Organization 2018). While plenty of older 
people live healthy and independent lives, ageing is also associ-
ated with challenges due to functional decline. Roe et al. (2017) 
estimate the prevalence of frailty in community-dwelling older 
people in Ireland is 24%. Due to demographic changes and popu-
lation ageing in Ireland, chronic illness and frailty have become 
an issue of interest from a clinical, public health and policy 
perspective.

Although frailty is not an inevitable part of ageing, it is increas-
ingly common in people over 80 years of age (Clegg et al. 2013; 
Richter et al. 2022; Guasti et al. 2022). Frailty is regarded as the 
clinical condition capturing problematic ageing (Clegg et al. 2013; 
Heuberger  2011; Richter et  al.  2022; Guasti et  al.  2022). 
Importantly, while frailty is acknowledged to be related to the 
concepts of multimorbidity and disability, there is clear evidence 
frailty is associated with higher rates of health service utilisa-
tion. Roe et al. (2017) showed a statistically significant impact on 
the average amount of services accessed and used by frail older 
people including GP services, increased length of stay in hospi-
tal and outpatient visits. Developing interventions to prevent or 
delay disability and frailty, to preserve a person's physical ability, 
autonomy and quality of life (Kojima 2017) is a reasonable goal 
in keeping with the World Health Organizations definition of 
healthy ageing. Rehabilitation is defined as ‘a set of interventions 
designed to optimise functioning and reduce disability in individ-
uals with health conditions in interaction with their environment’ 
(World Health Organization 2023). The goal of rehabilitation and 
reablement interventions are to reduce hospitalizations, decrease 
admissions to long-term care facilities and reduce the risk of mor-
tality from frailty (Harrison Dening 2021).

A community rehabilitation unit (CRU) was established in 
XXXXX in 2003 to provide a multidisciplinary inpatient reable-
ment programme designed to intervene between outpatients in 
an acute hospital and older people living in the catchment area 
of the community hospital.

In a study by Cowley et al. (2021) several successful models of 
inpatient rehabilitation care for older adults with frailty were 
identified. These models included intermediate care units, in-
patient rehabilitation units and rehabilitation services situated 
within residential care settings or care homes. Among these, 
the community rehabilitation unit is an innovative model to ad-
dress frailty in older individuals, although the popularity of this 
model differs worldwide. The service provides an opportunity 
for frail older people to be admitted to a 7-day unit to complete a 
structured rehabilitation programme, rather than simply attend 
a more traditional 1 day per week rehabilitation service as an 
outpatient. The programme involves the multidisciplinary team 
carrying out a Comprehensive Geriatric Assessment (CGA) 
alongside intense therapy and nursing support. The primary 
goal was to restore the independence of the frail older person be-
fore they are discharged back to their homes and communities.

The primary goal of the CRU programme was to enable frail 
older people to remain in their homes, living independent lives 
for as long as possible. Since 2010, demographic data have 
been gathered concerning the patient population admitted to 

CRU; however, to date no specific multidisciplinary outcome 
measures have been used to evaluate the effectiveness of the 
rehabilitation intervention. To evaluate the impact of the CRU 
programme for frail older people attending the service, we con-
ducted a scoping review to establish what frailty rehabilitation 
programmes if any have already been described or discussed 
within the literature.

2   |   Aim

The aim of this scoping review was to identify the nature of the 
evidence reporting multidisciplinary inpatient community reha-
bilitation programmes for frail older people to consider any gaps 
in knowledge, outcome measures used and issues requiring fur-
ther investigation.

3   |   Methods

A scoping review designed in accordance with the Joanna Briggs 
Institute (JBI) approach for scoping reviews (Peters et al. 2020a) 
expanding on the five stage methodological framework of 
Arksey and O'Malley (2005) and the work of Levac, Colquhoun, 
and O'Brien (2010) was conducted to identify and map the avail-
able evidence. In addition, the PRISMA-ScR standards for re-
porting scoping reviews were also adopted (Tricco et al. 2018). 
In line with JBI guidance, consultation with key stakeholders 
and the specialist librarian (F.L.) was undertaken during the re-
view process.

3.1   |   Stage 1—Identifying the Research Question

The process of identifying the research question progressed iter-
atively among the research team, with input from key stakehold-
ers in the CRU and under the expert guidance of the specialist 
librarian. Following several consultations with the research 
team, the research question was agreed to focus more precisely 
on what is known from the existing literature about the avail-
ability of inpatient multidisciplinary rehabilitation programmes 
for frail older people.

3.2   |   Stage 2—Identifying the Relevant Studies

In consultation with the specialist librarian, a comprehensive 
search strategy was developed. The focus of the search was re-
stricted from January 2010 to August 2022. The eligibility criteria 
were structured with cognisance of the recommended Population, 
Concept and Context (PCC) pneumonic for scoping reviews (Peters 
et al. 2020a, 2020b) (Table 1). The search was limited to articles 
published in English and people over 65 years. Exclusion criteria 
included all papers addressing specific purpose rehabilitation, 
COVID-19 patients, papers not incorporating a multidisciplinary 
team approach, patients who were not frail, and rehabilitation 
programmes not conducted within an inpatient setting.

A comprehensive systematic search for relevant literature was 
conducted using MEDLINE via PubMed, PsychINFO (via 
Proquest), CINAHL Complete (via EBSCO) and the Cochrane 
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Library databases. Search terms included a combination of thesau-
rus and free-text terms, specific for each database, using Boolean 
operators, truncation markers and MeSH and Subject headings 
as necessary to broaden the search and capture the relevant pub-
lished literature. In order to identify the breadth of literature, we 
additionally undertook a limited search of the grey literature. This 
included conducting a focussed search using the advanced Google 
Scholar interface, hand searching and screening for publications 
meeting the inclusion criteria in the reference lists of the articles 
included for full review. In addition, citation searches of those 
included articles in Google Scholar and Web of Science were also 
conducted. All literature searches were executed by M.M. under 
the supervision of the specialist librarian (F.L.) and retrieved cita-
tions were stored on EndNote version 9.

3.3   |   Stage 3—Study Selection

M.M. and M.B. screened all titles of the initial literature search 
results and agreed on the eligibility of literature to retain. Any 
discrepancies were resolved by M.C. Title and abstract screening 
of the retained literature was conducted by M.M. and M.B. and 
again M.C. independently reviewed and resolved any disagree-
ments. Finally, full-text review against the inclusion criteria 
was conducted by two pairs of reviewers (M.M., M.B., M.C. and 
A.D.). The team met to discuss any disagreements which were 
resolved by consensus. The results are reported in the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) flow chart (Page et al. 2021) (Figure 1).

3.4   |   Stage 4—Charting the Data

M.M. and M.B. undertook data extraction using a table tem-
plate to chart the relevant characteristics of the data. Discussion 
among the research team led to further refinement and synthesis 
in accordance with JBI guidelines (Peters et al. 2020a). Finally, 
the following agreed characteristics of the data were charted in-
cluding author, year, country, journal, aim, population, setting, 
intervention, methodology and key findings (Table 2).

3.5   |   Stage 5—Collating, Summarising 
and Reporting the Results

The analysis of the extracted data incorporated both a basic de-
scriptive numerical and narrative analysis of the relevant char-
acteristics of the data addressing the research question. As per 
the guidance regarding a scoping review process neither the 
methodological quality nor the risk of bias of the included arti-
cles were appraised (Tricco et al. 2016).

4   |   Results

4.1   |   Selection of Studies

The search initially yielded 1439 articles (Figure 1). With 172 du-
plicates removed and titles screened, 1213 were excluded as they 
did not meet the inclusion criteria. Title and abstract screening 

TABLE 1    |    Inclusion and exclusion criteria.

PCC category Inclusion criteria Exclusion criteria

Population Frailty terms Non frail people
Atrial fibrillation patients

Depressed patients
Dialysis patients

Amputees
Renal patients

COVID-19 patients

Concept Reablement/rehabilitation terms
Intense/rapid rehabilitation

Multidisciplinary

Stroke rehabilitation
Pulmonary/COPD rehabilitation

Brain injury rehabilitation
Oncology/palliative rehabilitation

HIV rehabilitation
Cardiac rehabilitation

Robot-assisted rehabilitation
Neurorehabilitation

Postfracture/postoperation rehabilitation
Diabetes

Postbariatric surgery
Breast surgery

Aortic aneurysms
Endocarditis

Eating disorders
Acute admission

Context Inpatient Outpatient department
Emergency department
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were conducted on the remaining 54 articles resulting in a fur-
ther exclusion of 39 papers. The remaining 15 articles underwent 
full-text review, of which 12 met one of the exclusion criteria 
and were consequently excluded (Figure 1). An additional 154 
articles were identified as grey literature, of which 129 were ex-
cluded. The remaining 25 were screened for title and abstract of 
which two were included in the final review. Consequently, the 
total result yielded four articles for inclusion in this review.

4.2   |   Description of Included Studies

Our scoping review highlights a dearth of global research and 
evidence focussing on multidisciplinary inpatient rehabilita-
tion programmes for frail older people. The included articles 
originated in Taiwan (Chang et  al.  2010), Switzerland (Kool, 
Oesch, and Bachmann 2017), Finland (Niemelä, Leinonen, and 
Laukkanen 2011) and European Union (EU) countries (Grund 
et al. 2020). Of the four included articles, three were intervention 
studies (Kool, Oesch, and Bachmann 2017; Chang et al. 2010), 
the fourth article used an online survey to collect data (Grund 
et al. 2020). The three intervention studies broadly adopted sim-
ilar methodological approaches gathering data before and after 
the rehabilitation programme intervention (Chang et  al.  2010; 
Niemelä, Leinonen, and Laukkanen  2011; Kool, Oesch, and 
Bachmann  2017) to evaluate the impact of their programmes. 
However, none of these three studies used a control group, lim-
iting the validity of their research findings.

By contrast, Grund et al. (2020) conducted an online survey of 
31 European Geriatric Medicine Board members to ascertain 

the current structure of geriatric rehabilitation services in each 
of the 31 represented EU countries. Twenty-six of the 31 respon-
dents were geriatricians. While inpatient geriatric rehabilitation 
is provided in a variety of healthcare environments throughout 
the EU, only 20 countries formally recognise geriatric rehabil-
itation for both inpatients and outpatient's services while nine 
countries have no geriatric rehabilitation services. There are 
large differences in how geriatric rehabilitation is structured and 
delivered with 25 countries reporting several barriers including: 
financial, political and staffing shortages. Consequently, Grund 
et al.  (2020) state it was difficult to establish a comprehensive 
and clear understanding of geriatric rehabilitation services in 
each country. In essence, there is a lack of consensus on what 
geriatric rehabilitation should look like.

There was a wide range of sample sizes reported in the four ar-
ticles; from 1008 (Chang et  al.  2010), 430 patients (Niemelä, 
Leinonen, and Laukkanen  2011) to 210 patients (Kool, Oesch, 
and Bachmann 2017). Grund et al.  (2020) did not inquire about 
the numbers of patients attending rehabilitation services in their 
survey of European countries. However, postintervention, the 
reported attrition rates were considerable. Chang et  al.  (2010) 
reported an attrition rate of 11.4% (n = 115) and a further 19.3% 
(n = 172) died during the follow-up period resulting in 71% (n = 721) 
completing the study, while Kool, Oesch, and Bachmann (2017) 
reported 75% (n = 158) completed their study. Niemelä, Leinonen, 
and Laukkanen (2011) did not report on attrition rates.

The lengths of stay for geriatric rehabilitation varied significantly 
ranging from 10 to 11 days for Chang et  al.  (2010), a median 
length of 20 days in the Kool, Oesch, and Bachmann (2017) study 

FIGURE 1    |    PRISMA flow chart.
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to 14–28 days in the Niemelä, Leinonen, and Laukkanen (2011) 
study. The European survey reported an average length of stay 
of between 7 days in Denmark and 65 days in Malta (Grund 
et al. 2020).

The mean age of the participants was the late 70s for two studies 
(Chang et al. 2010; Kool, Oesch, and Bachmann 2017), 80 years 
for the European survey (Grund et al. 2020) while the highest 
mean age of 83 years was reported by Niemelä, Leinonen, and 
Laukkanen (2011).

Following further analysis of extracted data, the evidence 
indicates there is a heterogenous approach to geriatric re-
habilitation demonstrated in several ways. Firstly, the lack 
of clarity about what a CGA means is apparent. A CGA is a 
multidisciplinary assessment and diagnostic process eval-
uating the physical, psychosocial and functional capacity of 
the frail person within a coordinated plan used primarily by 
geriatricians (Szumacher et  al.  2018). There is a recognised 
gold standard CGA for frail older people reported by Parker 
et al. (2018). For this scoping review, four articles reported a 
CGA was conducted on admission on every patient participat-
ing in their relevant rehabilitation programme (Kool, Oesch, 
and Bachmann  2017; Chang et  al.  2010; Niemelä, Leinonen, 
and Laukkanen  2011). However, a variety of concepts were 
measured to complete this assessment indicating a lack of 
consensus about what a CGA should entail. In addition, while 
concepts such as cognition, physical performance, mood, 
functional status, frailty and healthcare utilisation were mea-
sured by most, there was a vast variety of measurement tools 
used making it quite a challenge to analyse.

Despite this disparity, there is consensus that two concepts, 
cognition and functional status should be measured (Chang 
et  al.  2010; Niemelä, Leinonen, and Laukkanen  2011; Kool, 
Oesch, and Bachmann  2017). Cognition was measured using 
the Mini Mental State Exam (MMSE) by the three intervention 
studies (Chang et  al.  2010; Kool, Oesch, and Bachmann  2017; 
Niemelä, Leinonen, and Laukkanen 2011). The Barthel Index was 
also used to measure functional status by the three intervention 
studies (Chang et  al.  2010; Kool, Oesch, and Bachmann  2017; 
Niemelä, Leinonen, and Laukkanen 2011).

Secondly, the differences in the independent variables mea-
sured between four articles indicates the differences in what 
is perceived to be important for rehabilitation. For example, 
Chang et al. (2010) measured subjectively sensed problems in-
cluding hearing, visual acuity, memory, sleep, multiple drug 
use, incontinence and falls while both Chang et  al.  (2010) 
and Kool, Oesch, and Bachmann  (2017) measured nutri-
tional status using the Mini Nutritional Assessment (MNA) 
tool (Guigoz, Vellas, and Garry  1996). More emphasis on 
measuring aspects of mobility status was evident in Kool, 
Oesch, and Bachmann  (2017) and Niemelä, Leinonen, and 
Laukkanen (2011) studies. Kool, Oesch, and Bachmann (2017) 
used the TUG (Timed up and Go) test (Podsiadlo and 
Richardson 1991), Niemelä, Leinonen, and Laukkanen (2011) 
measured the person's mobility limitation by their ability to 
walk 2 km and 0.5 km and their stair climbing activity. Kool, 
Oesch, and Bachmann  (2017) determined the participants' 
multiple morbidities using the CIRS (Cumulative Illness A
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Rating Scale) (Huntley et al. 2012) as well as using the VES-13 
scale (Vulnerable Elders Survey) (Saliba et al. 2001) to mea-
sure age, self-rated health, physical function and functional 
disability. Niemelä, Leinonen, and Laukkanen  (2011) also 
measured self-rated health, number of chronic diseases, medi-
cations and form of dwelling. Finally, both Chang et al. (2010) 
and Kool, Oesch, and Bachmann (2017) measured depression 
using the self-reported Geriatric Depression Scale (GDS).

4.3   |   The Intervention Programmes

The specifics of the interventions implemented for inpatient 
geriatric rehabilitation were reported by the three intervention 
studies (Chang et al. 2010; Kool, Oesch, and Bachmann 2017; 
Niemelä, Leinonen, and Laukkanen 2011) aimed at frail older 
people using a form of interdisciplinary goal setting priorities 
identifying the personal needs of the older person. However, 
the predominant focus of the rehabilitation programmes re-
ported was on the physical functionality of the older person. 
The Swiss study by Kool, Oesch, and Bachmann  (2017) af-
firmed improving mobility was a high priority goal in their 
rehabilitation programme of three treatment sessions per day 
for a total of 2 h daily, 6 days a week. The treatment was de-
livered by physical and occupational therapists as well as re-
ceiving exercise training in groups and aquatic exercise. The 
focus of the rehabilitation programme reported by Niemelä, 
Leinonen, and Laukkanen  (2011) was to promote physical 
performance, independent living and well-being. Individual 
physical therapy five times a week for 60 min was deliv-
ered consisting of a variety of content including: therapy for 
movement, exercise and pain as well as manual and train-
ing therapy. The participants in the Finnish study were war 
veterans who could participate in physical education groups 
consisting of balance, gym, aquatic and relaxation sessions 
five times a week for 30 min. Chang et  al.  (2010) study did 
not outline the components of their rehabilitation programme 
except stating interdisciplinary care was delivered with the 
emphasis on rehabilitation and the management of geriatric 
syndromes. Grund et  al.  (2020) described the structures of 
geriatric rehabilitation in Europe; however, neither described 
nor ascertained the specific details about what the geriatric 
rehabilitation programmes encompassed.

Notwithstanding the importance of a strong focus on physi-
cal functioning and mobility based on evidence within these 
rehabilitation programmes, there is a distinct absence of any 
other type of treatment or therapy from other members of the 
multidisciplinary team. In addition, there is a lack of focus on 
a quality-of-life perspective for the individual frail older per-
son engaging with the reported interventions despite, for ex-
ample, the aim of Niemelä, Leinonen, and Laukkanen  (2011) 
rehabilitation programme being the promotion of well-being. 
However, Kool, Oesch, and Bachmann  (2017) and Niemelä, 
Leinonen, and Laukkanen (2011) did assess the older person's 
living arrangements and delivered some aspects of the pro-
gramme within a group, yet there was no measurement of the 
impact of the group programme on the outcomes. Finally, there 
was limited evidence of pharmacological, nursing, social work 
or spiritual care input as part of any rehabilitation programme 
among these studies.

4.4   |   Impact and Outcome Measures for Frailty 
Rehabilitation Programmes

The heterogenous approach to geriatric rehabilitation was evi-
dent given the lack of consensus on the outcome measures used 
to identify the impact of the frailty rehabilitation programmes 
in the studies reviewed (Chang et  al.  2010; Kool, Oesch, and 
Bachmann  2017; Niemelä, Leinonen, and Laukkanen  2011). 
While the studies all acknowledged older frail people benefit-
ted from attending the rehabilitation programmes regarding 
improvement in functional capacity and physical performance, 
there was a plethora of different outcomes measured including 
mortality, rehospitalisation, emergency department visits fol-
lowing the rehabilitation programme, admission to long-term 
care facilities, living at home and the need for home help ser-
vices. Given only Kool, Oesch, and Bachmann  (2017) specif-
ically reported when the outcome measures were conducted, 
it is relatively unknown when the outcomes of the various 
programmes were measured or whether the benefits from the 
programmes decreased over time. It is indeterminate whether 
the frailty intervention programmes had any beneficial impact 
on the psychological or social perspective of the participants or 
their families.

5   |   Discussion

This scoping review was conducted to ascertain the extent of 
multidisciplinary inpatient frailty rehabilitation programmes 
available for older people. Despite an extensive and compre-
hensive search strategy, it is evident there is limited research 
investigating frailty rehabilitation programmes for older people 
internationally. Explanations for this finding could be similar 
programmes to the CRU programme are not available, or sim-
ilar programmes are available; however, the outcomes are not 
measured or reported in the literature. Abdi et al. (2019) high-
light many services and care delivery models or interventions 
are not based on the needs of older living with frailty. The im-
portance of developing strategies for integrated care supporting 
frail older people so they can access and receive the right combi-
nation of services, in the right place, at the right time is crucial 
to enable them to remain living in their homes (Roe et al. 2017). 
Consequently, there is a need for further research to identify re-
habilitation interventions clearly addressing the needs of frail 
older people.

All the included articles reported the use of Comprehensive 
Geriatric Assessment (CGA) on admission prior to the pro-
gramme starting; however, it was not clear whether a universal 
CGA was used. Given a CGA is an internationally established 
method to assess the physical, psychological and functional ca-
pability of older people and is recommended to be closely linked 
to interventions (Clegg et al. 2013), there was an inconsistency 
in the measurement and reporting of outcomes. In addition, 
there is little or no evidence whether the impact of the relevant 
programme was beneficial to the participants particularly over 
a period because no data was gathered. Furthermore, there is 
no evidence as to whether the frailty rehabilitation programmes 
are cost effective as this was not measured or reported in the 
literature. These knowledge gaps clearly indicate further re-
search is needed to ascertain the long-term benefit on frail older 
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people and the cost effectiveness of providing such intervention 
programmes.

Each of the studies included in the review conducted a CGA 
from a multidisciplinary team perspective, yet none reported on 
any psychological, social, cognitive or spiritual intervention or 
measured such outcomes. In addition, it was evident the physical 
and physiotherapy assessment while fundamentally important 
was the exclusive focus of most of programmes reported. There 
was an absence or limited measuring of outcomes examining 
quality-of-life and psychological well-being, especially as older 
people can experience emotional and psychological difficul-
ties caused or exacerbated by multimorbidity and frailty (Abdi 
et al. 2019). Following the CGA, a person-centred programme 
incorporating supports to address these difficulties along with 
other therapies could be beneficial with better outcomes for frail 
older people.

The heterogenous nature of studies investigating rehabilitation 
programmes for older people was evident throughout our ex-
tensive literature search. In particular, the term frail remains 
ill-defined and is not a universally agreed term given many stud-
ies did not report how they measured frailty (King et al. 2021). 
While our inclusion criteria were refined iteratively, and the 
term frailty was included to capture more specific studies this 
may have led to studies being excluded if the term ‘frail’ was 
missing from the title, abstract or keywords. Additionally, given 
our search was limited from 2010 to 2022, it was noteworthy 
King et al. (2021) concluded there have been no major clinical 
trials involving frail older inpatients during the last decade. 
Furthermore, only studies published in the English language 
were included thus reported inpatient rehabilitation pro-
grammes not reported in English were excluded.

This scoping review identified the multidisciplinary inpatient 
rehabilitation programmes available for frail older people re-
ported in the peer-reviewed and grey literature. The findings 
demonstrate some similarities to the CRU programme estab-
lished in XXX; although the findings from our scoping review 
made visible the paucity of research focusing on frailty reha-
bilitation programmes internationally and the limited research 
available on their outcomes. In essence, from this review there 
was a dearth of evidence, indicating a need for further research 
into rehabilitation programmes for frail older people who wish 
to continue to live well in the community.

6   |   Conclusion

Frailty intervention programmes like the CRU model estab-
lished in XXX promote healthy ageing and can reduce the risk 
of deterioration from frailty syndromes and reduced physical 
functioning. However, there is a paucity of studies identifying 
inpatient multidisciplinary programmes to support frail older 
people to remain living at home. While this may be a result of 
limited research another potential cause may be insufficient 
awareness of CRU as a model. That said, further research is 
needed to establish the most effective person centred, cost effec-
tive and multidisciplinary intervention programme suitable for 
the well-being of older people living with frailty. From the evi-
dence reviewed, any programme adopted should be empirically 

evaluated ensuring the outcomes measured align closely with 
both the intervention adopted and the identified individual 
needs of the person.

7   |   Implications for Practice

Multidisciplinary inpatient intervention programmes are bene-
ficial for frail older people and should be continued with a par-
ticular focus on mobility. However, to date it is not possible to 
make further recommendations in practice as there is a gap in 
the literature systematically evaluating person-centred inter-
ventions. Extensive research needs to be conducted to address 
this significant gap in knowledge.

8   |   Patient and Public Involvement

This project was a scoping of the literature; therefore, no patient 
or public contribution was necessary.
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