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Abstract 

Background 

Hospital admissions in frail older people are associated with a greater risk of disability, 

cognitive decline and adverse outcomes. Rehabilitation interventions are frequently 

cited as key in supporting frail older people’s recovery following periods of 

decompensation and ill health. Healthcare practitioners are required to make decisions, 

in the face of growing complexity of service provision, patient needs and expectations, 

about a patient’s potential to respond to rehabilitation interventions. The clinical 

currency in which these decisions are transacted is through the use of the term 

rehabilitation potential. Decisions about rehabilitation potential can determine what 

rehabilitation services a patient can access. There is no universally agreed, 

systematically assessed or explicitly operationalised model or clinical guideline that 

helps therapists to make consistent, transparent, patient-centred and evidence-based 

decisions about rehabilitation potential. This PhD study addresses this gap through the 

development of the Rehabilitation Potential Assessment Tool (RePAT) to be used with 

frail older people.  

 

Methods 

An exploratory sequential mixed-methods approach was used to develop and test the 

RePAT intervention following the Medical Research Councils framework for Developing 

and Evaluating Complex Interventions. A mapping review identified relevant evidence to 

inform the development of the RePAT intervention. Focus groups explored the opinions, 

experiences and understanding of rehabilitation potential from multiple perspectives. 

Results from these components were synthesised and subjected to a two-step Delphi 

consensus which informed the RePAT intervention and training programme. A non-

randomised feasibility study with nested semi-structured interviews was completed, 

where the RePAT intervention was delivered in an acute hospital setting, to explore 

whether the intervention was deliverable and acceptable to staff and patient 

participants. Intervention fidelity was tested. Patient and public involvement was 

integrated into every step of the research process, including qualitative data analysis 

and intervention design. 
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Results 

Evidence from 49 articles included in the mapping review and five focus groups with 28 

participants identified that rehabilitation potential was complex, poorly understood and 

judged by different people at different times. In the absence of predictive variables for 

rehabilitation, practitioners made complex decisions based on rehabilitation response, 

performance and outcomes. These were then considered against ethical considerations, 

patient choice and resource availability. The RePAT intervention was modelled and a 

two-step Delphi consensus with 46 participants was completed. A 15 item rehabilitation 

potential assessment tool and training package were developed. Six staff participants 

were recruited and trained to use the RePAT on a total of 26 patients who were 

identified as frail using validated frailty measures. RePAT was found to be acceptable 

and tolerated in the hospital setting and provided a structured, transparent, evidence-

based approach to support decision-making into rehabilitation potential. Its content 

allowed clinicians to embrace the complex and dynamic forces at play in frailty 

rehabilitation and recovery from acute ill health to aid decision-making in an effort to 

select the most appropriate treatment. A structured approach allowed practitioners to 

make explicit their reasons behind rehabilitation decision-making and rehabilitation 

potential and encouraged them to become cognoscente of ethical dilemmas and biases.  

 

Conclusion 

The RePAT was developed and tested in a clinical environment. There was evidence that 

it provided structure to clinical reasoning which had not been evident and encouraged 

practitioners to become cognoscente of ethical dilemmas and biases. This study lays the 

groundwork for further research into rehabilitation decision-making amongst clinicians 

working with older people living with frailty. The research process detailed within this 

thesis was feasible and the RePAT intervention is now ready for further clinical and cost-

effectiveness evaluation.  
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Preface 

I have been a qualified physiotherapist for 22 years and worked in the field of 

geriatrics and frailty rehabilitation within the hospital and community setting for 14 

years. In my clinical roles, I directly experienced the challenges clinicians face in 

deciding who has rehabilitation potential and who is likely to respond to 

rehabilitation programmes. My desire to undertake this PhD was directly driven by 

my clinical experience where I met many frail older people who had been deemed to 

have ‘no rehabilitation potential’ while recovering from episodes of ill health and 

denied access to rehabilitation. I was acutely aware of the lack of evidence which 

informed clinicians decision making in frailty rehabilitation and was driven by the 

desire to ensure that my patients, their families and carers received high-quality, 

evidence-based care. I observed how more junior colleagues adopted very simplistic 

and binary approaches to decision-making, especially in the hospital setting where 

they were under significant pressure to make decisions quickly and expedite flow 

within the hospital. With largely stagnant healthcare expenditure in community and 

hospital-based rehabilitation, clinicians were being asked to decide on how and 

whom to allocate limited resources to. They were often inexperienced in delivering 

rehabilitation programmes and were not afforded the opportunity to observe the 

outcomes of their decisions. 

I also have personal experience of decision making in frailty, albeit in relation to 

surgical management in my Grannie. At the age of 88, she had several complex 

comorbidities, was frail and underwent highly invasive cancer surgery which 

expedited her decline. Her belief that health professionals knew best and that she 

should have all curative treatments, even when these were painful and distressing 

has also shaped how I view rehabilitation and later life care. There comes the point 

when we seek quality and not quantity of life. If our family had been more involved in 

discussions and her surgical care, the outcome would not have changed, but perhaps 

her journey may have been less traumatic. It is these experiences that I bring to the 

study. 
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This PhD sought to embed Patient and Public Involvement (PPI) throughout the study 

components to ensure that the RePAT intervention embraced a person-centred 

approach. The position of the PPI member, Margaret Kerr (MK), is therefore outlined 

and presented in her own words in relation to the research presented in this thesis.  

 

Position of the PPI member 

Alison approached the Dementia and Palliative Care PPI group with her proposed 

research project into the assessment of rehabilitation potential of older people in an 

acute setting. It was a subject which had personal connotations for me. My father, 

who had a dementia diagnosis along with other medical issues, had been admitted to 

a ward following a fall. He was a very active person walking most days but was 

discharged from hospital in a wheelchair. My sister or I visited every day and each 

day his “rehabilitation potential” appeared to be altered. One day he was to be 

transferred for intensive physiotherapy, but there were no available beds, so he 

remained on the ward, but the physiotherapists on the ward stopped treating him, 

he was now not on their radar. As daughters, we were considered incapable of 

helping him out of bed and taking him for a walk. There appeared there was nothing 

we could do to influence his treatment. I was delighted therefore, when Alison 

accepted me as a patient representative on her PhD research project. 

My background was as a community pharmacist, but I had no experience of coding or 

focus groups. Alison organised training and after reading and analysing the 

transcripts of the focus groups, I attended I realised the value of this approach. 

We had many discussions and I was always given the opportunity to put the patients’ 

point of view. The results of the research will I hope produce a training package that 

will ensure everyone doing a patient assessment of rehabilitation potential will 

consider the whole picture and include family and carers in their discussions. This will 

hopefully lead to a consistency of approach and the experience my family suffered 

will be a thing of the past. Being part of this research gave me the opportunity to 

both learn something new and help to create something of value, which will help not 

only patients and carers but also give confidence to professionals working in a 

stressful environment that they have made the right decision for all of their patients. 

These are the experiences that I bring to this study.
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Chapter 1 – Introduction 

Summary 

This chapter provides the background to this PhD thesis. It establishes the areas of 

uncertainty in relation to rehabilitation potential upon which the research question, 

aims and objectives are based. 

 

1.1 Setting the scene 

The global population is growing year on year. In 2018 there were 66.4 million 

residents in the United Kingdom and this is expected to reach 72.4 million by 2043 

(1). With average life expectancy steadily increasing, adults aged 65 years and over 

currently account for 18% of the population and those aged 85 years and over 

account for 2.4% (2). People over the age of 85 are now the fastest-growing group in 

the United Kingdom, accounting for three million of the population and this is 

projected to increase to eight million by 2050. These changing demographics are not 

isolated to the United Kingdom. European residents have the highest median age in 

the world, with the proportion of over 65’s forecast to increase from 14% in 2010 to 

25% by 2050 (3). Improvements in healthcare, technology, lifestyle factors, education 

and economic prosperity have contributed to this. Advances in healthcare and health 

and safety have been particularly instrumental in changing patterns of disease. 

Improved treatments for acute presentations which were previously fatal such as 

myocardial infarction and stroke (4, 5), infectious diseases, cancer and reduced 

incidence of industrial accidents have led to an increased prevalence of chronic 

diseases which people live with in later life. As a consequence, growth in the 

prevalence of cardiac, renal and liver disease, cancer, stroke, diabetes, degenerative 

neurological conditions, chronic respiratory conditions, dementia and frailty (6) have 

been observed. 

Whilst ageing can have a profound impact on an individuals’ health and well-being, it 

also has economic implications which affect individuals, organisations and society as 

a whole (7). Older people typically have more complex health and social care needs 

and as a result, are greater consumers of healthcare resources. People aged 65 years 
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and older account for 40% of all hospital bed days, 65% of National Health Service 

expenditure (NHS) (8) and 51% of social care spend, an estimated £8.8 billion (9). 

Many older people live independent and healthy lives, but as the absolute number of 

individuals with complex needs increases, so the incidence of frailty is likely to grow. 

Correctly identifying older people living with frailty to ensure that their needs are 

assessed, managed and planned for has never been more pressing and more 

challenging in the face of economic austerity. To build a more sustainable society, 

opportunities for optimising good health and well-being which enable older adults to 

take an active part in society, enjoying high quality, independent and active lives (3) 

must be integral to health and social care provision. Rehabilitation plays a key part in 

realising this vision. Clinicians must make decisions on who is likely to benefit from 

programmes of rehabilitation and the clinical currency in which these decisions are 

transacted is through the use of the term rehabilitation potential. 

 

1.2 Multimorbidity and frailty 

Older people living with frailty often do not have discrete illnesses that they recover 

rapidly from, rather they have an array of long-term conditions which can have a 

devastating impact on their function, well-being and social interactions. 

Multimorbidity, described as the presence of two or more chronic conditions, has 

been found to have a significant negative impact on health-related quality of life (10-

14). The risk of developing multimorbidity increases steeply with age. The presence 

of chronic multimorbidity is estimated to be between 55% and 98% in those aged 60 

years or more (15). There is compelling evidence that the number of long-term 

conditions is a greater determinant of health service resource use than the impact of 

any one specific disease (16). Cancer, coronary heart disease, chronic obstructive 

pulmonary disease and diabetes are amongst the most commonly reported (16). A 

study by Parker et al. (17) explored the impact that common chronic diseases had on 

the health-related quality of life (HRQoL) of 5849 community-dwelling people aged 

65 years plus in the United Kingdom. They found that 53% (n = 3078) reported issues 

with pain, 39% (n = 2273) with mobility, 9% (n = 529) with self-care and that 

moderate or severe problems with HRQoL were significantly associated with 13 of 

the 15 common chronic conditions included in the study. Osteoarthritis (absolute risk 
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-0.081, P=0.006), neurological disease (-0.172, P<0.0001) and depression (0.269, P< 

0.001) were found to result in clinically meaningful reductions in the EuroQoL 5 

Domain (EQ-5D) quality of life measure. 

Frailty is a concept used by healthcare practitioners and is currently understood as: 

“A medical syndrome with multiple causes and contributors that is 

characterized by diminished strength, endurance, and reduced 

physiologic function that increases an individual’s vulnerability for 

developing increased dependency and/or death.” [(18), p2]. 

Frailty is associated with an increased risk of disability, delirium, hospitalisation, pain, 

falls and death, placing individuals at higher risk of adverse outcomes (19-22) and 

dependence in activities of daily living. Frailty is dynamic; it can worsen as a result of 

acute illness, injury or due to the natural progression of concomitant comorbidities, 

but it may improve with targeted interventions. Frailty is non-age dependent, but its 

incidence increases with age. A systematic review by Collard et al. (23) found the 

prevalence of frailty in community-dwelling adults aged 65 years and older to vary 

from 4% to 59%, increasing in each five year age group until plateauing in those aged 

85 years and over (15.3% amongst 65–69 years; 18.6% among 70–74 years; 23.5% 

among 75–79 years; 22.4% among 80–84 years; 20.2% over 85 years). Currently, two 

accepted models of frailty have been proposed; the phenotype (24) and cumulative 

deficit model (25). 

 

1.2.1 Phenotype model 

The Frailty Phenotype model was developed by Fried et al. (24) using data from the 

Cardiovascular Health Study of 5210 men and women aged 65 years. The model 

comprises of five variables; unintentional weight loss, exhaustion or fatigue, 

weakness, slow gait speed and low energy expenditure which are either measured 

using validated clinical tools or self-reported measures (Table 1). If three are found to 

be present during clinical assessment, an individual is identified as frail. 
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Table 1 - Operationalisation of a Frailty Phenotype (24). 

Indicators of frailty Clinical measures of frailty 

Unintentional weight loss Self-reported weight loss of >4.5kg or 
recorded weight loss of ≥5% in the prior 
year 

Exhaustion/fatigue Self-reported 3-4 days per week or 
most of the time 

Weakness Grip strength (by sex and body mass 
index) 

Slow gait speed Time to walk 4.57m (10 feet) (by sex 
and standing height) 

Low energy expenditure Self-reported <383kcal.week for men 
and <270kcal/week for women 

 

Whilst the model has been well received for its clinical applicability (26), use of 

clinically relevant and acceptable measures (27) and has been validated (28, 29), it 

does not take into account other potential factors, principally the “geriatric giants” of 

incontinence and cognitive impairment (30). Participants who had an existing 

diagnosis of stroke or Parkinson’s disease, those with mini-mental cognitive scores of 

less than 18 or those taking antidepressants were excluded from the study (24). It 

could, therefore, be questioned how applicable this model is for the elderly 

population with comorbidities given the prevalence of such conditions. 

 

1.2.2 Cumulative deficit model 

The cumulative deficit model was developed as part of the Canadian Study of Health 

and Aging frailty index (25). It proposed that the cumulative deficit model counts 

individual ‘deficits’ and proposes that the more individuals have wrong with them, 

the more likely that they are to be frail (31). Deficits can be symptoms, diseases, signs 

or disabilities, which are frequently identified and assessed as part of routine clinical 

care. They place individuals at risk of further disability and health decline. Deficits are 

simply added up and scored one for each deficit that is present, 0.5 if they are 

present but have limited impact and 0 if absent. This model allows for a highly 
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individualised approach to frailty identification enabling clinicians to target specific 

conditions and develop tailored treatment, management and rehabilitation plans but 

does not consider the severity of each deficit, just the count. 

 

1.2.3 Clinical frailty scale 

The phenotype and cumulative deficit models have been widely adopted and cited in 

academic papers, but their clinical validity and applicability may be limited for the 

wider multi-disciplinary team (MDT). The Clinical Frailty Scale (CFS) (Figure 1) offers 

busy clinicians a pictorial representation to stratify patients with frailty based on 

their level of vulnerability (25, 32, 33) and has been found to be a strong predictor of 

mortality and institutionalisation (25). Nolan et al. (34) found that the CFS was 

predictive of mobility markers (gait speed and Elderly Mobility Scale), dependency 

and length of stay amongst 41 older adults admitted for post-acute rehabilitation. 

 

Figure 1 - Clinical Frailty Scale (25). 
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Nevertheless, the British Geriatrics Society (35) caution that the tool should not be 

used in isolation but as an adjunct to clinical assessments to ensure a holistic 

approach to health and wellbeing. 

 

1.3 Decompensation and acute exacerbations 

The presence of multiple long-term health conditions and frailty have a profound 

impact on individuals, meaning that when they deteriorate or decompensate, they 

deteriorate rapidly across multiple health systems. This frequently leads to hospital 

admissions and prolonged periods of recovery. Older people are increasingly 

vulnerable to changes in their health status and at greater risk of being identified as 

frail. Infections, surgery, falls, minor illnesses or the introduction of new medications 

can lead to “A striking and disproportionate change in health status”[(36), p572] 

which has significant impacts on an individual’s ability to function, maintain their 

independence and well-being. Older people admitted to hospital with acute 

deteriorations in health require comprehensive medical assessment and 

management to address these issues. 

Older adults account for more hospital admissions than younger people, have longer 

lengths of stay, higher readmission rates, occupy more bed days (37, 38) and typically 

have poorer outcomes (39). Hospital admission, the associated subsequent 

deconditioning or acute illness, places older people at greater risk of disability, 

cognitive decline or residential care (40) which can further impact on recovery. 

Recent healthcare policy in the United Kingdom (UK) has seen the drive for care and 

rehabilitation to be delivered in a community-based setting, focusing around 

individuals’ usual place of residence (41). Rehabilitation interventions are frequently 

cited as key in supporting older people’s recovery following periods of 

decompensation and ill health (42, 43). Healthcare practitioners are often required to 

make ever-increasing nuanced, complex and dichotomous decisions in the face of 

growing complexity of service provision, patient needs and expectations about a 

patient’s potential to respond to rehabilitation interventions. 
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1.4 Rehabilitation 

Rehabilitation has been defined in a number of different ways. The World Health 

Organization outlines that rehabilitation aims to restore the functional capacities of 

disabled individuals’ and prevent further disability (44). It may also seek to lessen the 

impact of disabling conditions (45). Geriatric rehabilitation is defined as: 

“A multidimensional approach of diagnostic and therapeutic 

interventions, the purpose of which is to optimise functional capacity, 

promote activity and preserve functional reserve and social 

participation.”[(46), p2]. 

Rehabilitation adopts a holistic approach, enabling individuals to maximise their well-

being, activities of daily living, function and social integration (47), seeking to restore 

personal autonomy to those aspects of daily life considered most relevant by service 

users and their family or carers (42). In contrast to biomedical approaches, 

rehabilitation seeks to obtain a broader understanding of the nature and causes of 

underlying conditions, the impact these have on individuals and patient factors such 

as behaviours, emotion, goals and expectations (48). 

 

1.4.1 Conceptual models of rehabilitation 

Perhaps one of the best-known rehabilitation frameworks is the World Health 

Organisation’s (WHO) International Classification of Functioning, Disability, and 

Health (ICF) (44). It provides a framework for rehabilitation models of care, 

descriptions of health and health-related states using standardised language, and a 

theoretical basis for rehabilitation. It has also been suggested as a useful structural 

framework for clinical decision-making in rehabilitation practice (49-52). The ICF 

adopts a biopsychosocial model by integrating medical and social paradigms, which 

enables function to be understood in relation to morbidity, environmental and 

personal factors (53). The model proposes that disability and functioning are multi-

dimensional concepts which conceptualise an individual’s level of functioning as a 

dynamic interaction between health, environment and personal factors (Figure 2). 
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Figure 2 - World Health Organization International Classification of Functioning, 

Disability and Health (ICF) (44). 

 

The model focuses on impairments of body functions and structures, limitation of 

activities, restriction of participation, environmental and personal factors. Body 

functions refer to the physiological and psychological functions of body structures 

including organs, limbs and their components. A loss or deviation ‘from the norm’ in 

these results in an impairment. This may be clinically manifested as changes to range 

of movement or balance, reduced strength, sensation or muscle tone, changes to 

heart rate, vision or pain. It is this domain that physiotherapists, occupational 

therapists and doctors have frequently focused their efforts. Activities describe the 

performance of a task or action by an individual (44) and limitations at this level 

impact on activities of daily living such as walking, drinking and eating, transfers, 

dressing, toileting, communication, and learning.  

 

The final domain of participation describes an individual’s involvement in a life 

situation which may lead to restrictions in their ability to participate in work, family 

life, social roles and community life. Environmental factors refer to the physical, 

social and attitudinal environment in which people live and conduct their lives (44) 

such as accessibility to buildings, safety, family support and networks, air pollution 

and infrastructures. Personal factors including self-efficacy, self-confidence, 
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resilience, expectations, age and gender, influence how disability is experienced by 

individuals. Health conditions defined as diseases or disorders are recognised within 

the model as crucial factors which impact on health and disability. 

 

Self-efficacy describes an individuals perceived competence about their own 

capabilities to organise and carry out a particular course of action (54). Self-efficacy is 

an essential for independence in activities of daily living and rehabilitation 

interventions. Beliefs about self-efficacy change with ageing and have been found to 

influence independent functioning (55), activities of daily living, gait and balance (56-

58). Stretton et al (59) found that levels of self-efficacy had a strong influence on the 

health related quality of life amongst older people living with frailty where falls self-

efficacy was the singular highest predictor of physical functioning. However, Nolan et 

al (34) proposed that older individuals may still benefit from rehabilitation 

programmes and improve their self-efficacy in the presence of frailty. Assessments of 

self-efficacy and the development of rehabilitation programmes which specifically 

target it may enhance rehabilitation participation and outcomes (60) but further 

research is required to understand this relationship.  

 

Aspects of the WHO ICF model have been criticised for overlooking the social 

implications of disability (52), the lived health experiences (61) and the particular 

challenges of multimorbidity. Bornbaum et al. (62) argue that the term ‘health 

condition’ does not accurately represent the dynamic state of long-term conditions 

such as cancer and propose that health state should be adopted, nor does the term 

embrace multiple conditions which are commonly seen in people with cancer. Frailty 

is a dynamic condition which may improve or deteriorate over time and comprises of 

multiple comorbidities and as such, models of rehabilitation need to take these 

fluctuations into account. A recent systematic review by Azzopardi et al. (63) sought 

to establish frequently used frailty tools with ICF codes and found that only five 

frailty instruments covered all five of the ICF domains (the 50 variable CSHA-FI, 51 

variable Gothenberg, 62 item frailty index, 48 item deficits index and the 83 item full 

frailty index). These frailty indexes or measures, whilst addressing ICF domains may 

be burdensome for clinicians and patients to complete and have less clinical utility. 

However, frailty, disability and disease are separate concepts and are not 

synonymous as holistic expressions of health and well-being.  
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1.4.2 Rehabilitation delivery 

Rehabilitation delivery is a process as opposed to a one-off event (64). It is 

characterised by cycles of nested treatment programmes which are reviewed and 

refined. It involves practitioners assessing individual’s needs using standardised 

assessments which seek to understand current and previous abilities and the impact 

they are having on individuals and their families. Assessments frequently seek to 

explore and estimate abilities, motivation, cognitive status, family or carer support 

and environmental factors. Rehabilitation programmes in older people are often 

based upon Comprehensive Geriatric Assessment (CGA) models of care (65, 66). 

There is compelling evidence to suggest CGA models are associated with positive 

clinical outcomes (67) and slower rates of physical, functional and cognitive decline 

compared to control subjects (68). 

Clinicians seek to estimate an individual’s capability and capacity of cooperating with 

a rehabilitation program and making measured functional gains (69, 70). Participants 

are supported to learn skills which must be practised and reinforced with feedback 

(48). An understanding of volitional factors such as motivation and participation is 

essential to rehabilitation practice, but the understanding of how to describe and 

measure these is underdeveloped (71-73). 

Rehabilitation delivery models frequently adopt person-centred approaches to care 

through the use of goal setting and robust communication strategies (74). Goal 

setting is the process of selecting and agreeing on an objective which the individual 

and clinical team work towards over a specific time period. The goals, usually involve 

a change from the current situation or maintenance of function in the face of 

expected deterioration; it is not a simple prediction of what will happen as a result of 

rehabilitation (75). In the presence of multimorbidity, recovery may be prolonged 

and restoration of function back to baseline levels may not be achievable (52). 

Rehabilitation may take place in a hospital, community, care home or intermediate 

care settings. Historically, health services have been designed and set up around 

systems which adopt a reactive approach to ill health and do not have the design or 

capacity to develop proactive models of care which seek to empower individuals to 

proactively manage their own health and well-being. These models of service 
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provision may disadvantage older people who are more likely to have 

multimorbidity, frailty and dementia (36). They may be prematurely deemed as 

having ‘no rehabilitation potential’ due to preconceptions about their ability to 

engage and benefit from programmes of rehabilitation (76-79). 

 

1.4.3 Rehabilitation as a multi-disciplinary endeavour 

Rehabilitation assessments and programmes are typically a multidisciplinary 

endeavour, drawing on each professions specialities and perspectives. In geriatric 

rehabilitation, the multi-disciplinary team (MDT) normally comprises geriatricians, 

nurses, physiotherapists, occupational therapists, dietitians, social workers, 

psychologists and speech therapists (66, 80, 81). Team composition is highly 

dependent on local factors such as service provision, organisation and country-

specific roles and responsibilities. Allied Health Professionals (AHPs) describes a 

group of clinicians that deliver services which identify, assess and prevent diseases, 

disorders; dietary and nutrition services and rehabilitation and health systems 

management (82). They aim to support individuals to recover their mobility or 

movement, restore or improve confidence in activities of daily living, improve 

nutritional status and develop communication skills. These diverse skills and 

perspectives are ideally suited to address the complex and holistic needs of older 

people living with frailty, working in partnership with medical, nursing and 

pharmaceutical colleagues as autonomous practitioners. 

This PhD focusses on the role of physiotherapists and occupational therapists and 

their understanding and assessment of rehabilitation in the UK. Occupational 

therapists and physiotherapists are traditionally accepted as core providers of 

rehabilitation. They associate their professional identity with this (83, 84) and, in the 

UK, they play a pivotal role in identifying individuals’ suitability for rehabilitation in 

the acute healthcare setting and delivering programmes of rehabilitation. 

Physiotherapists and occupational therapists focus on facilitating recovery or 

adaptation to illness, disease or injury (85, 86). They empower and enable individuals 

to remain independent for as long as possible in the activities that are important to 

them. In relation to older people living with frailty, physiotherapists play an integral 

role in addressing the complex and holistic needs of older people in the community 
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and hospital setting where traditionally they have focussed on physical and 

functional domains such as mobility, pain, strength, balance, range of movement, 

transfers, and activities of daily living (87). When working with older people living 

with frailty, occupational therapists play a crucial role in understanding functional, 

cognitive, psychological, spiritual and environmental issues and how these impact on 

activities of daily living such as washing, dressing, eating and drinking and how 

individuals cope with these. By understanding and assessing these needs, 

occupational therapists can work with patients, families, and carers to improve or 

maintain independence in activities of daily living which may include home 

equipment or adaptations, education on pacing, task performance and techniques to 

help the adjustment to disability or injury. Occupational therapists are highly skilled 

in addressing issues related to cognitive dysfunction associated with dementia and 

delirium by evaluating individual strengths, impairments and performance needs 

requiring intervention (88). 

 

1.4.4. Rehabilitation as a complex intervention 

Healthcare delivery is complex and involves multifaceted interactions, decisions and 

interventions. Interventions are commonly described as: 

“Any action taken by healthcare workers with the aim of improving the 

well-being of people with health and/or social care needs.” [(89), p12] 

Complex interventions typically consist of several interacting components which 

impact on the complexity and length of causal chains and are influenced by local 

contextual factors which influence how the intervention is delivered and measured 

(90, 91). These factors are displayed in Figure 3. 
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Figure 3- Dimensions of complexity in interventions. Adapted from Craig et al. (90) 

and the Medical Research Council Framework for developing and evaluating 

complex interventions (91). 

 

Components are typically described as ”parts of a complex intervention that are 

distinct from but compose the whole of the intervention in full or in part” [(92), p185] 

and this definition will be adopted throughout this thesis. Understanding and 

describing the components of a complex intervention is essential in order to 

understand why and how an intervention is effective (91). 

Rehabilitation is a complex intervention as it involves multiple interacting 

components, which are tailored to individual needs, influenced by contextual and 

environmental factors and have numerous outcomes of interest (93). Rehabilitation 

involves a broad understanding of an individual’s disabilities, their emotions, beliefs, 

goals, expectations and motivation (48). In addition, older people living with frailty 

often experience a complex array of health conditions which adversely impacts on 

their health, well-being, function and social interactions. Hospitals, in which they 

receive care and rehabilitation assessments represent complex systems due to the 

number of interacting components, behaviours required by those delivering or 

receiving the interventions and the number of organisations involved in care 

planning and delivery (90, 91). These factors are further confounded by the 

challenges in defining rehabilitation potential, predicting rehabilitation response and 

clinical decision-making. It therefore, becomes apparent that rehabilitation and 

rehabilitation potential are complex interventions. 

Rehabilitation interventions have been criticised for assuming that processes are 

linear and simple and for failing to unpack the “black box” (94, 95) whereby active 
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ingredients of the intervention are rarely specified (96). Complex interventions 

present particular challenges for researchers in terms of development, evaluation 

and implementation into practice. This is in part due to differing models of 

healthcare provision (97), professional attitudes and values, describing and tailoring 

the intervention (89) and the variation in intended outcomes of the intervention. 

Study designs may offer insight into the effectiveness of an intervention, but alone 

they are unlikely to explain how an intervention might work, under what 

circumstances and which components are required for which outcomes (98). These 

are important considerations for successful implementation and replication of 

interventions. 

Literature on intervention evaluation far outstrips that on intervention development 

and design (99, 100). This has been more widely explored in the field of complex 

interventions for health behaviours with models such as the COM-B (101), 6SQUID 

for public health interventions (99) and intervention mapping for health education 

(102). In 2000, the Medical Research Council (MRC) published a framework (103) 

which sought to help researchers to overcome the practical and methodological 

difficulties of intervention design and evaluation. The framework was subsequently 

revised in 2008 (104) and 2019 (91) reflecting methodological developments in the 

field. The framework comprises of a number of interlinked phases, reflecting the 

iterative and non-linear approaches to contemporary intervention design 

methodology. The development and evaluation of complex interventions involves 

four stages; development, feasibility and piloting, evaluation and implementation 

(Figure 4). These phases are considered essential in order to establish the 

effectiveness of an intervention. 
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Figure 4 – Key elements of the development and evaluation process for complex 

interventions (104). 

This framework has been widely used in developing complex interventions for older 

people (105) but has been criticised for lacking detailed guidance on theory 

development, intervention components, contextual and implementation factors 

which can lead to suboptimal treatment success (100, 105). A recent systematic 

scoping review found that the MRC Framework was the most frequently cited 

framework used in developing interventions for older adults but proposed that levels 

of details and consistency of use were inconsistent and poorly reported (105). This 

view was further supported by Hallberg (106) and Bleijenberg et al. (100) who stated 

that the MRC framework, though not explicitly referring to theoretical development, 

covers work which are prerequisites for theory such as development and modelling. 

To address these perceived shortcomings, Bleijenberg et al. (100) proposed that the 

MRC guidance could be enhanced by understanding current practice and processes 

to inform design and future implementation. These factors will be covered as part of 

the intervention development process described in chapter four. 

The systematic development of a complex intervention requires the following 

components to be addressed prior to full-scale evaluation. 

1. Identifying the evidence base – involves the identification and analysis of the 

existing evidence base relevant to the proposed intervention. 

2. Identifying and developing theory – requires that theories underpinning the 

intervention and likely process of change are outlined. This frequently 

involves drawing on existing theory and evidence and is supplemented with 

empirical research. 
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3. Modelling processes and outcomes – this component is essential prior to a 

full-scale evaluation. This involves mapping processes critical to the 

intervention and ensures that the intervention can be delivered in practice. 

Feasibility work typically involves identifying relevant outcome measures and 

the acceptability of the proposed intervention to patients, clinicians and 

wider stakeholders. 

 

The adoption of systematic, transparent and rigorous approaches to complex 

intervention development is essential (107) and failure to do so can result in false 

positives in clinical trials, research waste (100, 108) and disbenefits when 

implemented into clinical practice. This framework was followed to address the 

overall aims and objectives and structure and rigour of this PhD. 

 

1.5 Rehabilitation and recovery 

Central to rehabilitation practice is the ability to predict who will respond and gain 

benefit from rehabilitation interventions. Clinicians increasingly recognise that 

positive gains can be achieved with even the most physically and cognitively impaired 

adults who frequently require emergency care within the hospital and community 

setting. Fit older people, represented by the green line, typically experience a minor 

deterioration in functional abilities after minor illness but quickly return to their 

premorbid state (Figure 5). Whereas older people living with frailty, represented by 

the red line, face a greater and prolonged deterioration in their functional abilities 

and longer periods of dependency (36). 
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Figure 5 – Vulnerability of  frail elderly people to a sudden change in health status 

after a minor illness (36). 

 

Older people living with frailty are closer to the threshold of dependence and as such 

are more vulnerable to decline. They may partially or fully return to their baseline 

abilities, but there is likely to be considerable heterogeneity in the speed and extent 

of their recovery. Some individuals may show no signs of recovery, decline at greater 

rates or die as a result of even a minor event (109). Changes to functional abilities 

may result in postural instability, falls, exacerbation of underlying comorbidities or 

deconditioning and lead to prolonged recovery, dependence on others for health and 

social care needs and mortality. Frailty may therefore represent the transition 

between successful ageing and disability (27), independence and dependence, 

helplessness and autonomy over one’s life. Minor or major stresses are increasingly 

likely to result in a hospital admission and older people living with frailty commonly 

present at emergency departments during these crisis points. Individuals aged 85 

years plus account for the largest number of hospital admissions in the UK (110) and 

typically experience the worst outcomes (111). 

Trajectories of recovery from an acute illness or stressor, such as an infection or fall, 

which result in a hospital admission are complex, highly individualised and poorly 

understood. Understanding these trajectories is particularly difficult in the context of 

frailty and dementia. For clinicians and rehabilitation trialists, the challenge lies in 

identifying who will recover either full or partial function, who will plateau or decline 

following illness, injury or rehabilitation interventions and how these decisions are 
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integrated with patients previous abilities, wants and needs. There is a delicate 

balance between independence and dependence, which can have profound effects 

on individuals’ health and well-being. These heterogeneous trajectories are displayed 

in Figure 6, where the dotted lines represent possible trajectories for older people 

who may or may not return to homeostasis and premorbid abilities after a hospital 

admission (109). 

 

Figure 6 - Frail elderly patients' vulnerability to critical changes in functioning (109). 

 

Older people living with frailty frequently present to health services in a time of crisis 

when decompensation has occurred which can result in clinicians having an 

incomplete or inaccurate understanding of how much potential individuals have to 

improve and benefit from rehabilitation programmes. Although there is strong 

emerging evidence that rehabilitation may improve or partly reverse frailty (112-114) 

this is confounded by a lack of evidence on the optimal intensity and timing of 

rehabilitation required to improve outcomes in older people (36). Frailty stratification 

and identification show promise as a prognostic indicator for rehabilitation 

programmes in a similar manner to its application in other areas of medicine (65), 

but further research is required to establish this link. 
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1.6 Rehabilitation and older people living with dementia 

The presence of dementia can further complicate clinicians’ understanding of 

rehabilitation as it challenges current models of rehabilitation practice which 

frequently rely on patients initiating activity and fully engaging with rehabilitation. It 

is estimated that over 850,000 people are living with dementia in the UK being cared 

for by 540,000 carers (115). The prevalence of dementia increases with age (116) and 

the condition can have a devastating impact on function, quality of life and well-

being. Outcomes of rehabilitation in the presence of dementia are less certain. There 

is a widely held perception that dementia prevents individuals from engaging and 

benefitting from rehabilitation (77, 79, 117) and consequently, access to 

rehabilitation may be restricted or denied. However, there is evidence to suggest 

that positive outcomes can be achieved over more extended time periods (118) and 

with specialist input. 

The assessment of functional abilities as part of rehabilitation programmes in the 

hospital setting has been reported to be especially challenging in the presence of 

delirium, dementia and severe cognitive impairment where questions arise about 

how well patients engage and participate with therapy (119). Poor attention, 

memory, reduced communication, and behavioural changes may present challenges 

to therapists when delivering rehabilitation. In particular behavioural changes, 

altered mood, loss of motivation and poor compliance can adversely impact on an 

individual’s ability to engage and improve with therapy (120). However, many of 

these potential barriers can be overcome using compensatory techniques such as 

memory books, written prompts (79) and the use of explicit learning techniques of 

observational learning and learning by guidance (121). This suggests that with the 

use of appropriate techniques, rehabilitation programmes may achieve positive 

outcomes for people living with dementia.  

 

1.7 Time and resource pressures 

Despite initiatives to provide preventative care closer to home, hospital admissions 

amongst older people continue to rise. Accident and emergency departments 

continue to receive significant numbers of older people through their doors and this 
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demand is growing. In the UK, between 2009 and 2010, there were 30,831 

attendances per 100,000 of the 60 years or older population and this rose by 20.7% 

to 37. 240 in the 2014-15 period (122). The greatest increase in hospital admissions 

as measured by Finished Consultant Episodes (FCE) has been in older people aged 85 

years and over, with admissions rising by 76% between 2005 and 2016 (Figure 7) 

(110). 

 

Figure 7 - Indexed change in the number of Finished Consultant Episodes by age 

group 2005-06 to 2015-16 (110). 

 

Whilst the number of older people requiring healthcare continues to grow; globally 

expenditure has largely remained stagnant or contracted (42). This presents clinicians 

with further challenges in deciding who should receive rehabilitation interventions 

and can result in rationing of healthcare services. Age-based rationing of services 

presents significant practical and ethical challenges in terms of prioritisation and 

allocation of services and resources. Commissioners of services need strong clinical 

evidence and unequivocal benefit before they can pay for services and the evidence 

base for the majority of rehabilitation interventions in older people living with frailty 

and dementia is limited. Patient selection for rehabilitation programmes is 

compromised by the lack of precise measures to ascertain potential to benefit. The 

clinical currency in which these decisions are transacted is through the use of the 

term rehabilitation potential. 
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1.8 Rehabilitation potential 

The term rehabilitation potential is frequently used by physiotherapists and 

occupational therapists in clinical practice. Being deemed to have rehabilitation 

potential or not is critical to the amount and type of rehabilitation a patient will 

receive and can result in individuals being denied access to services which may be 

beneficial. Rehabilitation potential in relation to older people first appeared in 

published literature in the 1950s and 1960s (123-128). Reynolds et al. (124) proposed 

that rehabilitation potential was rated by consultant physicians as either ‘definite’. 

‘slight’ or ‘none’ in relation to the anticipated benefit of rehabilitation services to 

restore function. It has been used as a retrospective label to describe how well a 

patient functionally improves or their ability to remain at home over a one year 

period (129, 130). Other researchers have used it to define a prognostic concept of 

how rehabilitation might restore activities of daily living (69, 131), psychological 

abilities required to take part in rehabilitation (132, 133) or where and when 

rehabilitation should take place (134-136). Cameron and Kurle (65) suggested that 

frailty was a significant mediating factor in establishing the rehabilitation potential of 

older people living with frailty, but did not describe what was meant by rehabilitation 

potential, nor how clinicians understood or assessed this in the frail older population. 

The research to date has primarily focused on quantitative methods to measure 

rehabilitation potential but has failed to explore the theoretical underpinnings of 

rehabilitation potential nor has it focused on frail older people. A recent 

ethnographic study by Bradley et al. (137) which explored the meaning and 

evaluation of rehabilitation potential in older adults in receipt of acute care identified 

that rehabilitation potential was frequently perceived and operationalised in 

reductionist terms which focused solely on physical improvements and discharge 

planning. Staff participants struggled to reconcile the ethical dilemmas of the ideal 

versus realities of clinical practice. A definition of rehabilitation potential was not 

provided nor a structure for how clinicians or researchers should assess its 

application. 

The subject of no rehabilitation potential was formally discussed at the shared 

meeting of AGILE (Interest group for the Chartered Society of Physiotherapists 

Working with Older People) and the British Geriatrics Society Autumn in 2015 (78). 
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The complexities of rehabilitation and the financial limitations within which 

rehabilitation services must operate were discussed. The group reached a consensus 

that a definition of rehabilitation potential and criteria for how rehabilitation 

potential is established are urgently needed. 

 

1.8.1 The wider context of rehabilitation potential 

There is currently a lack of evidence which focusses on the theories underpinning 

rehabilitation potential in older people living with frailty and how it is operationalised 

in research and clinical settings. Stroke, acquired brain injury and hip fracture 

rehabilitation frequently involve populations with complex health and social care 

needs where clinicians must predict response and make complex decisions as part of 

a multi-disciplinary team. Although the clinical presentations, management and 

trajectories of recovery and response may differ to older people living with frailty, 

exploring these areas provides insight into complex clinical decision-making. To 

provide a broader understanding of rehabilitation potential, literature will be 

discussed in relation to rehabilitation potential in other rehabilitation specialities 

where similar challenges have been faced. 

 

1.8.2 Dementia, hip fracture and rehabilitation potential 

Hall et al. (79) explored physiotherapists experiences of treating people living with 

dementia who fracture their hips and found that determining rehabilitation potential 

was a significant challenge. The label of rehabilitation potential, though useful in the 

acute setting to determine rehabilitation destination and plans, was poorly 

understood and its application could lead to denial of services which may prove 

beneficial to patients. These findings are further supported by Isbel and Jamieson 

(117) who found that participants eligibility for rehabilitation programmes was based 

on individuals abilities to achieve rehabilitation goals and having ‘rehabilitation 

potential’ or being able to participate in rehabilitation actively. But again, the criteria 

for having ‘rehabilitation potential’ was found to be poorly conceptualised and 

applied in clinical practice. 
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Dementia has been shown to increase the risk of falls and hip fractures which are 

associated with poor clinical outcomes and high levels of morbidity and mortality 

(138). Whilst some studies have found that the presence of dementia is associated 

with poorer clinical outcomes following hip fractures (138-140) others have found 

that favourable outcomes can be achieved in the presence of dementia (118, 141-

143) but that this cohort may need more extended periods of rehabilitation to reach 

this (131). A recent systematic review by Sheehan et al. (144) found that nursing 

home residents and those with cognitive impairments were frequently excluded from 

hip fracture trials despite the high prevalence amongst this group. They suggested 

that future studies should explicitly outline why patients had been excluded from 

trials to avoid bias in clinical decision making. 

What is clear is that individuals with dementia who sustain a hip fracture are likely to 

benefit from rehabilitation, but further research is needed to understand how 

assessments are completed and how rehabilitation programmes should be delivered 

for those with moderate to severe cognitive impairment. 

 

1.8.3 Rehabilitation potential, stroke and acquired brain injury 

Similar challenges in determining recovery following stroke and acquired brain injury 

(ABI) have been reported. Enderby et al. (76) suggested that clinical decisions on 

determining individuals’ potential to benefit from stroke rehabilitation interventions 

were based on simplistic models. These models failed to take into account the 

complexities of stroke, natural unassisted recovery, comorbidities and family 

support, leading to the label of ‘no rehabilitation potential’ being frequently applied. 

Multi-disciplinary team members play key roles in determining individuals access to 

rehabilitation, including intensity of interventions, types of rehabilitation and when 

to stop or continue programmes of rehabilitation (145). The assessment of 

rehabilitation potential following stroke was reported to involve complex clinical 

judgements which take into account motor, cognitive and personality traits, allowing 

clinicians to predict an individuals’ ability to recover or compensate for lost function 

though activation of neural plasticity mechanisms (146). 
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There remains, however, a lack of consensus on the term rehabilitation potential, 

how it is assessed and measured within stroke research. Burton et al. (145) sought to 

develop a theoretical model for rehabilitation potential in post-stroke survivors by 

exploring clinicians experiences of stroke rehabilitation. They found that 

rehabilitation potential was predicted by clinical observations of carry-over and 

functional gain, but was highly influenced by workload, knowledge of local 

rehabilitation services, referral criteria and service availability. In addition, 

participants in the study reported that they did not have the opportunity to learn 

what happened to their patients and therefore, had limited chances to inform future 

decisions on rehabilitation potential. Whilst the study provides a theoretical 

understanding of rehabilitation potential, it did not seek to explore patient, family 

and carer views of rehabilitation. A recent study which explored occupational 

therapists perceptions of rehabilitation potential amongst Acquired Brain Injury 

survivors (147) identified 11 patient-related and organisational factors which 

informed clinicians’ insights into rehabilitation potential. Clinical decision-making 

involved an understanding of patient-related factors, integrating these with 

contextual factors such as rehabilitation service requirements and service pressures 

whilst drawing on knowledge and experience of evidence-based practice to predict 

improvement and set goals in partnership with patients (Figure 8). 

 

 

Figure 8 - Factors influencing occupational therapists' perceptions of acquired brain 

injury patients' rehabilitation potential for inpatient rehabilitation (147). 
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The authors suggest that this process is rarely explicitly articulated and that clinicians 

should receive more training and pay greater attention to the range of factors which 

affect their clinical judgements of rehabilitation potential. 

A systematic review exploring factors affecting clinical decision-making about which 

patients should receive stroke rehabilitation (148) identified a lack of clinical 

guidance to support practice. This meant that a subjective approach to stroke 

rehabilitation decision-making was favoured, which was influenced by patient-level 

and organisational factors. Although this review included low-quality evidence and 

heterogeneous organizational structures, it raises the need for greater guidance and 

evidence to support complex decision making in stroke rehabilitation. Longley et al. 

(149) carried out a qualitative study which explored influences on clinical decision-

making about ongoing stroke rehabilitation for individuals with pre-existing 

dementias or cognitive impairments. Predicting individual’s rehabilitation potential 

was found to be a critical component of stroke rehabilitation decision-making where 

participants believed that all patients should have the opportunity to access 

rehabilitation programmes, but the presence of dementia or cognitive impairment 

was often equated with a lack of rehabilitation potential. The authors suggest that 

more flexible timeframes for rehabilitation interventions and decision-making, and 

additional therapist training and guidance is required to support stroke survivors with 

pre-existing cognitive impairments to ensure equitable access to rehabilitation 

services. 

More robust and sophisticated models of understanding rehabilitation requirements 

and responses following stroke and ABI are required to address the needs of the 

population throughout their recovery. 

 

1.8.4 Rehabilitation potential as a complex intervention 

As previously discussed in section 1.4.4, rehabilitation is a complex intervention. 

Evidence presented in this chapter and throughout this thesis suggests that 

rehabilitation potential is also a complex intervention. Rehabilitation potential 

assessments principally involve identifying which individuals will benefit from and 
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cooperate with rehabilitation interventions (69, 150). Assessments of rehabilitation 

potential therefore require holistic, complex, iterative and individualised approaches 

which span multiple organisations. In addition, evidence from dementia, hip fracture, 

stroke and acquired brain injury research suggests that assessments of rehabilitation 

potential are influenced by contextual and environmental factors (76, 79, 117, 145, 

147). These are typical features of complex interventions which consist of multiple 

interacting components, behaviours, outcomes, individuals and organisations (90, 

91). 

 

1.9 Summary of literature 

Healthcare practitioners are being asked to make ever-increasing nuanced, complex 

and dichotomous decisions about patients’ rehabilitation requirements in the face of 

growing complexity of service provision, patient needs, and expectations. They have 

to make complex decisions about who will respond to rehabilitation interventions, 

how they select patients for rehabilitation, understanding if the response is due to 

natural unassisted recovery from an illness or injury, or if the impact is from the 

rehabilitation intervention itself. This increasingly involves blending the concepts of 

restorative and functional models of rehabilitation with adaptive and palliative 

approaches in a rapidly changing health and social care environment. This is on the 

background of pressure in the acute hospital and community settings where these 

decisions must be made and justified in a highly pressurised environment. 

Evidence is currently lacking about how therapists: 

• Assess rehabilitation potential in older people living with frailty. 

• Select patients for rehabilitation in the presence of frailty. 

• Understand rehabilitation requirements, specifically their decision-making 

process and frameworks in relation to frailty. 

• Prognosticate recovery of adaption to frailty. 

• Understand who will benefit most from frailty rehabilitation. 

• Assess the potential for improvement. 
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It is also not clear what factors influence these decisions, what is deemed a ‘good’ 

outcome in terms of meaningful clinical improvement and what types of 

rehabilitation are offered and when to continue or terminate rehabilitation 

programmes for older people living with frailty. However, the lack of evidence of 

rehabilitation potential is not the same as the evidence of a lack of rehabilitation 

potential (76). 

Yet demand outstrips supply as the population continues to grow and predicted 

longevity continues to increase. Resources are limited and will continue to be 

rationalised, where clinicians, service providers, and commissioners are required to 

make difficult decisions. There is no universally agreed, systematically assessed or 

explicitly operationalised model or clinical guidelines that help therapists to make 

consistent, transparent, patient-centred, and evidence-based decisions about 

rehabilitation potential. Understanding how rehabilitation potential is assessed, 

operationalised, which factors influence clinical decision-making and patient and 

carer involvement in the process are essential for a holistic and evidence-based 

approach to frailty rehabilitation. 

Consequently, there is a need to develop a more robust and explicit framework for 

assessing and operationalising rehabilitation potential and this PhD study aims to 

address this gap. This thesis describes the development and subsequent testing of a 

rehabilitation potential assessment tool, the RePAT using an exploratory sequential 

mixed methods approach and following the Medical Research Councils framework 

for developing and evaluating complex interventions. 
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1.10 Aims and objectives 

The primary aim of this PhD study was to develop and test an assessment tool to 

identify rehabilitation potential in older people with frailty in a hospital setting. From 

now on, this will be referred to as RePAT (Rehabilitation Potential Assessment Tool). 

The objectives of this study were to: 

1. Define what is meant when the term ‘rehabilitation potential’ is used in 

relation to older people living with frailty. 

2. Explore the rationale behind the use of the term and why it is used in clinical 

settings. 

3. Identify how clinicians assess rehabilitation potential. 

4. Identify what factors influence the decision that people do or do not have 

rehabilitation potential. 

5. Explore how patient, carer and family views on rehabilitation potential are 

taken into account. 

6. Develop a patient-centred rehabilitation potential tool, RePAT. 

7. Test the feasibility and acceptability of using RePAT in the clinical setting. 

 

1.11 Thesis structure and methodology 

The MRC framework (91, 104) was used to develop RePAT intervention and 

comprised of multiple interlinked components. This thesis concerns itself with the 

early stages of intervention development and these are mapped to the MRC 

framework (Table 2). Further feasibility work, formal evaluation and implementation 

will likely form post-doctoral work.
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Table 2 - PhD study components and chapters in relation to the Medical Research Council Framework for complex interventions (91, 104). 

MRC Framework Development phase Feasibility/piloting phase 

Identifying 

the 

evidence 

base 

Identifying 

and 

developing 

theory 

Modelling 

process and 

outcomes 

Testing 

procedures 

Estimating 

recruitment 

and 

retention 

Testing intervention 

procedure and 

acceptability 

Thesis chapter Chapter 2 

Mapping 

review 

 

Chapter 2 

Mapping 

review 

Chapter 3 

Focus 

groups 

Chapter 4 

Modelling 

intervention 

Chapter 5 

Feasibility study 

Study 

component 

Mapping 

review 

Mapping 

review 

Focus 

groups 

Modelling 

intervention 

Delphi 

consensus 

Feasibility study with nested qualitative interviews 
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To address the research aims and objectives, a sequential exploratory mixed 

methods approach was used. This PhD comprised of four components which built 

upon each other. These included a: mapping review, focus groups, intervention 

modelling and Delphi consensus and a feasibility study with nested qualitative 

interviews. This allowed rehabilitation potential to be explored from multiple 

perspectives to develop the RePAT intervention. Mixed methods have been widely 

used in healthcare research (151, 152) and intervention development (153). They are 

driven by the research question and seek to embrace the methodological strengths 

of qualitative and quantitative methods. Mixed methods designs are typically 

underpinned by pragmatism which seeks to “sidestep the contentious issues of truth 

and reality” [(154), p8] associated with other epistemological paradigms and instead 

focus on what works as truth (155). 

This PhD used an exploratory sequential methods approach (Figure 9). This approach 

allows under-explored areas to be investigated during the initial phases and then 

tested in later phases (153). Qualitative findings from the mapping review and focus 

groups were used to develop and inform the quantitative components of the Delphi 

and feasibility study (156). Findings were considered and presented separately then 

reviewed to the extent in which they generalised or tested each other (157). 

An overview of the methods used in each component will now be presented. 

Justification for the rationale behind the methods used within each component can 

be found in the subsequent chapters. 

 

 

Figure 9 - Overall study diagram. 
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Component A – Mapping Review (chapter two) 

Rehabilitation potential in older people living with frailty is poorly understood, 

defined and operationalised in practice. The aim of this component was to map and 

identify relevant evidence to inform the development of the RePAT intervention. 

Component B – Focus Groups (chapter three) 

Component B comprised of a focus group study which explored the opinions, 

experiences and understanding of rehabilitation potential from multiple 

perspectives. The study sought to provide further evidence on how rehabilitation 

potential was understood, operationalised and assessed from the perspectives of 

clinicians, patients, and carers. This informed further theory and evidence 

underpinning rehabilitation potential. 

Component C – RePAT Intervention modelling and Delphi Consensus (chapter four) 

RePAT was modelled using the MRC Complex Intervention framework (91, 104) and 

reported using the TIDieR (Template for Intervention Description and Replication) 

guidance (158) which allowed intervention components, processes and underpinning 

theories to be presented. The first two components were synthesised using the 

triangulation protocol (159, 160) to inform the development of the RePAT 

intervention. The intervention was then subjected to a two-step Delphi consensus 

with a group of expert physiotherapists and occupational therapists. Results were 

used to finalise the tool and develop the RePAT training programme. 

Component D – Feasibility study with nested qualitative interviews (chapter five) 

A non-randomised feasibility study was completed where RePAT was delivered in an 

acute hospital setting to explore whether the intervention was deliverable and 

acceptable to staff and patient participants. Physiotherapy and occupational therapy 

staff participants were trained to use the RePAT intervention. Patient participants in 

receipt of rehabilitation assessments and identified as frail received the intervention. 

Intervention fidelity was tested. Acceptability of the intervention and processes were 

explored using qualitative semi-structured interviews with staff and patient 

participants to inform refinement of RePAT for future feasibility and pilot work. 
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1.12 Patient and public involvement 

To ensure that interventions are fit for those they are intended to help, service users 

should be involved in all parts of the research process (161, 162). The MRC 

framework highlights that interventions are more likely to be successful if relevant 

stakeholders are involved in their development (90). Clinicians, patients and carers 

were recruited in components B, C and D of this PhD study to ensure that the RePAT 

intervention addressed stakeholder requirements. However, stakeholder 

involvement may take other forms. Typically patient and public involvement (PPI) 

members review research design, questions and documentation but there is 

emerging evidence to suggest that they can contribute to qualitative data analysis 

and intervention design (90, 163, 164). PPI members can provide different 

perspectives on data, drawing from their personal experiences (165) which can 

improve the quality, credibility and validity of research findings (166, 167). The 

RePAT intervention was specifically designed to assess rehabilitation potential in 

older people living with frailty. It has been suggested that the benefits of partnership 

working with older adults have been slower to be realised (168) despite being 

frequent consumers of health and social care and future recipients of the RePAT 

intervention. 

This PhD, therefore, sought to embed PPI throughout the components using a 

number of methods to ensure that the RePAT intervention embraced a person-

centred approach. The overall research aims, objectives and study design were 

reviewed and subsequently refined from iterative feedback from members of the 

Dementia, Frail Older People and Palliative Care Public and Patient Involvement 

group at the University of Nottingham. They also reviewed relevant study 

documentation, interview questions, schedules and the study protocol. The study 

steering group also included a member of the public, Margaret Kerr (MK), who was 

actively involved throughout the duration of the study. MK reviewed the RePAT 

intervention prior to ensure that the tool retained a person-centred approach prior 

to feasibility testing. An innovative qualitative analysis training course was developed 

and delivered to members of the group and MK to enhance their understanding and 

practical skills of data analysis. Details of the training programme are outlined in 

chapter three and in Cowley et al. (169). As a result, MK analysed focus group and 

feasibility study interview data as part of the research team. 
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Qualitative methodologies maintain that the researcher is inextricably connected to 

the world, which they study and through reflexivity, this relationship can be explored 

and articulated. Study design, data collection, analysis and even the research 

question posed, can be influenced by knowledge, beliefs, experiences and attitudes 

of the research team (170). It is, therefore, critical that researchers outline these 

factors from the outset (171). The position of the PhD candidate, Alison Cowley and 

PPI member, Margaret Kerr are presented in the preface. 

 

1.13 Ethical approval 

The study was sponsored by Nottingham University Hospitals NHS Trust, sponsorship 

reference number 17HC002 and was adopted by the NIHR Clinical Research Network 

Portfolio. Health Research Authority and Research Ethics Committee approval was 

sought and obtained. The study was reviewed by the Yorkshire & The Humber – 

Bradford Leeds Research Ethics Committee on 21st November 2017 and a favourable 

opinion was given on 3rd January 2018 (Appendix A). The study was given Health 

Research Authority approval on the 3rd January 2018 (Appendix B)  
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Chapter 2– Mapping review 

This chapter presents a mapping review exploring the current evidence on 

rehabilitation potential in older people (Figure 10). The review sought to identify and 

collate the evidence behind the concept of rehabilitation potential, how and why it is 

assessed and the use of decision-making frameworks. This piece of work forms the 

first step in developing the RePAT intervention to assess rehabilitation potential in 

older people living with frailty. 

 

 

Figure 10 - Overall study organogram chapter two. 

 

2.1 Introduction 

In designing a complex intervention to support clinicians’ decision making about 

rehabilitation potential, a thorough understanding of the evidence base was 

required. The evidence presented in chapter one suggested that rehabilitation 

potential has been poorly explored in rehabilitation practice, particularly in relation 

to older people living with frailty. There is a lack of clear understanding about what 

the term rehabilitation potential means across a range of stakeholders, how it is 

assessed and operationalised in clinical practice (172). A literature review of 30 

studies identified the paucity of research into rehabilitation potential in relation to 

older people living with frailty (172). 

The aim of this mapping review was to explore the current evidence base in order to 

facilitate the development of RePAT, an assessment tool for rehabilitation potential. 
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2.2 Rationale for review 

A systematic review of the best available evidence and underlying theory can help 

inform the development process of complex interventions (104) and clinical 

guidelines. Systematic reviews and meta-analyses are considered to be the gold 

standard method for evaluating the effectiveness of medical and healthcare 

interventions (173). These methods seek to minimise confounding bias, have 

inclusive search strategies, foster high levels of transparency and include or exclude 

studies on the basis of quality, thus enhancing the reliability of the results and 

conclusions drawn (174). 

Systematic reviews and meta-analyses are, however, not without their drawbacks, 

especially when designing complex interventions where causal and mechanistic 

factors are complex and diverse. Systematic reviews do not seek to understand the 

underlying mechanisms of the proposed intervention; instead they seek to assign a 

measure of intervention effectiveness. In developing complex interventions, an 

essential part of the design process is the consideration of how the intervention will 

be routinely adopted into clinical practice and its benefits sustained outside the 

study period (89). Planning for the implementation and sustainability of an 

intervention should be an integral part of the design process (175). A common 

criticism levelled at randomised controlled trial (RCTs) and systematic reviews, is that 

they oversimplify complex interventions through the rigid constraints of RCT 

methodology and this does not allow for interventions to be understood in context. 

Rehabilitation potential in older people living with frailty has been poorly 

understood, defined and operationalised in clinical practice. Therefore, different 

review methodologies had to be considered to meet the aims of the study; to map 

and establish the best available evidence on rehabilitation potential in order to 

develop the intervention and theoretical underpinning. 

Grant and Booth (176) developed a typology comprising 14 different types of review 

methodologies presenting the theoretical underpinnings, strengths and weaknesses 

of each methodology. Based upon that typology, a mapping review or systematic 

map was identified as most closely meeting the aims of this study because it would 

allow the complex phenomena of rehabilitation potential to be explored across a 

number of disciplines, study designs and patient groups. The characteristics of 
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mapping reviews are presented in Table 3 and compared against scoping reviews, 

with which they share many features and systematic reviews. 
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Table 3 - Characteristics of reviews adapted from Grant and Booth (176). 

Label Description Search Appraisal Synthesis Analysis 

Mapping 
review/systematic 
map 

Map out and categorise 
existing literature from 
which to commission 
further reviews and/or 
primary research by 
identifying gaps in 
research literature 

Completeness 
of searching 
determined by 
time/scope 
constraints 

No formal quality 
assessment 

May be graphical 
and tabular 

Characterise quantity 
and quality of literature, 
perhaps by study design 
and other key features. 
May identify need for 
primary or secondary 
research  

Scoping review Preliminary assessment 
of potential size and 
scope of available 
research literature. Aims 
to identify nature and 
extent of evidence 
(usually ongoing 
research) 

Completeness 
of searching 
determined by 
time/scope 
constraints. 
May include 
research in 
progress 

No formal quality 
assessment 

Typically tabular 
with some 
narrative 
commentary 

Characterise quantity 
and quality of literature, 
perhaps by study design 
and other key features. 
Attempts to specify a 
viable review 

Systematic reviews Seeks to systematically 
search for, appraise and 
synthesise research 
evidence, often adhering 
to guidelines on the 
conduct of a review 

Aims for 
exhaustive, 
comprehensive 
searching 

Quality assessment 
may determine 
inclusion/exclusion 

Typically narrative 
with tabular 
accompaniment 

What is known, 
recommendations for 
practice. What remains 
unknown, uncertainty 
around findings, 
recommendations for 
future research 
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The Institute of Education’s Evidence for Policy and Practice Information and Co-

ordinating Centre (EPPI) developed and refined the methodology for mapping 

reviews (177, 178), or systematic maps. Mapping reviews aim to map key concepts 

underpinning a research area, especially where an area is complex or has not been 

comprehensively reviewed (179). Mapping reviews provide a rigorous, systematic 

and transparent method for mapping areas of research and for identifying gaps in 

the evidence base (180). This review method provides researchers with the 

opportunity to categorise and contextualise a broad assay of existing literature (176). 

Indeed it can be argued that mapping reviews share more similarities with mixed 

methods reviews, scoping reviews and realist syntheses than systematic reviews as 

they consider context and allow for heterogeneity to be embraced rather than 

excluded by rigid inclusion criteria and methods. They have been suggested to be 

useful in mapping broad fields of research (181) such as the concept of rehabilitation 

potential. Mapping reviews allow the inclusion of a broader range of literature, 

including qualitative studies, which, through the plurality of methodological 

approaches adopted can lead to a more comprehensive understanding of an 

intervention. 

Mapping reviews adopt systematic, transparent and robust approaches to literature 

searching, identification and analysis, drawing parallels with systematic reviews and 

meta-analyses. A key limitation of systematic mapping reviews is the lack of quality 

appraisal. Quality appraisal allows for research evidence to be assessed for reliability, 

value and relevance (176). There are typically two types of quality appraisal: 

methodological quality and reporting quality. Methodological quality describes how 

studies have been conducted. Methodologically robust studies can be replicated, 

enhancing transparency. Quality of reporting describes how the methods and results 

of the research have been described. A plethora of critical appraisal tools have been 

developed to address the wide range of research designs and reporting styles, but 

there are currently no standardised appraisal tools for mapping reviews. 

 

2.3 Objectives and research question of the review 

The aim of this mapping review was to identify and map literature on rehabilitation 

potential and to inform the subsequent development of an evidence-based 
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rehabilitation potential tool, RePAT. More specifically, the objectives were to: 

1. Identify how the term rehabilitation potential or similar descriptors were 

used and what was understood by the term rehabilitation potential. 

2. Identify how rehabilitation potential had been assessed, including key 

deficits, clinical tools and decision-making frameworks, by whom they were 

used, and the timing of the assessment. 

 

2.4 Method 

2.4.1 Inclusion and exclusion criteria 

2.4.1.1 Types of participants 

This review considered studies that focused on rehabilitation interventions for older 

people with frailty or multiple comorbidities where recovery trajectories are 

particularly uncertain, rather than on patients affected by a single impairment such 

as stroke, hip fractures or musculoskeletal injury where recovery trajectories are 

more predictable. Adults aged over 65 years were included.  

 

2.4.1.2 Types of intervention(s)/phenomena of interest 

The review considered studies that included the assessment of rehabilitation 

potential and clinical decision-making during assessment for programmes of 

rehabilitation. Participants in receipt of specialist stroke rehabilitation, specialist 

fracture care, specialist end of life care or with a terminal diagnosis were excluded 

from this review. 

 

2.4.1.3 Types of outcomes 

This review considered studies that reported on the following outcomes: functional 

improvements or improvements in activities of daily living. Initial scoping of the 

literature had identified a number of articles which described rehabilitation potential 

and its influence on end-points related to decisions about access to and provision of 

rehabilitation interventions or services. Therefore, these were also included in the 
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review as outcomes, even though they may be thought of as process measures. 

 

2.4.1.4 Context 

The review considered assessment for rehabilitation programmes, assessment of 

rehabilitation potential or rehabilitation programmes that were delivered within 

hospitals, community settings or usual place of residence. 

 

2.4.2 Types of studies 

The review considered papers which presented primary research, including 

randomized controlled trials, non-randomized controlled trials, quasi-experimental 

studies, before and after studies, prospective and retrospective cohort studies, case-

control studies, analytical cross-sectional studies, case series, individual case reports, 

descriptive cross-sectional studies, phenomenology, grounded theory, ethnography, 

action research and feminist research. Secondary research in the form of narrative 

reviews, evidence summaries or systematic reviews were also considered in order to 

provide a broad assay of the evidence. Opinion pieces, editorials and books were 

excluded. 

 

2.4.3 Search strategies 

The search strategy aimed to find both published studies and grey literature. An 

electronic, three-step search strategy was used. An initial search was carried out in 

all databases using the term of “rehabilitation potential” as a keyword. A second 

search was carried out using Medical Subject Headings (MeSH) combined with the 

keyword “rehabilitation potential” across all included databases from inception to 

November 2017 (see Table 4 for MeSH terms). Thirdly, the reference lists of all 

identified reports and articles were searched for additional studies. This is commonly 

referred to as a citation search. The inclusion of citations by other authors is a 

feature of well-designed and documented reviews and may positively enhance the 

scientific impact of the findings (182).  Studies published in the English Language 

were included. The databases searched were: Medline (Ovid 1946-present), CINAHL 

Plus with full text (EBSCO), EMBASE (Ovid), AMED (Allied and Complementary 
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Medicine, Ovid), PsycINFO (Ovid), PEDro, Cochrane Library and Web of Science. The 

search for grey literature included: ProQuest Dissertations and Theses, Trip (Turning 

Research into Practice) and EThOS. Justification for the inclusion of each database is 

included in Table 4. 

Table 4 - Search terms and justification for database selection. 

Database Search and Index Terms Justification for 
inclusion  

Medline (OVID 1946- 
present) 

“Rehabilitation potential” OR Frail 
Elderly/ or "Aged, 80 and over"/ or 
Aged/ AND "Physical and 
Rehabilitation medicine"/ or 
Rehabilitation/ 

Biomedical and 
clinical medical 
literature, 
includes 
multidisciplinary 
research 

CINAHL Plus full text 
(EBSCO) 

(Rehabilitation potential) OR (MH 
"Frail Elderly") OR (MH "Aged, 
Hospitalized") OR (MH "Aged, 80 and 
Over") AND (MH "Rehabilitation) 

Nursing and 
Allied Health 
Professionals 
journals 
reflecting the 
multidisciplinary 
nature of 
rehabilitation 
practice and 
rehabilitation 
potential 
assessments 

EMBASE (Ovid) Rehabilitation potential/OR frail 
Elderly/OR aged/Or (aged 80 and 
over) AND Geriatric rehabilitation 
AND rehabilitation 

International 
coverage across 
biomedical 
journals from 
90 countries 

AMED (Allied and 
Complementary 
Medicine, OVID) 

Rehabilitation potential/OR Aged/OR 
Frail Elderly/ AND Rehabilitation/ 

Research from 
Physiotherapy, 
Allied Health 
and nursing, 
reflecting MDT 
nature of 
rehabilitation. 
European 
coverage that 
may be 
excluded from 
CINAHL  

http://ezproxy.nottingham.ac.uk/login?url=http://search.proquest.com/pqdt?accountid=8018
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Database Search and Index Terms Justification 
for inclusion 

PsycINFO (OVID) Rehabilitation potential OR Aging AE 
OR Geriatric patients AE OR 
Geriatrics AE AND Rehabilitation AE 

Focuses on 
behavioural and 
social sciences, 
embracing the 
holistic 
approach of 
rehabilitation 

PEDRO Frailty aged rehabilitation 
assessment 

Physiotherapy 
evidence 
database of 
randomized 
trials, 
systematic 
reviews and 
clinical practice 
guidelines 

 

Cochrane Library “Rehabilitation potential” OR “older 
people” OR “rehabilitation.” 

Focus on 
medicine and 
healthcare 
specialities to 
inform 
healthcare, 
decision-making 
and clinical 
practice 

 

Web of Science TOPIC" older people" and TOPIC 
"rehabilitation assessment" OR 
“Rehabilitation potential” 

Includes 
citations from 
across 
healthcare 

 

ProQuest 
Dissertations and 
Theses 

“Older people” OR “frail elderly” 
AND “Rehabilitation” OR 
“Rehabilitation potential” 

Searching 
across 
worldwide 
databases of 
dissertations 
and theses for 
unpublished 
work  
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Database Search and Index Terms Justification 
for inclusion 

Trip (Turning Research 
into Practice) 

“Older people” AND “rehabilitation” 
OR “rehabilitation potential” 

Focus on 
evidence which 
explores 
research into 
clinical practice 

EThOS “Older people OR frail elderly AND 
rehabilitation” OR “rehabilitation 
potential” 

UK thesis 
repository 

 

2.4.4 Data selection 

The searches were completed by one reviewer (AC). Titles and abstracts were 

screened by one reviewer (AC), with potential papers retrieved and independently 

screened by two reviewers (AC and member of study team PL, SG, ALG) against the 

inclusion and exclusion criteria. Disagreements were resolved through discussions 

with the study team (AC, PL, SG, ALG). 

 

2.4.5 Data extraction 

Two reviewers (AC and a combination of PL/SG/ALG) independently extracted the 

information from each included study and recorded the findings on a standardised 

data extraction form (Appendix C). This allowed specific details about the 

interventions, participants, methods, context and outcomes to be recorded, 

alongside definitions of rehabilitation potential, methods of assessment and 

theoretical underpinnings alongside biases in study design and reporting. The data 

extraction form was piloted with a member of the study team and a sample of five 

papers to ensure that it was fit for purpose, unambiguous and clear. 

 

2.4.6 Data analysis 

Results from the studies were displayed in descriptive tables and discussed amongst 

the study team. Mapping reviews have the advantage of taking into account a priori 

and emergent themes from the evidence base, addressing specific questions to 
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inform theory development and subsequent intervention design. Such reviews 

characterise the quantity and quality of available literature by design and key 

features (176). Data was analysed by publication rate by year, country of publication, 

study type, participant types and study settings. A priori categories were established 

based upon the World Health Organization (WHO) International Classification of 

Functioning, Disability, and Health (ICF) (44). This enabled the theoretical 

underpinnings and components of rehabilitation potential assessment relating to 

health conditions, body functions and structures, activities, participation, personal 

and environmental factors to be identified. Further discussion on the WHO ICF (44) 

can be found in chapter one. Categories were added to the analytical framework 

based upon important insights from included articles that were not adequately 

captured by the a priori headings. A narrative approach to reporting was adopted to 

inform the development of the RePAT intervention. 

 

2.5 Results 

There were 8896 papers identified through bibliographic searches with an additional 

ten references through citation searching. After duplicates were removed, 7964 

records titles and abstracts were screened against the inclusion criteria and 7863 

were excluded. Based upon a review of the abstracts, 101 articles were obtained for 

full review, which were identified as describing rehabilitation potential or similar 

descriptors. A further 51 articles were excluded: 19 articles described research not 

specific to rehabilitation, five articles focused on outcome measure validation and 

use, five articles were not specific to the older population, three focused on models 

of rehabilitation care provision, two were published in non-English language, one 

was an opinion piece, six were conference abstracts where full results were 

unavailable and one was specific to stroke. The nine articles classified as ‘unable to 

obtain’ were checked on the British Library Database for availability and in addition, 

authors were contacted via email to request copies of the publications, but no 

responses were obtained. A total of 49 articles met the inclusion criteria and 

considered in full. A PRISMA diagram is shown in Figure 11. An example of a 

completed search can be found in Appendix D. 
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Figure 11 - PRISMA diagram (183). 

 

2.5.1 Articles by country 

Table 5 outlines the countries in which the articles were published. 

Table 5 - Number of articles by country. 

Continent/Region Number of publications 

North America 21 

Europe 14 

Australasia 5 

Asia 3  

International collaborations 6 

Total 49 
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2.5.2 Publication dates 

Publication dates ranged from 1959 to 2017 with the greatest number of articles 

published in 2012 and 2016. Publication rate by year is shown in Figure 12. 

 

Figure 12 - Number of articles by country. 

 

2.5.3 Study types 

The review included a wide range of study designs: 25 observational studies, four 

clinical assessment protocols, three discussion articles, two descriptive studies, two 

comparisons of clinical data against machine learning algorithms, two qualitative 

interview studies, two cohort studies and one of each of the following: randomised 

controlled trial, case report, comparison of inter-rater reliability, expert consensus, 

quantitative survey data, chart reviews, tool validation, literature review and a 

systematic review. 

 

2.5.4 Study setting 

For experimental studies included in the review, 15 took place in a hospital, six in the 

community, seven in care homes, two in intermediate care, two in day hospitals, one 

compared the hospital setting with intermediate care and one compared community 
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rehabilitation against hospital rehabilitation. Where sample sizes were reported, 

they are displayed in Table 6. 

 

Table 6 - Study settings and number of participants (where reported). 

Setting Number of studies Number of participants 

Acute hospital 15 9086 

Intermediate care  2 10901 

Community-based 6 25322 

Care homes 7 185591 

Community versus 
hospital rehabilitation 

1 302 

Day hospital 2 248 

Total  33 231,450 

 

Rehabilitation was provided in generic models of care as opposed to specialist stroke 

and hip fracture services. 

 

2.5.5 Study participants 

The studies identified in this review included a wide range of participants, patient 

groups and diagnoses. In studies which considered how clinicians assessed 

rehabilitation potential, assessments were carried out by a single profession or as 

part of a multidisciplinary endeavour (Table 7). 
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Table 7 - Clinicians involved in rehabilitation potential studies. 

Study  Participants 

Sample 

size  

Cunningham et al. 

(134) 

Occupational therapist, physiotherapist, 

nurse, doctor 4 

Hoenig et al. (184) Physician 98 

Jette et al. (185) Occupational therapist, physiotherapist 9 

McPhail et al. (186)  Physiotherapist 23 

Myers et al. (187) Nurse unclear 

 

The majority of studies included diverse patient groups who were in receipt of 

rehabilitation assessments or interventions (Table 8). Study populations were 

described using a diverse range of variables which included: frailty, multimorbidity, 

cognitive status, functional abilities and activities of daily living. Diagnoses commonly 

identified included: Alzheimer’s diseases and other dementias, orthopaedic 

(osteoarthritis and falls), cardiac and respiratory conditions, stroke and hip fractures. 

Where reported, mean ages ranged from 65 to 88.1 years. A total of 14 articles did 

not report on specific patient populations or conditions (70, 184, 185, 188-198). 
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Table 8 - Patient participants demographics (where reported). 

X= not reported 

Author Patient group  Sample size Age (years, 
mean) 

Frailty or 
Comorbidity 
measures 

Aberg et al. 

(199) 
Stroke, hip fracture, spinal injury, 
myocardial infarction, respiratory 
insufficiency 

15 x x 

Abrahamsen et 

al (200) 
Medical (infection), orthopaedic 
(fallers, contusions and fractures) 

961 (medical n=615) (orthopaedic 
n=346) 

85 567 (59%) had 5 or 
more diagnoses  

Alekseyev et al. 

(201) 
Stroke, medical debility, cardiac, 
neuromuscular, respiratory, other 

Unclear 67.7 x 

Arling et al. 

(202) 
Mixed morbidities (cardiovascular 
disease, stroke, cancer, dementia, 
neurological, endocrine and 
psychiatric disorders 

558  77 x 

Arling et al. 

(203) 
Mixed cognitive impairments, 
multi-morbidity 

1419 (29.2% cognitive impairment, 
38.8% pain, 62.6% cardiovascular) 

82.6 x 

Badriah et al. 

(204) 
Stroke, orthopaedic, disuse 
syndrome 

 835 (stroke n=205, orthopaedic n=441, 
disuse n=189) 

76.49, 78.7, 
79.17  

x 
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Author Patient group Sample size Age (years, 
mean) 

Frailty or 
Comorbidity 
measures 

Cameron et al. 

(205) 
Stroke, hip fracture, joint 
replacement, amputation, 
orthopaedic 

560 (stroke n=87, hip fracture n=103, 
joint replacement n=96, lower limb 
amputation n=12, other orthopaedic 
n=170, other rehabilitation n=92) 

80 x 

Caradoc-Davies 

et al. (206) 
Unclear 94 x X 

Chang et al. 

(129) 
Physical and cognitive impairment 
(diagnosis not given) 

581 (79.7% cognitive intact, 20.2% mild-
moderate cognitive impairment, 92.8% 
physically independent, 7.2% physically 
dependent) 

80.9 X 

Chou et al. (207) Unclear but impaired in activities of 
daily living 

83 80.9 x 

Cunningham et 

al. (134) 
15% stroke, 11% hip fracture, 26% 
cardiorespiratory, 7% 
musculoskeletal, 4% cognitively 
impaired, 37% other 

27 81 x 

Eagle et al. 

(208) 
Depression, stroke, degenerative 
joint disease 

113 79.6 
(treatment 
group) 

x 

Fortinsky (209) In a care home, unclear diagnoses 8665 60 years 
plus (mean 
not given) 

x 
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Author Patient group Sample size Age (years, 
mean) 

Frailty or 
Comorbidity 
measures 

Fusco et al. 

(210) 
Stroke, hip fracture, osteoarthritis, 
Parkinson's disease 

598 (44.3% stroke, 31.8% hip fracture, 
11% OA, 9.5% Parkinson's disease) 

82 2.3 +- 1.5 number 
comorbidities 

Gordon et al. 

(127) 
Stroke, mental deficiency, hip 
fracture, amputation, other 

112 76 x 

Haley et al. 

(211) 
Fractures, cardiac conditions 75 81.3 Edmonton Frail Scale 

8.65 mean, 6 mean 
comorbidities 

Hartley et al. 

(212) 
Cognitively intact and cognitive 
impairment admitted to an acute 
hospital 

590 84.6 and 
88.1 

Charlson Comorbidity 
Index (CCI), Clinical 
Frailty Score for each 
group reported 

Hershkovitz & 

Brill (213) 
Stroke, hip fracture, joint 
replacement, other conditions  

135 72 male, 74 
female 

x 

Johansen et al. 

2011 (214) 
Stroke, osteoarthritis, hip fracture, 
chronic diseases 

202 (Stroke n=34, Osteoarthritis n=23, 
Hip fracture n=82, other n=61) 

80.7 x 

Johansen et al. 

2012 (215) 
Stroke, osteoarthritis, hip fracture, 
chronic diseases 

255 (17% stroke, 13% osteoarthritis, 
36% fracture, 34% other) 

81.7 x 

Johansen et al. 

(133)  
Stroke, osteoarthritis, hip fracture, 
chronic diseases 

302  80.7 and 
80.2 

x 
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Author Patient group Sample size Age (years, 
mean) 

Frailty or 
Comorbidity 
measures 

Jupp et al. (216) Multi-morbidity (not defined) 624  80.9, 81.6, 
85.1 

x 

Leung et al. 

(217) 
Stroke, hip fracture, medically 
complex, other musculoskeletal 
conditions 
 

104 (29.8% hip fracture, 30.7% 
medically complex, 18.3% stroke, 21.2% 
other) 

81.6 6.8 +- 2.5 number of 
comorbidities 

McPhail et al. 

(186) 
Orthopaedic, stroke, other 
neurological conditions, geriatric 
deconditioning, other disabling 
conditions requiring rehabilitation 

272 79 (low 
cognition) 
71.7 (high 
cognition) 

x 

Mofina & 

Guthrie (218) 
Impairments in cognition, activities 
of daily living and instrumental 
activities of daily living 

111,804 83.2 CHESS scale (63% 
low, 37% mild or 
severe) 

Morghen et al. 

(219) 
Orthopaedic, cardiac, pulmonary, 
neurological, immobility syndrome 

556 81.6 (low 
gain) 78.2 
(high gain) 

Cumulative illness 
rating scale 1.7 (low 
gain) 1.6 (high gain) 

Muller et al. 

(220) 
Unclear - impaired activities of daily 
living 

400 x x 

Myers et al. 

(187) 
Medical and surgical diagnoses 362 79.7 x 
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Author Patient group Sample size Age (years, 
mean) 

Frailty or 
Comorbidity 
measures 

Reynolds et al. 

(124) 
Selection of diagnoses, given by 
system not diagnosis 

1480 77 2.4 major diagnoses 
per patient 

Seematter-
Bagnoud et al. 

(221) 

Hip fracture, osteoarthritis, 
Cardiovascular, respiratory, 
cerebrovascular diseases, 
Gastrointestinal 
 

2754 Stratified by 
age group 
(<75, 75-84, 
≥ 85) 

46% had 5 or more 
diagnoses  

Singh et al. 

(222) 
Geriatric syndromes 265 82.6 By outcome using 

frailty index and CCI 

Sinn et al. (223) Co-morbidities (not defined) 9940 (59.1% hypertension, 31.7% 
diabetes, 31.4% osteoarthritis, 20% 
Stroke, 16.9% Alzheimer's disease) 

77.9 Adjusted for 
comorbidities 

Stolee et al. 

(224) 
Elderly rehabilitation group 173 81 x 

Zhu et al. (225) Unclear 24,724 76.3 15.7% had 
Alzheimer's or 
dementia diagnosis 

Zhu et al. (130) Unclear 24,724 x x 
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The findings of the mapping review coalesced around specific themes relating to 

rehabilitation potential, namely: 

• Definitions of rehabilitation potential 

• Who was involved in the assessment of rehabilitation potential 

• Where rehabilitation potential was assessed 

• When assessments of rehabilitation potential were completed 

• The use of decision-making frameworks 

• What was included in an assessment of rehabilitation potential 

• How rehabilitation potential was measured or categorised 

• Definitions of success 

• External factors influencing the assessment of rehabilitation potential  

 

2.5.6 Definitions of rehabilitation potential 

The term rehabilitation potential first appeared in the published literature in 1959 

(124) where physiatrists (doctors specialising in physical medicine and rehabilitation) 

rated the rehabilitation potential of patients living in chronic disease institutions as 

“definite”, “slight” or “none”. The concept of rehabilitation potential was poorly 

defined as a “potential for restoration” and was said to involve the consideration of a 

number of clinical factors. Nagi (194) stated that rehabilitation potential involved a 

prognostic evaluation of levels of functioning an individual is capable of reaching 

under certain circumstances. Muller et al. (220) stated that individuals with 

rehabilitation potential maintained self-care activities and social functions at higher 

levels than untreated populations. 

A number of studies were identified that provided definitions of rehabilitation 

potential. Cunningham et al. (134), Mosqueda (193). and New (70) all adopted 

the definition provided by Rentz:  

“The prognostic indicator of how the patient will perform within a 

standard inpatient rehabilitation program…involving an estimation of 

the patient’s personal strengths (i.e., level of motivation/cooperation, 

cognitive status and personality constellation), medical complications 

and familial support as they interface with therapies and rehabilitation 

environment. In essence, the assessment of rehabilitation potential 
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estimates the individual’s capability of cooperating with a rehabilitation 

program and making measured functional gains in ambulation and self- 

care…appraising whether the patient’s current quality of life can be 

improved upon despite chronic or multiple disabilities.”(69) 

In three studies by Johansen et al. (133, 214, 215) a working definition of 

rehabilitation potential by the Norwegian Government (150), was adopted, whereby 

rehabilitation potential was said to be: 

“The physiological and psychological possibilities of a disabled person to 

restore, improve or maintain an optimal level of function and quality of 

life.” (150) 

Whilst this definition emphasises the relationship between physical and 

psychological health and well-being, the definition was not specific to older people 

living with frailty. 

Rehabilitation potential was described in a number of discrete ways in observational 

studies using validated data sets such as the InterRAI (129, 130, 190, 191, 218, 223, 

225) or the US Minimum Data Set (187, 192, 203, 207, 209). The RAI-MDS 2.0, 2.1 

and RAI-HC are a suite of standardised and comprehensive clinical assessments 

which have been widely adopted internationally and mandated by governments in 

both Canada and Australia (226). Rehabilitation potential was said to be present if 

the individual undergoing rehabilitation and/or a member of the complex continuing 

care team thought she or he was capable of increased independence in some 

objectively measured functional areas (129, 203, 207, 218, 223). This definition was 

further refined by the work of Zhu et al. (130, 225) whereby true rehabilitation 

potential was said to be present if an individual demonstrated measurable 

improvements in ADL functioning (measured using the interRAI ADL long form) over 

a period of one year or if they remained at home at the end of the rehabilitation 

intervention. The InterRAI Acute Care Assessment form (190) considered 

rehabilitation potential as a key factor in identifying rehabilitation need and 

effectiveness. Gray et al. (190, 191) reported that rehabilitation potential 

encompassed an individual’s potential to improve in ADL’s if certain conditions were 

met. However, some tools recognised that improvement may not always be the 

primary aim of rehabilitation programmes. Morris et al. (197, 198) stated that 
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individuals may benefit from rehabilitation which sought to prevent avoidable 

functional decline in individuals with existing ADL deficits and needs. 

In an observational study by Alekseyev et al. (201), an individual’s potential to 

benefit from rehabilitation was aligned to key risk factors for involvement in 

rehabilitation programmes. These findings led to the development of a Pre-

Admission Screening Checklist (PSC) outlining absolute and relative contraindications 

to rehabilitation which may prevent individuals’ participation, involvement or ability 

to improve with rehabilitation programmes. Whilst these may prove useful to guide 

decision making, the PSC has not been robustly tested or validated. 

Studies were identified which stated that they selected patients for rehabilitation 

programmes on the basis that they had rehabilitation potential (200, 204, 208) but 

robust operational definitions were not evident in the papers. Badriah et al. (204), 

sought to design a measurement of rehabilitation potential based on the Functional 

Independence Measure (FIM), where rehabilitation potential was calculated by 

dividing the change in FIM total score at the beginning of rehabilitation therapy and 

hospital discharge by the FIM total score target (total maximum FIM minus FIM score 

at the start of rehabilitation). In this case, rehabilitation potential was assumed to 

represent an improvement in functional abilities, but a concise definition was not 

provided in the study. This involved a retrospective understanding of an individual’s 

rehabilitation potential. 

Several studies were identified where the term ‘rehabilitation potential’ was used 

interchangeably as a predictor of rehabilitation response. Cameron et al.’s (205) 

definition considered individuals to have rehabilitation potential if they were 

predicted to benefit from MDT rehabilitation. Whilst embracing multi-disciplinary 

working, the concept of ‘benefit’ remains poorly defined. A number of authors (127, 

184, 192, 206, 209, 210, 212, 213, 221) adopted a functionally-orientated approach 

to definitions where individuals had rehabilitation potential if they were likely to 

achieve restoration of function after an acute event. However, Hoenig et al. (184) 

considered that rehabilitation potential was better expressed by gaining 

improvements in quality of life rather than by functional gain alone. Gray et al. (190) 

and Hartley et al. (212) used place of residence as a proxy for functional ability 

whereby individuals had rehabilitation potential if they were predicted to be likely to 
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be discharged back to their usual place of residence after an acute episode of ill 

health. 

Definitions of rehabilitation potential in older people demonstrated considerable 

heterogeneity and a lack of consensus from the literature identified in this study. 

 

2.5.7 Who was involved in the assessment of rehabilitation 

potential 

Assessments of rehabilitation potential involved a wide range of healthcare 

professionals. These included; physicians (124, 127, 193), rehabilitation nurses (187), 

the MDT (70, 134), untrained care home staff (129, 209), disability or medical 

assessors (190, 191, 194, 197, 198) or by the patient themselves (129). This was in 

part due to the design of research studies, rather than practice described in routine 

clinical care. Chang et al. (129) assessed the differences between self-perceived and 

carer-evaluated rehabilitation needs or rehabilitation potential among care home 

residents in Taiwan. The study reported that 63.2% (n=367) of residents believed 

that their physical function would improve, but just 9.8% (n=57) of their caregivers 

deemed them to have rehabilitation potential. In those with mild to moderate 

cognitive impairment, as measured by the MDS Cognitive scale, care-givers rated 

24.6% (29/118) of the residents as having rehabilitation potential whereas 45.8% of 

residents (54/118) believed they had potential to improve. Both findings were 

statistically significant. 

Zhu et al. (130, 225) examined the identification of rehabilitation potential using data 

from machine-driven learning from large historical datasets rather than through 

direct clinical assessment. They reported that the use of ‘big data’ had the potential 

to influence and inform clinical decision making, care planning and had a role in 

predicting rehabilitation outcomes. 

In studies which explored rehabilitation outcomes, the rehabilitation assessment was 

predominantly completed by the MDT.(184, 185, 192, 196, 206-208, 210, 213, 219, 

223, 224) For those studies where MDT composition was reported, results can be 

found in Table 9.
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Table 9 - Composition of multi-disciplinary team members involved in assessments of rehabilitation potential. 
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Aberg et al. (199)          ⚫
 

                        

Abrahamsen et al. (200)     ⚫
 

                             

Alekseyev et al. (201)     ⚫
 

                             

Arling et al. (202)                   ⚫
 

                

Badriah et al. (204)           

⚫
 

⚫
 

                      

Cameron et al. (205)     ⚫
 

                             

Caradoc-Davies et al. 
(206)     

⚫
 

       ⚫
 

    

⚫
 

⚫
 

            

Chang et al. (129) ⚫
 

                  ⚫
 

  ⚫
 

          

Chou et al. (207)                   ⚫
 

⚫
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Cunningham et al. (134) ⚫
 

⚫   ⚫ ⚫ ⚫ ⚫  

 

        

Eagle et al. (208) 

 

 ⚫       

 

        

Fortinsky (209) ⚫
 

                ⚫
 

                

Fusco et al. (210)   

⚫
 

                                

Gordon et al. (127) ⚫
 

⚫
 

⚫
 

                             

Gray et al. (190) 

⚫
 

                        ⚫
 

        

Gray et al. (191) ⚫
 

⚫
 

                                

Haley et al. (211)                     ⚫
 

⚫
 

      ⚫
 

  

Hartley et al. (212)   ⚫
 

                              

Hershkovitz & Brill (213)   ⚫
 

                              

Hoenig et al. (184)   ⚫
 

⚫
 

   ⚫
 

⚫
 

⚫
 

⚫
 

              ⚫
 

⚫
 

Jette et al. (185)   ⚫
 

      ⚫
 

⚫
 

                      

Johansen et al. 2011 (214)   ⚫
 

  ⚫
 

  ⚫
 

⚫
 

⚫
 

                    

Johansen et al. 2012 (215)   ⚫
 

                         

⚫
 

  

McPhail et al. (186)           ⚫
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Morris et al. (197) ⚫
 

            ⚫
 

                    

Moseley (192)   ⚫
 

                            

Mosqeuda (193) ⚫
 

⚫
 

⚫
 

                              

Muller et al. (220)                               ⚫
 

    

Myers et al. (187) ⚫
 

            ⚫
 

                    

Nagi (194) ⚫
 

                         ⚫
 

      

New (70) ⚫
 

⚫
 

⚫
 

                             

Reynolds et al. (124) ⚫
 

 ⚫
 

                             

Seematter-Bagnoud et al. 
(221) 

 

            

⚫
 

                    

Singh et al. (222)         ⚫
 

                          

Sinn et al. (223)   ⚫
 

                                

Stolee et al. (224)   ⚫
 

      ⚫
 

⚫
 

⚫
 

          ⚫
 

        

Wells et al. (196)   ⚫
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Patient or clients and carers were sometimes included in the rehabilitation 

assessment (190, 191, 195, 206, 207), but the extent of their involvement or 

influence on decision-making was unclear. 

Although the research literature identified in this study made it clear, for the most 

part, which team members were involved in assessing rehabilitation potential, it was 

less clear how those findings were collated to guide decision making usefully and 

who, from amongst the team members involved, made the final decision. 

 

2.5.8 Where rehabilitation potential was assessed 

Where rehabilitation potential was assessed, it was variably reported. The locations 

of rehabilitation assessments were highly contextualised by the study design and 

aims. Assessments took place in outpatient geriatric clinics (194, 199), intermediate 

care units (133, 200), acute or subacute inpatient geriatric wards (197, 198, 211, 212, 

222), inpatient rehabilitation units (70, 134, 186, 194, 196, 201, 204-206, 216, 219, 

224), care homes, (124, 127, 129, 194, 202, 203, 207, 209, 220), rehabilitation 

situated in care homes (210) and day hospitals (208, 213). Some studies included 

multiple sites where rehabilitation assessments took place; in either the patient’s 

own home, inpatient setting or nursing homes (133, 214, 223). 

In some studies, it was unclear where the assessment of or the decision about an 

individual’s rehabilitation potential took place (130, 184, 192, 193, 218, 221, 225). 

 

2.5.9 When assessments of rehabilitation potential were 

completed 

In studies which specifically explored rehabilitation potential, the decision that an 

individual did or did not have rehabilitation potential was predominantly made at a 

single time point. Assessments occurred at the time of deciding on a patients 

suitability for admission to a rehabilitation unit (127), to guide care planning after 

hospital admission (70, 129, 134), as a snapshot assessment for a study (124) or 

during application for state benefits (194). However, some studies used multiple 

points: during admission and prior to discharge (187) and at baseline and one-year 
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follow-up (220). In other studies, it was unclear when the assessment and decision 

that an individual had rehabilitation potential was made (130, 193, 209, 225). 

In studies which explored rehabilitation outcomes and effectiveness, assessment 

points were defined with greater clarity and at multiple time points. These were 

commonly at admission, discharge (from a rehabilitation unit or programme) and at 

intervals specific to the study including two, three, six month and one-year follow-up 

assessments (133, 186, 192, 199, 200, 204-206, 210, 212-215, 219, 222, 224). 

However, some studies did include single time point assessments (196, 202, 203, 

208, 211, 216, 221, 223). In multiple studies, it was unclear or unspecified when 

assessments took place in an individual’s disease or rehabilitation trajectory (130, 

184, 185, 189, 207, 218, 225). 

The interRAI and MDS suite of tools were the only instruments identified which 

sought to assess an individual’s pre-morbid abilities as part of the rehabilitation 

assessment (190, 191). Pre-morbid abilities described an individual’s abilities in the 

hours or days leading up to an acute hospital admission. These were deemed to be 

an essential component of the assessment and provided information on the 

individual prior to their current episode of ill health. The ‘baseline’ abilities were said 

to provide the best idea of what an individual was capable of achieving through 

rehabilitation programmes and thus useful as a prognostic indicator. 

 

2.5.10 The use of decision-making frameworks 

The identification of an individual’s rehabilitation potential was said to involve 

clinical judgement and reasoning (134, 187, 212), but there was limited evidence for 

the use of formal decision-making frameworks. 

The Pre-Admission Screening Checklist (PSC) (201) was developed from a sample of 

549 referrals over a six month period. Medical charts were reviewed for risk factors 

for readmission to acute care from a rehabilitation unit. Risk factors included: 

comorbidities, functional status (as measured by the FIM), admission diagnosis and 

reasons for readmission to acute care. The subsequent PSC formed a type of safety 

checklist to guide decision making but was found to be largely subjective and 

unsubstantiated. Clinicians were asked to use simple binary ratings of yes, no or not 
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applicable on absolute and relative contraindications to rehabilitation. These 

included medical contraindications such as uncontrolled hypo- or hypertension, 

postural hypotension, cardiac instability, blood glucose levels, if the patient was 

perceived to be able to tolerate and participate in three hours of daily therapy or if 

the patient was motivated for rehabilitation. 

Jupp et al. (216) developed a tool to aid clinicians in predicting outcomes after acute 

hospitalization and guide rehabilitation assessments based on factors linked to 

discharges to residential or nursing home placements. The tool incorporated 

assessments of gait, eyesight, mental state and sedation (GEMS). In the validation 

study, patients admitted to care homes were found more likely to have abnormal 

vision, impaired cognitive abilities, gait abnormalities and taking sedative 

medications. 

The interRAI Clinical Assessment Protocols (CAP), developed for acute and 

community-dwelling populations (190, 191, 197, 198), provided decision making 

frameworks for use in older and vulnerable populations. The ADL CAP (197) 

addressed individuals’ difficulties in ADL performance (personal hygiene, dressing, 

walking, transferring, eating), cognitive function and recent medical events. An 

overall score indicated whether the individual ‘triggered’ to prevent decline, 

facilitate improvement or triggered no action. A series of clinical prompts and care 

plans were then recommended to guide care planning. 

The Instrumental Activities of Daily Living (IADL) CAP (198) targeted higher-level daily 

activities including housework, meal preparation, transportation and shopping. 

These tools were used in two studies identified in the review (218, 223). Two studies 

by Zhu et al. (130, 225) compared the use of CAPs with a machine-driven algorithm 

to guide rehabilitation potential decision making in the Canadian home care setting. 

Findings indicated that both the K-nearest neighbour algorithm (130) and Support 

Vector Machine (225) had superior predictive powers for rehabilitation potential and 

subsequent rehabilitation outcomes when compared to the ADLCAP. Machine 

learning algorithms provided data which was not easily applied to the clinical setting 

and further work to refine and operationalise the tools are required (225) and to 

understand the practical implications of applying big data to the clinical decision-

making. 
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2.5.11 What was included in an assessment of rehabilitation 

potential 

In assessing for rehabilitation potential and similar descriptors, a number of key 

components were identified in the literature. Several studies revealed that the 

assessment of rehabilitation potential required a holistic assessment approach (218) 

and should address biopsychosocial needs and abilities (70). However, a lack of 

specificity was found in the composition of these assessments. Key areas that were 

identified included: medical, functional, mental health, social and environmental 

needs. 

 

2.5.11.1 Medical 

The evidence identified suggests a pertinent role in assessing individuals’ medical 

problems. This included the identification of co-morbidities and diagnoses (70, 127, 

130, 133, 184, 185, 187, 189, 193-202, 208, 210, 212, 214-216, 219, 223-225) which 

were likely to affect rehabilitation participation or outcome. These were measured 

by counting the number and type of underlying diseases (192, 210) or using the 

Charlson Co-morbidity Index (222). 

Medical stability was frequently seen as a prerequisite for an individual being able to 

take part in rehabilitation (70) or tolerate periods of rehabilitation (201). Common 

features of assessments included the identification of relevant medications which 

might affect rehabilitation outcome or participation (190, 191, 197, 198, 210), pain 

(187, 190, 191, 195, 197, 198, 224), nutritional status (190, 191, 197, 198, 210, 219), 

continence (134, 191, 192, 210, 224) tissue viability (202) and communication 

abilities (190, 195, 210, 223), including vision (190, 197, 198), and hearing (191). 

There was a distinct lack of evidence to support the exact composition of the medical 

component of rehabilitation potential assessments, as the evidence identified was 

largely based on opinion rather than to specific baseline measures and variables. 

 

2.5.11.2 Functional 

In considering an individual’s rehabilitation potential, assessing and identifying 

functional abilities were strongly represented in the data. Physical functional abilities 
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such as activities of daily of living were identified as key components of a 

rehabilitation potential or rehabilitation assessment (70, 130, 133, 185-187, 189-191, 

193, 195, 197, 198, 204, 206-210, 212-216, 219-224). Some studies were more 

specific with their definitions of function such as mobility (130, 187, 201, 211, 224, 

225), transfers (201) or occupational abilities (194). Specific barriers to physical 

function such as muscle strength, neurological deficits (192) or sensation (124, 210) 

were found to be included in assessments. Functional abilities were largely 

understood and measured through assessing activities of daily living (130, 133, 187, 

190, 191, 195, 197, 198, 202, 206, 207, 209, 213-215, 221, 224, 225). 

 

2.5.11.3 Mental health 

Establishing an individual’s psychological abilities or deficits (186, 193, 195, 196, 212, 

214, 215) was included in assessing rehabilitation potential. Studies cited that they 

specifically considered an individual’s cognitive abilities during rehabilitation 

potential and rehabilitation assessments (130, 184, 186, 187, 189-191, 197, 198, 204, 

207, 210, 213-215, 219, 223). Gray et al. (191) stated that assessing cognitive skills 

for decision making was essential in rehabilitation assessments, whereby short term 

memory recall, procedural and situational memory were considered. 

An assessment of mood (190, 191, 198, 206, 210, 223) disruptive behaviours (70, 

127, 187, 191, 192, 195, 210, 223) and depression (189, 191, 196, 210, 223) were 

found to be included in rehabilitation assessments. 

Assessments of IADLs, describing key life tasks such as managing finances, cleaning, 

shopping and meal preparation were identified (190, 191, 198, 224). Impairments in 

IADL can often be present in those with mild cognitive deficits and the early stages of 

dementia (227) so may be an important indicator of cognitive abilities and function. 

 

2.5.11.4 Social 

An assessment of rehabilitation potential was found to require an understanding of 

an individual’s social circumstances (184, 187, 188, 200, 206, 210, 220, 223). 

Understanding social status and conditions were important factors in determining 

the recovery of older community-dwelling adults who received intermediate care 

rehabilitation following an acute hospital admission (200). The ability to live at home 
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was reported to be a “good and practical measure of recovery” (200) in this 

population. Indeed social situation, where an individual lives, and the type of support 

they receive, were found to be strong predictors of rehabilitation outcome (221). 

Mosqueda (193) outlined that it was not only important to understand existing social 

support mechanisms but also to question the reliability, number and type of support 

offered to an individual, specifically inquiring if carers were able to provide practical 

or emotional support. 

Caradoc-Davies et al. (206) explored the perceived benefits of rehabilitation between 

health professionals and clients, finding that perception of benefit was positively 

predicted by better relationships with spouses, friends and not feeling lonely by 

clients in receipt of rehabilitation. Those with strong social support mechanisms 

were more positive about the potential benefit of rehabilitation. New (70) proposed 

that patients with strong family, social and financial support had better rehabilitation 

outcomes and assessing support structures was an integral component of 

rehabilitation assessments. 

 

2.5.11.5 Environmental 

The literature highlighted the need to asses an individual’s environment (70, 193-

195, 208). Mosqueda (193) suggested that environmental assessments should 

include understanding the environment of the usual place of residence and the 

current or proposed rehabilitation venue. This view is supported by Nagi (194), who 

stated that the environment should be considered in terms of the individuals’ level of 

functioning within that specific environment, suggesting that assessments were 

context-specific. 

 

2.5.12 How rehabilitation potential was measured or categorised 

In studies specific to rehabilitation potential, a number of measures were identified. 

The interRAI tools were used to measure rehabilitation potential (129, 207, 209, 210, 

218, 223). A study by Chang et al. (129) explored the subjective perception of 

rehabilitation potential where residents and caregivers were asked to state whether 

they thought rehabilitation would improve resident’s ADLs. This involved a binary 
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yes/no response and the study found significant disagreement on rehabilitation 

potential between carers and residents in the care home setting. In 2009, Myers et 

al. (187) asked nurses to rate individuals’ rehabilitation potential as either being 

0=good or 2=poor. They found a significant relationship between nurses’ admission 

assessment of patients’ rehabilitation potential and functional status as measured 

through ADL at discharge (r=0.20, R2=0.04, P<0.001). When cognitive performance 

was considered using the Behavioral Dyscontrol Scale (228), predictions of 

rehabilitation potential remained significant amongst hip fracture patients (r=0.48, 

R2=0.07, P,0.001). However, predictions for medical and surgical patients did not 

reach significance (r=0.12, R2=0.02, p=0.13). Cunningham et al. (134), like Myers et al. 

(187) proposed a binary response in their study into rehabilitation potential. 

Members of the MDT were asked to rate the rehabilitation potential of 27 

consecutive patients admitted onto a geriatric rehabilitation ward as either good or 

poor. They found that agreement between professionals was poor (kappa = 0.21). 

Other studies adopted retrospective measures, comparing outcome measures before 

and after rehabilitation programmes. Measures adopted included changes in 

individuals ADL functioning (130, 225) where gains were seen as a positive 

affirmation of rehabilitation potential. 

Following a literature review by New (70), a traffic light system was developed to 

classify a patient’s appropriateness for rehabilitation and by proxy their 

rehabilitation potential. This model, based on anecdotal evidence, proposed that  

‘green light’ patients were always appropriate for rehabilitation, those with 

conversion and personality disorders, obesity or specialist nursing needs were 

classified as ‘orange’ (proceed with caution) and for patients with limited life 

expectancy, lack of capacity and severe dementia as red and not appropriate for 

rehabilitation. This system was not however designed specifically for older people, 

rather for a heterogeneous inpatient population. 

Most aspects of medical interventions were not measured or categorized in a way 

that could be easily reported. Those that were quantifiable were largely measures of 

frailty or symptom scores. A number of outcome measures were identified which 

directly related to medical, functional, psychological and social domains of 

assessment (Table 10). No measures were found which mapped to an environmental 

assessment. 
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Table 10 - Measures used during rehabilitation potential assessments. 

Medical Functional Psychological Social 

Edmonton Frail 
Scale 

Elderly Mobility Scale Cognitive 
Performance 
Scale 

Index of Social 
Engagement  

Cumulative 
Illness Rating 
Scale 

General Motor 
Assessment Scale 

Mini Mental 
State 
Examination  

 

Geriatric 
Assessment 
Frailty Index 

Barthel Confusion 
Assessment 
Method 

 

Symptom 
Control Check 
list 10 

Functional Independence 
Measure 

Montreal 
Cognitive 
Assessment 

 

 Older American 
Resources and Service 
Basics and Instrumental 
Activities of Daily Living 

Geriatric 
Depression Scale 

 

 ADL Scale Lowenthal-Haven 
Scale 

 

 IADL Scale    

 ADL Hierarchy Scale   

 Modified Rankin Scale   

 Nottingham Extended 
Activities of Daily Living 

  

 Sunnaas ADL   
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Medical Functional Psychological Social 

 180-degree turn   

 Timed Up and Go   

 Grip strength   

 Gait speed   

 BERG balance scale   

 Wakari Scale for ADL   

 

Caradoc-Davies et al. (206) adopted a more holistic approach to measuring 

rehabilitation effectiveness using measures of patient and carer psychological 

wellbeing, stress, perception of control and support using the Lowenthal-Haven 

Scale. Quality of life measures including the Global Health Questionnaire and 

Geriatric Quality of life questionnaire (208), Patient Health Questionnaire (217), EQ-

5D-3L (186), Symptom Control Check List -10 (133, 214, 215), Umea Life Satisfaction 

Checklist (133, 214), Short Form Health Survey (217) and Index of Social Engagement 

(223) were also identified. 

Another factor, central to the concept of rehabilitation potential, was motivation. 

Motivation was described as being present if the patient was found to be eager to 

participate in therapy and took responsibility for being actively involved in their self-

care (193). The Kemp model of motivation (229) was proposed, taking into account 

patient wants, beliefs and rewards, offset by the costs of participating in the 

rehabilitation programme (Figure 13). 
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Figure 13 - Kemp model of motivation (229). 

 

Morghen et al. (219) was the only study which sought to measure and evaluate the 

impact that patient participation had on predicting rehabilitation gains or outcomes. 

Participation was assessed using the Pittsburgh Rehabilitation Participation Scale 

(PRPS) (72), and functional gain was measured using the Montebello Rehabilitation 

Factor Score (230). The PRPS measures participation during therapy sessions, where 

clients were rated using a Likert Scale of 1-6 (1 = refusal to participate in a session 

and 6= excellent participation in all exercises, taking an active interest in exercise 

and/or future therapy sessions). The study found that participation was 

independently associated with functional gain in the elderly inpatient rehabilitation 

setting. 

Moseley et al. (192) and Wells et al. (196) proposed the use of goal attainment as the 

preferred method to measure rehabilitation outcome through the use of the Goal 

Attainment Scale (GAS), whereby patient-centred goals are set and percentage 

attainment was measured. 

 

2.5.13 Definitions of success 

Studies by Myers et al., Cunningham et al. and Chang et al. (129, 134, 187) proposed 

that a measure of success was the percentage agreement on an individual’s 

rehabilitation potential either amongst healthcare professionals and providers or 

clients. 

The majority of studies identified in this review included patients who had been 

deemed to have rehabilitation potential, rather than studies which explored or 
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tested the assessment of rehabilitation potential. As a consequence, a successful 

outcome of rehabilitation potential was frequently linked to rehabilitation outcomes, 

specific to the study design, aims and objectives. Successful rehabilitation included a 

wide range of outcomes. These included individuals returning or remaining in their 

usual place of residence following rehabilitation (130, 133, 189, 200, 212, 214-216, 

222), or functional gain (124, 127, 130, 133, 134, 185, 190-192, 200, 204, 206, 209-

212, 214, 215, 218-221, 223). Hoenig et al. (184) expanded this further to state that 

rehabilitation should aim to improve an individual’s ability to perform in basic or 

instrumental activities of daily living, and/or lead to an improvement in quality of 

life. They also recognised that rehabilitation should seek to improve outcomes for 

carers and family members as well as the individual in question. Supporting this 

view, McPhail et al. (186) proposed that quality of life was an important indicator of 

rehabilitation outcome, thus advocating the adoption of an individualised approach 

to care. Morghen et al. (219) suggested that a positive outcome of rehabilitation and 

vindication of an individual having rehabilitation potential was evidence of 

participation in rehabilitation programmes. Morris et al. (198) expanded this further 

by stating that the individual should have both an interest and capacity to carry out 

IADLS more independently following rehabilitation. 

Frequently, improvement was identified as the optimum outcome associated with 

rehabilitation or rehabilitation potential amongst older people. Improvement was 

described as a return to premorbid abilities or an improvement in function (124, 127, 

129, 130, 133, 134, 184, 190-192, 197, 198, 200, 201, 204, 206, 212, 214, 215, 218, 

219, 221-223, 225). However, some studies recognised that improvement may not 

always be feasible in this population. Muller et al., Gray et al. and Fusco et al. (190, 

210, 220) stated that maintaining an individual’s current status and abilities was also 

a successful outcome. Poulos et al. (195) further embraced this notion, proposing 

that reablement programmes in dementia should go beyond improvement and 

consider maintenance and managing or delaying declining abilities. Assessments 

should identify and address causes of functional decline discrete from the natural 

progression of the underlying dementia diagnosis, such as medication management, 

acute or comorbid medical conditions, deconditioning or lack of activity. 
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2.5.14 External factors influencing the assessment of 

rehabilitation potential 

Whilst a number of clinical and patient-level factors have been found to affect the 

decision that an individual did or did not have rehabilitation potential, external 

factors were also considered. 

A number of factors which influenced the assessment of rehabilitation potential 

were identified in this review. Staff skills and training were thought to affect the 

transaction of a rehabilitation potential assessment and indeed the concept of 

rehabilitation potential appears to be linked to staff expertise, training and 

experience (70, 192, 209, 222). Two separate concepts emerged from the literature: 

the skills of staff to assess rehabilitation potential and skills for providing 

rehabilitation interventions. Fortinsky (209) proposed that training and clinical 

judgement were key factors in the assessment of rehabilitation potential, stating that 

older adults with complex needs may never reach the ideal of maximised function 

due to clinical judgements and policy guidelines that carry vague and conflicting 

messages about rehabilitation potential. Moseley (192) and Mofina and Guthrie 

(218) suggested that staff needed a thorough understanding of referral criteria to 

rehabilitation services in order to decide on the suitability of individuals to 

rehabilitation.  

Funding and availability of resources were cited as factors to consider when 

assessing an individual’s rehabilitation potential. Mosqueda (193) stated that 

economic reality influences rehabilitation potential, whereby resources are limited 

or rationed through government commissioning or insurance. Although an individual 

may demonstrate gains from rehabilitation during their inpatient stay, if resources 

are not available to continue programmes of rehabilitation, gains may not be 

maintained and benefit may therefore not be realised. 

In this context, Gordon (127) found that staff over-estimated an individual’s 

rehabilitation potential for fear of omission; in other words, they offered 

rehabilitation even if they were unsure of the benefit. This ethical dilemma is further 

supported by New (70) who highlighted the tensions clinicians faced in allocating 

resources including the potential for injustice and bias, utility and beneficence and 
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how these factors may influence the decision that an individual does or does not 

have rehabilitation potential. 

 

2.6 Discussion 

2.6.1 Summary of findings 

The aim of this mapping review was to identify and map relevant literature that 

could be used to develop the RePAT intervention and inform the theory 

underpinning rehabilitation potential in older people living with frailty. 

This study found that there was considerable variation in definitions of rehabilitation 

potential and in some cases, an absence of definition. Common features were 

however identified. Rehabilitation potential was found to encompass two different 

broadly, but inter-related, concepts of prognostication and outcome measurement. 

Prognostic rehabilitation potential described the prediction of what could be 

achieved through programmes of rehabilitation, whereas outcome-based 

rehabilitation potential considered what had been achieved. These key findings will 

now be discussed. 

Prognostication is a key concept in modern medicine and rehabilitation. Bohr (231) 

stated that: 

“Prediction is very difficult, especially if it’s about the future.” 

This quote beautifully summarises the challenges faced in contemporary clinical 

practice. Prognosis in medicine involves the prediction of the future course and 

outcome of disease processes concerning either their natural course or outcome 

after treatment (232). This study found that the most frequently cited definition was 

by Rentz (69) who stated that rehabilitation potential was a form of prognostic 

indicator which sought to predict how well an individual would perform in a targeted 

rehabilitation programme to achieve functional gains and improved quality of life 

taking into account underlying co-morbidities. This definition is useful in that it 

encompasses the complex forces at play when clinicians seek to identify an 

individual’s rehabilitation potential. However, the definition is limited by its lack of 

specificity to older people living with frailty. Prognostic methods in medical and 

rehabilitation decision-making allow for wider contextual factors to be taken into 
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account (233). These factors are commonly affected by frailty, old age and multi-

morbidity. Single conditions and diagnoses are more predictable in terms of their 

trajectories and response to treatment, however, multi-morbidity, frailty and acute 

ill health make for a very unpredictable rehabilitation context (234). In contemporary 

clinical practice, older people living with frailty frequently present with acute 

illnesses superimposed on underlying conditions and physiological decline. This 

presents clinicians with particular challenges in understanding and predicting 

recovery (235, 236) and challenges researchers in establishing the effectiveness of 

rehabilitation interventions. 

Rehabilitation potential was also found to be used as a proxy for entry criteria into 

rehabilitation studies. In that patients deemed not to have rehabilitation potential 

were excluded from studies based on the belief that they would not benefit or 

respond to rehabilitation interventions. This frequently included those with 

moderate to severe levels of cognitive impairment (185, 200, 222). People with acute 

confusional states, cognitive impairment and dementias are regular recipients of in-

patient hospital care. Whittamore et al. (237) found a high prevalence of cognitive 

impairment in the emergency in-patient population, with 27% of older patients 

admitted having a diagnosed delirium and 41% with dementia. If the evidence base 

for frailty rehabilitation and rehabilitation potential is to be developed in order to 

improve clinical and patient-level outcomes, patients with cognitive impairment 

must be recruited to research studies so that their true rehabilitation potential can 

be understood. 

This study also found that rehabilitation potential was often used as a measure of 

rehabilitation outcome, in that individuals ‘had rehabilitation potential’ if they 

achieved favourable outcomes. Retrospective understanding and assessment of an 

individual’s rehabilitation potential is a useful method to help identify predictive 

variables. Recent systematic reviews have identified a number of variables which 

predicted outcomes in older people, including levels of cognitive impairments, 

nutritional status, living alone and mood (222, 238). Based on retrospective analysis, 

these variables help inform clinicians’ predictions of what an individual may be 

capable of, but in isolation, they do not capture the complexity of human behaviour 

and nuances of frailty and multimorbidity. However, Enderby et al. (76) warn that 

variables which are strong predictors may hide the subtleties associated with an 

individual’s recovery and clinical decision-making. 
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Findings from this study suggest that trials of rehabilitation (where a brief period of 

rehabilitation was conducted to assess initial response) were frequently used to 

predict and measure rehabilitation potential (127, 184, 192, 204, 206, 209, 210, 212, 

213, 221). This appears to suggest that despite, ‘hard’ predictive variables, trials of 

rehabilitation may shape ideas of rehabilitation potential and response. A recent 

study found that the Clinical Frailty Scale was not predictive of rehabilitation 

potential amongst older people in receipt of post-acute rehabilitation (239). Despite 

the small sample size of this study, the authors concluded rehabilitation potential 

was better judged by experienced clinical assessments. This finding is supported by 

Burton et al. (145) who found that clinical judgements on rehabilitation potential 

amongst stroke survivors were more dependent on clinicians’ responsiveness to 

offering rehabilitation rather than to predictive variables identified during 

rehabilitation assessments. 

This mapping review found that rehabilitation potential was largely assessed at 

singular time points, with subsequent reviews of outcome measures completed 

retrospectively. Older people living with frailty, and in particular those with an acute 

exacerbation of ill health or delirium, oscillate in their clinical presentation and 

abilities compared to non-frail populations. Therefore, any measure and method of 

assessing rehabilitation potential in this cohort should take into account such 

variance and fluctuations. 

A positive outcome associated with rehabilitation was frequently established on the 

notion of improvement. Medical and rehabilitation interventions may seek to regain 

pre-morbid abilities (190), but the feasibility of improvement amongst older people 

living with frailty has been questioned. Approaches which seek maintenance, 

managed decline or palliation may offer greater benefits to this population (79, 240, 

241). However, these studies found that improvement was not always predicated 

upon restoration of physical function but upon evidence of adaptation to disability, 

as demonstrated by improvement in activities of daily living, social interaction or 

return to the usual place of residence. These complex outcomes highlight the 

challenges in assessing and evidencing rehabilitation potential in older people living 

with frailty. 

This review identified evidence to support assessing underlying signs and symptoms 

of conditions as part of rehabilitation potential decision-making. Physiological and 
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safety needs, as outlined by Maslow (242) are often the focus of acute care and may 

explain why definitions of rehabilitation potential have also been found to consider 

safety as a contraindication to rehabilitation (201). Higher levels of Maslow’s 

Hierarchy of Needs such as belongingness, love and esteem, relating to social 

domains of assessment, received little focus in studies identified in this review. 

Jackson et al. (243) advised clinicians working in intensive care to adopt a 

comprehensive view of the whole person through Maslow’s hierarchy, where care 

should focus not just on survival, but restoration of pre-morbid functions of the 

mind, body and spirit. Even in studies which were carried out in the community 

setting (130, 194, 197, 198, 210, 225), where acute physical needs can be assumed to 

be less pressing, no evidence of social and spiritual domains assessment were 

identified. Person-centred care seeks to draw together these approaches and has 

been strongly advocated in supporting older people (122, 244). 

Unsurprisingly, domains relevant to the World Health Organization’s International 

Classification of Functioning, Disability, and Health (WHO ICF) (44) featured 

prominently in the findings of this mapping review. This may be explained by the use 

of the ICF in the a priori analytical framework but is also indicative of the impact that 

the ICF has had on contemporary clinical practice. This study has demonstrated that 

knowledge of physical attributes and underlying diseases and conditions are integral 

to assessments of rehabilitation potential. However, frailty and complex health and 

social care needs do not just manifest as physical entities as demonstrated by the 

presence of holistic domains of rehabilitation potential assessments. Findings from 

this study draw many parallels with Comprehensive Geriatric Assessment models of 

care which seek to provide an iterative case management approach focusing on 

medical, mental health, functional capacity, environment and social circumstances, 

aiming to place patient and carers needs at the centre of the relationship (67, 68). 

This review identified evidence to support the assessment of medical, mental health 

and functional abilities in terms of rehabilitation potential but limited evidence to 

focus on environment and social circumstances. Recent literature has suggested that 

spirituality and economic status should also be considered for a truly holistic 

assessment (245), but no supporting evidence for the inclusion of these domains in 

an assessment of rehabilitation potential was identified in this review. 

Personal and participatory factors feature in the ICF (44) and this study found that 

motivation and participation played a key role in assessments of rehabilitation 
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potential. Motivation is a complex construct that has been widely explored in 

relation to rehabilitation in traumatic brain injury, stroke and sports medicine but 

less frequently amongst older people living with frailty. Motivation is an important 

factor in achieving successful rehabilitation outcomes. Siegert et al. (246) propose 

that exploring an individual’s motivation, emotions and goals allows for an 

understanding of how they will react with rehabilitation programmes, whereas 

prognosis or prediction considers variables and outcomes. It is proposed that 

rehabilitation potential in relation to frailty needs to consider prognostic, 

performance and participatory approaches for maximum benefit to be achieved. 

Commonly cited ‘barriers’ to rehabilitation such as poor cognition and low mood 

(120) can all have a profound impact on an individuals’ ability to be motivated to 

take part in and achieve beneficial outcomes from rehabilitation interventions. This 

review supports the need to understand psychological factors such as mood and 

cognition as part of a rehabilitation potential assessment either through 

standardised assessments such as the Montreal Cognitive Assessment (MoCA), Mini-

Mental State Examination (MMSE), Geriatric Depression Scale (GDS) or participation 

scales. It remains unclear which items within these tools best correlate to or predict 

rehabilitation potential in older people living with frailty. 

 

It is clear that solely focusing on the physical effects of frailty will not address the 

complex, highly individualised and fluctuating needs of older people living with 

frailty. Clinicians need to consider the wider social implications of ageing and the 

impact these have on continued quality of life and control over individuals lives. The 

inclusion of environmental and social domains of assessment identified during this 

review may go some way to remedy this medical and physical bias, but further 

evidence is needed to understand how these domains relate to rehabilitation 

potential. 

 

2.6.2 Strengths 

A key strength of this study was the selection of a mapping review to identify 

relevant evidence on rehabilitation potential. Mapping reviews, by their very 

definition, seek to obtain a broad overview of the available evidence on a topic. Due 
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to the heterogeneous nature of the presentation of frailty and the construct of 

rehabilitation, this method was ideally suited to map this complex field. Whilst meta-

synthesis is frequently considered as the gold standard of literature appraisal, this 

mapping review has found useful evidence to support an emerging definition of 

rehabilitation potential in relation to frailty and how it is assessed. 

Heterogeneous groups prove challenging to meta-synthesize and methodological 

developments to address these challenges are emerging. It has been suggested that 

reviews of complex interventions should seek not only to understand the 

effectiveness of an intervention, but also the contextual and mechanistic 

considerations of the intervention (95). The mapping review methodology was 

ideally suited to consider these domains in order to build the theoretical evidence 

behind rehabilitation potential in older people living with frailty in order to develop 

the RePAT intervention. So whilst this review considered evidence on older people 

with stroke, falls, fractures and disuse in the broader context of studies 

(deconditioning associated with infections and acute ill health), this was 

representative of the complexity faced in daily clinical practice and frailty research. 

A common criticism levelled at mapping reviews is the lack of quality appraisal (176), 

consistent with the standards outlined in modern systematic review methodologies. 

Scoping reviews, which share common features with mapping reviews, do not 

include quality appraisal. Pham et al. (247) found that 22.38% of identified scoping 

reviews included quality assessments. Rather than rejecting the value of scoping 

reviews due to lack of current quality appraisal, Levac et al. (248) suggest that a 

specific quality appraisal tool should be developed to meet the methodological and 

implementation needs of these emerging methods. Although this may limit the value 

of review findings into policy and practice (176) both scoping and mapping reviews 

have the potential to provide context and a deeper understanding of complex 

phenomena and therefore play a key role in intervention development. 

As per the initial a priori assumptions, the term rehabilitation potential and studies 

identified in this review were found to be too heterogeneous in nature for 

meaningful synthesis. They did, however, provide context and theoretical 

underpinning to develop the theory behind rehabilitation potential further and 

inform the RePAT intervention. As our understanding of rehabilitation potential and 
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our decision making around frailty rehabilitation grows, a future synthesis may be 

possible.  

 

2.6.3 Limitations 

Of the 49 studies included in this review, 24 were from either Anglophone countries 

(UK, USA, Canada or America) or from European countries which have a tradition in 

publishing in English language journals. The predominance of studies from 

Anglophone countries may represent selection bias by limiting selection criteria to 

the English language. Asian countries have been found to publish less frequently 

(249), but this study included three publications from Asian countries and a total of 

six international collaborations. 

This study excluded evidence from books and hence the most commonly cited 

definition of rehabilitation potential by Rentz (69), which provided invaluable insights 

into the phenomena of interest. Whilst academic books are subject to editorial 

review, they do not always undergo the same scrutiny as articles in peer-reviewed 

journals. These sources, commonly classified as grey literature, are frequently 

excluded from evidence appraisal methods, but this notion has been recently 

challenged. Adams et al. (250) state that grey literature can provide new insights and 

can help contextualise research evidence. Further work is needed to develop 

methodologies that can robustly review and appraise these sources of evidence. 

It proved challenging to identify studies which solely explored rehabilitation 

potential in relation to frailty, despite a comprehensive literature search. This may 

represent a limitation in search terms or engines used, but a broad range of terms 

and engines were selected. More likely, it represents the lack of evidence in 

rehabilitation decision-making and the emerging field of frailty rehabilitation. The 

studies included in this review included a broad range of clinical conditions and 

patient groups. This study sought to exclude articles which included patient 

participants in receipt of specialist stroke, palliative and fracture services. However, 

many of the studies identified included patients with these diagnoses. Rather than 

being indicative of failings of the method, it represents the realities of clinical 

presentations, where patients may present with comorbidities, including stroke and 

fractures. 
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2.7 Conclusion 

This mapping review identified a number of key themes on how rehabilitation 

potential was conceptualised, and operationalised in clinical and research practice. 

There is an inherent belief that clinicians can identify who is likely to respond, benefit 

and cooperate with rehabilitation programmes whereby evidence of effectiveness is 

applied through evidence-based practice. Rehabilitation potential is the clinical 

currency in which these beliefs are expressed. This review identified considerable 

heterogeneity in definitions and use of the term rehabilitation potential. The term 

involves complex processes of clinical decision-making, embracing diagnostic and 

prognostic variables and assessment processes. Frailty makes for a very 

unpredictable rehabilitation context. In the acute and subacute setting, older people 

living with frailty have a complex constellation of multimorbidities, superimposed 

acute illnesses and a propensity for sudden decline and unpredictable recovery 

trajectories. Findings from this review suggest that although medical needs are often 

thoroughly addressed, a holistic and iterative approach to rehabilitation potential 

assessments is required. Current tools and assessment approaches often provide a 

snapshot of individuals’ abilities and conditions and do not capture the dynamic 

nature and fluctuations in frailty rehabilitation. New approaches are required which 

seek to aggregate measures and abilities over time to prognosticate outcomes and 

potential benefits. 

Whilst the use of big data to identify key predictive variables and structured 

approaches such as the interRAI suite of tools offer promising results, there is 

currently insufficient evidence to recommend any one tool. Further research is 

required to establish the theoretical underpinning of rehabilitation potential in older 

people living with frailty and to develop an evidence-based assessment tool. The 

development and testing of the RePAT, outlined in this thesis is a small step in this 

journey. Evidence identified in this review was synthesized with findings from the 

focus groups presented in chapter three to develop the RePAT intervention.
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Chapter 3 – Focus Groups 

Summary 

This chapter presents a focus group study which explored rehabilitation potential in 

older people with frailty (Figure 14). The study sought to provide further evidence for 

how rehabilitation potential was operationalised and assessed from the perspectives 

of clinicians, patients and carers. This was then used to further inform the design of 

the RePAT intervention. 

 

Figure 14 - Overall study organogram chapter three. 

 

3.1 Scientific background and rationale for the method 

The mapping review, presented in chapter two, found considerable heterogeneity in 

definitions and use of the term rehabilitation potential. The literature was found to 

predominantly focus on medical and functional needs, which did not embrace the 

holistic, fluctuating and iterative nature of frailty rehabilitation. Limited evidence was 

identified to support how clinicians and healthcare managers understood 

rehabilitation potential, how it was delivered and assessed in clinical practice. Patient 

and carer views on rehabilitation potential were largely absent from the data. 

Qualitative inquiry is ideally suited to capture the complexity of rehabilitation 

potential. It plays a key role in developing complex interventions (251) and can 

provide direct access to what people do in real life rather than asking them to merely 

comment on it (252). A number of different qualitative methods were considered 

including interviews, focus group and observations. Observations provide an 

opportunity to observe naturalistic behaviours but not the rationale of decisions 
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behind these actions. Interviews were excluded as they would only provide individual 

experiences and opinions and would not offer insights into the multi-disciplinary 

nature of rehabilitation potential assessments. Focus groups have distinct 

advantages over one-to-one interviews as they allow for group discussions and the 

construction of shared group meaning (253). This method is ideal for gaining 

improved access to participants’ own language and concepts (254) and promoting 

group discussion through the use of open-ended questions. Focus groups, rather 

than producing individual accounts, allow for socially shared tacit knowledge to be 

generated, maintained and changed through dynamic group discussions (252). They 

can lead to a rich understanding of how people make sense of their social worlds, the 

meaning of events (255) and the stories individuals and groups tell themselves (252). 

Researchers can design, collect and analyse focus group data with an individualistic 

social psychology perspective, social constructionist perspective or a hybrid of the 

two approaches (256). These are influenced by understanding how knowledge is 

generated, either by individuals in a group whose opinions are stable or as socially 

shared tacit knowledge which changes with group participation. Ryan et al. (256) 

suggest that a hybrid approach is useful for theory building, providing evidence 

which is descriptively rich, embracing individual opinions and collective experiences. 

The aim of this study was to develop a deep understanding of rehabilitation potential 

which combines interactions with individuals (patients, clinicians and carers) and 

groups (multi-disciplinary teams and organisations) so the adoption of a theory 

building approach appeared pertinent. 

Focus groups are one-off meetings where a group of participants discuss a specific 

topic with a facilitator. Successful focus groups have a number of key ingredients. As 

with all robust research, they require clear aims, objectives and schedules to ensure 

that relevant data is collected (254). They should strike a balance between free-

flowing, open and non-judgemental discussion and address the primary aims and 

objectives of the study. Focus groups aim to recruit people with similar 

characteristics and experiences (257). Careful consideration of membership is 

required to manage group dynamics. Groups typically consist of between six and 

twelve participants (255) to ensure all members are able to participate. 
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3.2 Research aims and objectives 

The aim was to explore opinions, experiences and understanding of rehabilitation 

potential from multiple perspectives. 

The specific research objectives were: 

1. To explore how clinicians, patients, carers and academics understand 

rehabilitation potential in older people living with frailty. 

2. To explore how rehabilitation potential is assessed in the clinical setting. 

3. To identify evidence to inform the development of the RePAT intervention. 

 

3.3 Method 

Five focus groups were held between February and March 2018. Participants were 

recruited from the East Midlands region and opportunistically from expert attendees 

at an international conference held by the British Geriatrics Society in Nottingham. 

They were held across the East Midlands, reflecting the geography of the NIHR 

Clinical Research Network and hubs around which local services were commissioned 

and delivered. By carrying out focus groups across a region and from experts outside 

the region, it was possible to explore experiences outside of one system of local 

working and practice, enhancing the transferability of findings. 

A heterogeneous group of participants which included clinicians, academics, 

commissioners and members of the public were recruited. This created potential 

issues with social power arising from professional hierarchies. Social power refers to 

the potential or ability to influence others in a group setting (258). A number of 

actions were taken to mitigate against this. Group discussion rules were developed 

and shared at the start of each group. These highlighted the need to keep discussions 

held in the group confidential and asked participants to respect others experiences 

and opinions. These measures sought to foster an environment where participants 

felt comfortable to share potentially sensitive issues and freely express their opinions 

without consequence or distress. Participants were offered support from the Patent 

Advice and Liaison Service and the NHS Employee Assistance helpline to discuss any 
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sensitive, challenging or difficult subjects that arose. There were no instances where 

this occurred. 

Focus groups require skilled facilitation in order to manage strong personalities in 

the group and any potential conflicts which might arise amongst its group members 

(253, 254, 259). This was deemed to be particularly important in this study where 

dynamics between and experiences of clinicians and members of the public were 

likely to be contrasting. The first focus group was overseen by an experienced PPI 

lead, who provided feedback on the techniques of AC and Margaret Kerr (PPI 

member). 

Participants who did not feel able to participate in a group setting due to difficulties 

with communication, cognition, specific concerns or experiences with participating 

clinicians were offered one-to-one interviews to ensure that a range of opinions 

were obtained. No participant took up this offer. 

The focus group schedule was developed from the findings of the systematic 

mapping review outlined in chapter two. These were supplemented by the clinical 

experiences of the study team and MK (PPI member). The schedule was piloted with 

local clinicians and reviewed by the Dementia and Frail Older Persons PPI group at 

the University of Nottingham to ensure clarity and acceptability. The focus group 

schedule can be found in Appendix E. Mutually convenient dates for the groups were 

arranged. The groups were held in venues away from NHS premises and in 

convenient geographical locations to maximise participant attendance (253). They 

lasted between one and two hours. 

Data were digitally recorded and an observer (MK) took notes on group dynamics 

and interactions. It is considered good practice to have two facilitators, one to lead 

the group and the other to record non-verbal communication (260). 

 

3.3.1 Inclusion criteria 

Professional participants with experience of: 

• Assessing rehabilitation potential in older people living with frailty in the 

acute hospital setting. 
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• Delivering rehabilitation to older people in the acute, sub-acute or 

community setting. 

Members of the public participants with experience of: 

• Receiving a rehabilitation assessment or a period of rehabilitation. 

• Caring for someone previously in receipt of rehabilitation. 

• Being told they or their relative had ‘no rehabilitation potential’. 

 

3.3.2 Exclusion criteria 

• Participants who were not fluent in spoken English. 

 

3.3.3 Sampling framework 

Robust sampling frameworks are essential for enhancing the credibility and 

transferability of research findings. Purposive sampling involves selecting 

participants with specific characteristics who have knowledge which enables the 

research question to be answered (255) and allows for a range of participants to 

ensure representativeness and diversity of the population (261). A purposive 

sampling framework was developed where a sample of participants with experience 

of rehabilitation potential was recruited. Staff participants were selected by virtue of 

their profession and experience working with older people living with frailty. This 

allowed for a sample to be recruited, which included nurses, doctors and allied 

health professionals. These professions reflect clinicians who are involved in 

assessing for rehabilitation potential and delivering rehabilitation programmes. 

Patient and carer participants were identified by virtue of their experience of being 

assessed for rehabilitation potential, programmes of rehabilitation or in their role as 

carers or family members. Sampling and data collection ran concurrently where 

sampling was informed by data collection and analysis and further sampling ceased 

once data saturation was reached. 
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3.3.4 Sample Size 

Sample sizes in qualitative research are frequently driven by the concept of data 

saturation, defined as “the point in data collection and analysis when new 

information produces little or no change to the codebook.” [(262), p65]. Qualitative 

approaches propose that saturation can only be determined during or after data 

analysis (263). This presents researchers with significant challenges in determining a 

sample size which is both theoretically robust and pragmatically achievable. In an 

attempt to provide more robust evidence for focus group sample size calculations, 

Guest et al. (263) found that 80% of analytical themes were found within two to 

three focus groups and 90% within three to six groups. This suggests that a sample 

size of three to six groups should lead to the identification of the majority of themes. 

Focus groups commonly have between six and ten participants (252, 254, 255). If 

groups are too small, then group discussions are unlikely to stimulate debate and 

generate new knowledge. If groups are too large, participants risk becoming 

disengaged and reluctant to share their opinions (254). Over-recruitment of 

participants by 20% (264) to 50% (265) has been recommended to take into account 

possible non-attendance at the group and attrition. Ten participants were recruited 

to each group with the aim of achieving an overall sample size of 24. 

 

3.3.5 Recruitment 

Participants were recruited through existing clinical, academic and professional 

bodies within the East Midlands. These included: EMRAN (East Midlands Research 

into Ageing Network), British Geriatrics Society, AGILE (interest group for Chartered 

Physiotherapists working with older people), COT SS Older People (College of 

Occupational Therapy Special Interest Group), and citations in peer-reviewed 

journals identified in chapter two. Patient and carer participants were identified 

through local support groups including: Age UK, East Midlands PPI Senate, Carers 

Federation, Nottingham Elders Forum and local NHS Trusts PPI groups. 

Study posters (Appendix F) were circulated through these networks and potential 

participants were asked to contact the study team. Participant Information Sheets 

(PIS) were circulated and AC answered any questions concerning participation prior 
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to data collection. Separate PIS for clinicians (Appendix G) and members of the public 

(Appendix H) were designed representing the differences in reimbursements for 

these groups. Financial reimbursements were in line with guidance from NIHR 

Involve (266) and are detailed in the PIS found in Appendix H.  

 

3.3.6 Consent 

All participants provided written informed consent (Appendix I) prior to data 

collection. One copy of the consent form was kept by the participant and one by the 

researcher. 

 

3.3.7 Data analysis 

After considering a range of methods, thematic analysis was chosen as the approach 

in this study. Thematic analysis involves discovering, interpreting and reporting 

patterns, meanings and clusters within the data (260, 267). Data were thematically 

analysed using Framework Analysis (260) which is a method of data management 

incorporating thematic analysis. This approach is particularly suitable for 

collaborative multi-disciplinary health research where PPI members can contribute 

to analysis (268). It provides a structured, robust and transparent method for data 

analysis, enhancing the credibility and dependability of the findings (260, 268, 269). 

It does not align itself to one specific paradigm, offering researchers a flexible tool to 

generate evidence and themes (268) which is compatible with thematic analysis. 

Qualitative analysis typically has two approaches: inductive and deductive. Inductive 

methods, such as grounded theory, do not begin with a hypothesis, rather data 

informs emerging theory. Deductive analysis describes how a priori, or pre-

determined codes, or themes are developed and applied to the data set. Framework 

Analysis has been suggested as useful in the development and evaluation of complex 

interventions (270). It has the advantage of allowing both inductive (emergent) and 

deductive (a priori) coding (260, 268, 269). This aligned with the overall study 

programme aims: to explore the phenomena of rehabilitation potential and to 

develop the RePAT intervention. To achieve this, it was necessary to explore the 
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ingredients required for intervention development and implementation via 

deductive coding along with the ability to embrace emerging evidence from the 

focus groups via inductive coding. 

The framework approach comprises of seven components, which are presented 

individually but in reality, are interdependent and iterative. 

1. Coding framework 

A deductive framework was constructed to take into account the study aims, findings 

from the mapping review (chapter two) and prerequisites of intervention design (95). 

This included definitions of rehabilitation potential, how, where and when it was 

assessed and factors which influenced decision-making to inform the design and 

implementation of the RePAT intervention. The framework was reviewed by the 

supervisory team. 

2. Transcription and familiarisation. 

Transcription and familiarisation describe the process where the researcher gains an 

overview of the collected data (260), immersing themselves in the data (268). This is 

an essential step to ensure that resulting codes or labels are grounded in and 

supported by the data (260, 268). AC repeatedly listened to the audio-recordings and 

reviewed her field notes. Audio-recordings were then transcribed. AC transcribed 

two transcripts and a professional transcriber the remaining three which AC 

reviewed with the audio-recordings for accuracy. Initial analytical notes, key ideas 

and impressions were generated. 

3. Coding. 

AC and MK read each line of the first two transcripts applying codes independently. 

Training and support provided for MK are detailed later in the chapter. AC used 

NVivo 11 and MK completed this manually. Codes are the most basic segment of 

data relating to the phenomena of interest (267) and allow classification of the data 

so that it can be “compared systematically with other parts of the data set” [(268), 

p4]. A priori codes from the pre-defined framework were identified along with 

emergent codes from the transcripts. This analytical stage frequently involves 

emergent themes, those from the original research question and those in the 

interview guide (260). Involving patients and PPI members at this stage can produce 
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differing viewpoints ensuring that one perspective does not dominate analysis (268). 

Notes from AC and MK reflective diaries were integrated alongside initial codes to 

increase analytical insight and credibility of the findings. 

4. Development of an analytical framework. 

AC and MK met to review and compare codes. These were then arranged into 

emerging themes. Themes describe patterns within the data, capturing items of 

importance associated with the research question and aims (267). The framework 

was reviewed by the supervisory team to improve rigour (269). 

5. Application of the analytical framework. 

The framework was applied by AC and MK to the remaining transcripts, where new 

codes were integrated into the analytical framework, which was refined until no new 

codes or themes emerged. 

6. Data charting. 

Data were charted onto a matrix where each participant’s responses were listed 

under the themes and supported with relevant verbatim excerpts. Each participant 

was considered an individual case rather than each focus group. This process allowed 

for data to be explored across cases and themes (269) and for the identification of 

disagreements and deviant cases. Deviant cases involve identifying evidence which 

does not support original theories (252) or disagreements between participants. 

Inclusion of deviant cases can increase the credibility of findings and mitigate against 

the tendency to select data which supports researchers’ assumptions (252). This step 

allowed large amounts of data to be efficiently processed whilst retaining the 

essence of participants’ voices (260, 268). An example of the matrix can be found in 

Appendix J. 

7. Interpreting 

Interpreting the data involved identifying patterns, typologies and associations to 

build the theory behind rehabilitation potential. AC presented and discussed this 

with the supervisory team and MK to improve rigour. 
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3.3.8 Patient and Public Involvement 

To ensure that interventions are fit for those they are intended to help, service users 

should be involved in all parts of the research process (161). Typically Patient and 

Public Involvement members (PPI) review research design, questions and 

documentation, but there is emerging evidence to suggest that PPI members can 

contribute to qualitative data analysis (163, 164). PPI members can provide differing 

perspectives on data, drawing from their personal experiences (269) improving the 

quality, credibility and validity of research findings (166, 167). It has been suggested 

that the potential benefits of partnership working with older people have been 

slower to be realised (168), despite being frequent consumers of health and social 

care. 

Robust programmes of training and support are essential for successful PPI (271, 

272). To date, little research has addressed the optimal content, frequency and 

method of delivery for qualitative data analysis training amongst older PPI members 

and PPI members more broadly.  A training programme for members of a local PPI 

group was developed and delivered. Seven PPI members attended the first training 

session and five completed both sessions, including MK. Existing literature on 

training PPI members in qualitative data analysis was reviewed by AC and JD. Due to 

the lack of limited evidence identified which specifically explored older PPI’s training, 

additional advice was sought from a PPI expert who had previously published work 

on qualitative data analysis (273). The training comprised of two sessions of three 

hours duration and was delivered by AC and JD. The first session included content on 

the theory behind qualitative research methods and principles behind coding data. 

The training focused on the use of Braun and Clarke’s thematic analysis approach 

(267) which has been used by PPI members in previous research (164, 269, 274) and 

is considered as a foundational method for learning data analysis. To provide PPI 

members with practical experience of qualitative data analysis, a mock research 

question was developed titled “What factors affect medication adherence in adults 

living in the community setting?” Two semi-structured interviews with members of 

the study team were conducted, audio-recorded and transcribed. PPI members 

attending the course were asked to listen to the audio-recording of the first 

interview and were then given the first transcript to enable data familiarisation. 

Opportunities for group discussions were provided, followed by a copy of the 
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transcript complete with codes. PPI members then listened to the second interview 

and were given the second transcript to analysis independently at home. 

In the second session, held two weeks later, PPI members shared their experiences 

of coding. The training was then provided on generating themes. Participants then 

worked in small groups, with support from the trainers, to develop and discuss 

themes and their experiences of qualitative data analysis. Further information on the 

design and content of the programme can be found in Cowley et al. (169). This 

training programme allowed MK to analyse the focus group data as part of the 

research team, providing a differing and patient/carer centred view of the data and 

subsequent results. 

 

3.3.9 Reflexivity 

Qualitative methodologies assert that the researcher is inextricably linked to the 

world they study. In quantitative research, this relationship is believed to be 

minimised or eliminated through study design to reduce the impact of influencing 

factors. However, qualitative researchers recognise that this is impossible and 

undesirable, as individuals’ unique viewpoints affect data collection and analysis. 

Researchers aim to achieve empathic neutrality and reflexivity attempts to make 

sense of and articulate this relationship. Reflexivity is an ongoing process of self-

reflection demanding that researchers generate awareness about their feelings, 

actions, biases, opinions and perceptions in relation to their research (171). It can 

enhance the credibility, integrity and trustworthiness of findings (275) if researchers 

outline their relationship with transparency and honesty. 

AC and MK kept a research journal allowing for ongoing considerations to be made 

during data collection and analysis. Emerging ideas, codes and themes and 

reflections on the research process were documented. An example of which can be 

found in Appendix K. The framework approach allowed for these accounts to be 

incorporated into the matrix (268) providing transparency and context to the 

process. 
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Research can be influenced by the knowledge, beliefs and experiences of the 

research team (170) and should be outlined from the outset (171). The position of 

the researcher and PPI member are therefore outlined in the preface. 

 

3.3.10 Data management 

Focus group data were digitally recorded and MK took notes on group interactions. 

All data were anonymised. Participants were given a study ID relating to their 

profession. Written data were stored in a dedicated locked area in the university and 

electronic data were stored on the University secure, password-protected area in 

keeping with established protocols for information governance and data protection. 

NVivo 11 software was used. 

 

3.4 Results 

Five focus groups were held across the East Midlands and at an International 

specialist geriatric medicine conference held within the region. They lasted for 

between one hour and nine minutes and one hour and twenty-three minutes. 

Twenty-eight participants took part in the study. Group sizes ranged from four to 

eight participants. The opportunistic recruitment of Dutch colleagues enabled the 

inclusion of Elderly Care Physicians. These are primary care doctors, with specialist 

training in the care of older people who spend a significant proportion of their time 

in nursing homes and with frail older people. They play an important role in selecting 

patients for rehabilitation and supporting them through rehabilitation programmes 

in the Netherlands (276). Participant demographics are displayed in Table 11. 
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Table 11 - Professions of focus group participants. 

Profession  Number 

Physiotherapists 7 

Occupational therapists 6 

Geriatricians 3 

Commissioners 1 

Social workers 1 

Members of the public 5 

Elderly Care Physicians 4 

Nurses 1 

Total 28 

 

There were six key themes that emerged from the data outlined in Figure 15 and 

presented in the next section. 



 

94 

 

 

Figure 15 - Themes from the focus group study. 

 

3.4.1 Rehabilitation potential 

Participants were unanimous in the view that rehabilitation potential was a complex 

and challenging phenomenon. They reported that the term rehabilitation potential 

was widely used in clinical practice but meant different things to different people. 

One participant used the term to identify who was suitable for further rehabilitation. 

“Rehabilitation potential is a term to determine which patients are fit for 

rehabilitation or which patients have a potential to improve by 

rehabilitation.” [Elderly Care Physician three, group four] 

Some participants held the belief that everyone had some form of potential, which 

was influenced by their functional needs. 

“What the potential is, is determined by what activities they need to do. 

My potential is different from your potential.” [Physiotherapist five, 

group three] 

Other participants thought that the term rehabilitation potential was unhelpful as it 

risked prematurely ‘writing people off’ from rehabilitation and denying them access 

to services which might otherwise be useful. 
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“What element of rehabilitation potential somebody is writing them off 

for, because they still might have goals that could be achieved but don’t 

fit into the standard thoughts.” [Occupational therapist two, group one] 

Rehabilitation potential was said to involve a prediction of which individuals would 

benefit from rehabilitation. Participants took into account a wide range of clinical 

factors including: current and previous abilities, underlying diseases and their 

predicted trajectories, whether the intervention would likely work and what the risks 

or effort would be to individuals. However, most participants were quick to highlight 

that rehabilitation potential was more than a physical phenomenon, rather it 

involved a constellation of patient factors such as motivation, availability of family 

support and individual needs and wants. 

“Might it work, is it available and is it wanted? Might it work is about 

the balance of the benefit you get [from rehabilitation] and the effort or 

side effects to get there…and it might be that you’ve got to try in order 

to see whether it works.” [Geriatrician two, group two] 

 

3.4.2 Will it work? 

Central to the concept of rehabilitation potential was the notion of ‘will it work’. 

Participants’ discussions around measuring rehabilitation benefit and potential led to 

interesting and discordant insights into understanding rehabilitation outcomes 

amongst frail older people. Some participants held the view that rehabilitation 

should always seek improvement with measurable gains in function and 

independence. Given the fine balance between dependence and independence, 

small gains were seen to be significant in supporting independent living and quality 

of life. 

“Patients who have an acute event, hip fracture stroke, they have 

potential to gain something but there are other patients that have 

chronic disease like heart failure, they have a sloped line.” [Elderly Care 

Physician One, group four] 

However, other participants expressed the view that rehabilitation that sought to 

maintain, slow or manage the decline of abilities should be of equal value. 
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“In terms of people's potential, I think it is about looking at how big that 

potential needs to be. So for some people it could be very small steps 

and it is not necessarily about them being able to do things for 

themselves that they can't do…can they adapt the way they do things, 

can they compensate and find different ways of doing things to be able 

to have some purpose.” [Occupational therapist four, group three] 

Study participants spoke of the challenges they faced in appreciating if change or 

improvement was feasible. They reported the need to understand underlying 

trajectories of diagnoses, disease progression and rehabilitation response. 

“How do we distinguish between general decline and when somebody 

comes out of hospital what their potential is? Because obviously, you've 

got comorbidities that have an impact on the function, it is a fine 

balance between what they also perceive as their potential. I often try 

and pin it down a bit more when I am taking their initial histories to 

okay, literally in the weeks following, the weeks prior to coming into 

hospital and you're feeling well what were you able to do? And then you 

can kind of get a better understanding of their level of exercise that 

they're having through their activities.” [Occupational therapist five, 

group three] 

Dissonance was identified between participants whereby some believed only 

professionals could predict benefit as they had greater experience of multi-

morbidity, rehabilitation response and evidence compared to patients and their 

families. Patient and carer participants vehemently disagreed with this stating that 

they could understand what was achievable and realistic if adequate support and 

education were given, thereby empowering them to be equal partners in goal setting 

and rehabilitation potential assessments. 

“I just want to be educated…. I wanted to speak to someone that could 

tell me how I could achieve optimal health and well-being. I knew I 

couldn't be cured because two consultants had told me of the issues.” 

[Member of public two, group two] 

When asked how rehabilitation potential was measured, participants provided a 

wide range of responses. Some interviewees believed that goal setting allowed an 
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individuals’ rehabilitation potential to be identified. One geriatrician spoke of goal 

setting in relation to stroke recovery and how these drew parallels with frailty 

rehabilitation. 

“People who can’t speak after a stroke from aphasia and they set a goal 

saying they want to speak again. You just know from experience and 

expertise that that is not going to happen, but what they do is they set 

an intermediate goal and it might be, say as a physiotherapist the goal is 

walking and somebody is very weak or something, the intermediate goal 

might be to stand or to step. So, there is a, how do you assess it, it is less 

of an event than a process.” [Geriatrician one, group two] 

Other participants felt that goal setting and using known baseline variables to predict 

rehabilitation outcomes were not optimal. They reported that true rehabilitation 

potential was only uncovered when patients participated in rehabilitation, often 

surpassing expectations, particularly on discharge from the hospital setting. 

Participants in focus group one framed this as the ‘magic front door’. 

“Occupational Therapist One: I’ll be fine once I get home… your 

understanding of how likely they are to improve versus their 

understanding, I think that’s the trickiest part for me. In fact they say, I 

don’t need equipment, I don’t need this, the magic front door I’ll be fine. 

Physiotherapist One: The crazy thing about the magic front door is 

sometimes it’s true.” 

Participants spoke of the importance of applying research evidence to understand 

what rehabilitation interventions would work but recognised the limitations of 

current evidence. 

“When you get a new drug you put it through testing and nowadays 

invariably people will look at economic evaluation, is it value for money? 

A lot of rehabilitation has never been through that sort of process and 

that has been another excuse. Nobody has proven it works.” 

[Geriatrician two, group two] 
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3.4.3 Is it wanted? 

Patient desire for rehabilitation was reported by many participants to be intrinsically 

linked to the notions of willingness to participate, motivation and the concept of 

rehabilitation potential. 

“You can’t do rehabilitation unless you’re wanting it…the person has to 

be signed up. It is not something that is going to be passive or 

unwilling.” [Geriatrician two, group two] 

This was found to be more challenging in the presence of cognitive impairment and 

communication difficulties, where patients’ levels of motivation and participation 

were said to be more challenging to assess. 

“There have been some situations when people have said that this 

particular individual may not be capable of rehabilitation or is at a stage 

of dementia that actually trying to rehabilitate them would not be 

appropriate because of lack of capacity, lack of ability and the disease 

itself actually impacting on that level of rehabilitation. “[Nurse one, 

group five] 

In all cases, participants reported that an individualised assessment which 

considered individual patient needs, wants and abilities could enhance motivation 

and participation. Participants spoke of veering away from standardised 

assessments, remarking that they were guided by the patient and what was 

important to that individual. 

“I don’t try to assess someone on something that they don’t do regularly 

before. So, if they don’t drink hot drinks, I wouldn’t drag them to the 

kitchen, I would make something that they used to do.” [Occupational 

therapist one, group one] 

This view was echoed by members of the public who placed a high value on 

individualised rehabilitation assessments. 

“It isn’t individualised and so things can drop through….because there 

was the tick box system of can she do this can she do that… a couple of 

questions to me of what is most important to you and I would have said 
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my eyesight and then that should have set off actions to help me.” 

[Member of public three, group four] 

Rehabilitation goals within the acute setting were said to be geared towards 

discharge planning, maintaining safety and physical aspects of rehabilitation. 

Participants felt that social participation, quality of life and their goals were seldom 

discussed and prioritised in the hospital setting. These were more likely to be 

considered once individuals had returned home. 

“It is not about things that they really want to do which is spend time 

with their families or go for a walk or be able to do a hobby or an 

interest that is important to them. It’s about safely getting them out of 

hospital.” [Occupational therapist five, group three] 

Family involvement and support were seen as crucial in determining rehabilitation 

potential, particularly where patients lacked capacity and insight. Individuals with 

support from family or friends were viewed as more likely to make sustained gains in 

rehabilitation and continue with the intervention outside of allocated therapy time. 

“Involve the family if it is appropriate, particularly if the person doesn't 

have the capacity, then the family become more important… you try and 

build up trust and build a relationship more so than you would 

normally.” [Nurse one, group five] 

 

3.4.4 Is it available? 

Participants spoke of their belief that everyone should be given fair access to 

rehabilitation, regardless of age and diagnosis but that they faced dilemmas when 

working in systems where resources were limited and where they needed to make 

complex decisions. Some participants believed that services were more likely to be 

provided to those deemed more likely to participate and make significant gains. 

“Some of it is about what we are prepared to invest in. So if we say 

everybody can make some improvement in their life, how much energy 

are we as a service going to put into the person or are we only bothered 

if it’s going to save some other resources for health or social care in the 
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short term or preventatively in the long-term. Or do we see some value 

for that person…I find it difficult as a therapist because no matter how 

disabled you are at the time, you can probably improve.” [Occupational 

therapist four, group three] 

This view was echoed by members of the public who judged that everyone should 

have fair access to rehabilitation and that some kind of benefit was, in most cases 

achievable. However, rehabilitation that met individuals’ needs was not always 

readily available or provided at optimal intensity. 

“My mother-in-law, who has Alzheimer’s dementia…she, is frail; she is 

90 and suffers from hallucinations and delirium. I’m still not sure why 

some effort could not be made to do something that might just enable 

her to function better.” [Member of public four, group five] 

Participants reported that this placed them under a great deal of pressure and led to 

ethical dilemmas when operationalising rehabilitation allocation under in rationed 

systems. 

“It’s a lot of responsibility to make those decisions, especially with closed 

decisions between care home or last attempt for home.” [Occupational 

therapist one, group one] 

This view was expanded further through discussion with a commissioner who 

discussed how money was allocated within a pressured system. 

“Is there a need for this service, is there an evidence-base and how much 

does it cost? We have to weigh up with the pot of money we’ve got for 

the system and it goes on those things that are proven to work, where 

we know we are going to get the best bangs for our buck.” 

[Commissioner one, group two] 

Geriatrician two proposed that greater transparency was required by clinicians and 

commissioners in the decision-making process. 

“Is it available? Yes, we are in a rationed system, but we should at least 

be open and honest and transparent. So, if we are saying we aren’t 

going to do it because it’s not available, let’s not say we’re not going to 
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do it because the person can’t possibly benefit from it.” [Geriatrician 

one, group two] 

 

3.4.5 Assessing for rehabilitation potential 

The assessment of rehabilitation potential was said to require an iterative approach 

which embraced holism and was delivered by a multi-disciplinary team.  

 

3.4.5.1 Iterative 

A common view held amongst participants was that rehabilitation potential should 

not be considered as a ‘one-off’ assessment. An iterative approach allowed for the 

complexity and fluctuations of frailty and dementia to be explored so that potentially 

life-changing decisions were not made at a single time point. 

“They've had this acute event and they have been in bed for a week 

because they have had really bad pneumonia or whatever and they are 

already teetering on the edge of not doing much for themselves because 

they are used other people doing it for them…we haven’t given them a 

chance and that is constricted by the limitations of the time that you 

have.” [Geriatrician three, group three] 

This was reported to be especially important during the acute phase when 

individuals were still receiving treatment for underlying infections or medical issues. 

Assessments during this time were felt to produce an unfair representation of 

abilities and potential. Iterative assessments provided an opportunity to build 

relationships with patients, carers and families who were viewed to be critical for 

successful rehabilitation outcomes. This approach allowed rehabilitation response or 

carry-over to be assessed and an understanding of individuals’ ability to participate. 

“You need carryover…it is something you need to happen where 

somebody, ok we agree a goal and that person carries on agreeing to 

work towards that goal.” [Physiotherapist seven, group four] 
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Participants expressed concerns that this approach was not always feasible in the 

hospital environment where clinicians were asked to make rapid and complex 

decisions whilst under pressure to maintain system flow. 

“By day five or six you have got to start deciding…You have pressures 

from management who say to you that they are medically fit, why are 

they still here.” [Geriatrician two, group two] 

In these instances, some participants described a screening approach to 

rehabilitation potential and organised for additional community-based assessments 

following discharge from the acute hospital. This was often found to be challenging 

to implement in practice and participants reported being unsure if this actually 

happened. 

 

3.4.5.2 Multidisciplinary Team Working 

The majority of participants agreed that rehabilitation potential assessments should 

be made by a multidisciplinary team, where clinicians spoke of using their 

complementarity of multiple and overlapping skill sets to understand patients’ 

abilities and likely rehabilitation prognosis. 

“I have more of an MDT approach and talking to each other and more 

effective communication between clinicians, sharing of information and 

having a more holistic approach.” [Nurse one, group five] 

A few participants questioned whether decisions on rehabilitation should be taken 

by the team, believing that functional prognosis and disease trajectories were the 

specialist preserve of medical staff. 

“If you have sort of a prognosis or as a physician we have a functional 

prognosis, we take into account the co-morbidities, the severity of the 

disease or the severity of the stroke, or the hip fracture or whatever.” 

[Elderly Care Physician four, group four] 

A number of participants stated that involving other healthcare professionals in the 

assessment process meant they were better able to explore and understand 

patients’ previous response to rehabilitation. For example, had they been previously 
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‘compliant’ with a programme of rehabilitation and motivated to continue with 

rehabilitation outside of the therapy session. Liaising with community-based 

clinicians enabled previous rehabilitation response to be established. This was often 

found to be problematic in the acute hospital setting due to time pressures and 

navigating complex service structures. 

“One of the things I have done before is ringing up the community 

services and go “I know that you have tried to rehab them two months 

ago, how did they get on?” Whether they engaged in rehab then and if 

they can tell if they weren’t engaged why what was going on in their life, 

like their dog could have died and they have totally blacked out and 

stepped away and don’t want to rehab and they are in a different place 

now. But it all adds to the picture about what they were like last time in 

rehab.” [Occupational therapist one, group one] 

This opinion was challenged by other members of the public. They reported that 

their relatives had been unfairly labelled as non-compliant, having no rehabilitation 

potential, as a consequence of ill health or continued recuperation from their 

hospital stay. 

“[Referring to her mother going into hospital] The hospital was adamant 

that they weren't going to let her out until she could walk. We were told 

she wasn’t ‘compliant’. She was adamant she wasn't going to walk and 

we tried very hard to tell the hospital that she would walk if she got out. 

They sent her home, she got out of the ambulance and walked in.” 

[Member of public five, group five] 

 

3.4.5.3 Holism 

Assessments of rehabilitation potential were said to involve a range of key 

components which addressed the patient’s complex and holistic needs. These 

included: medical, functional, environmental, social, psychological and advanced 

care planning. 
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1. Medical 

Participants spoke of assessing previous and current co-morbidities, providing an 

accurate picture of what could be changed and managed. This informed clinical 

decisions on likely prognosis of the acute episode, underlying conditions and the 

proposed rehabilitation programme. 

“We take into account the comorbidities, the severity of the disease.” 

[Elderly Care Physician four, group four] 

This was viewed as being particularly challenging in the hospital where questions 

arose when participants considered general declining abilities associated with frailty 

versus the impact of acute illnesses. 

“How do we distinguish between general decline and when somebody 

comes out of hospital, what their potential is? You’ve got comorbidities 

that have an impact on function, it is a fine balance.” [Occupational 

therapist five, group three] 

“You would assess… the diagnoses and the symptoms and you will know 

something about those diagnoses and the trajectory and how things 

have changed. So, for example, you might know certain things about 

motor neurone disease or dementia, you’re not going to get better. You 

might know that somebody who is deteriorating very rapidly with cancer 

is not going to get any better. So, you know that if somebody has got 

pain and you treat it successfully, they’re going to be able to do more or 

if you treat heart failure, they’re going to do more.” [Geriatrician one, 

group two] 

 

2. Psychological 

Participants reported that mental health, cognition, attention, capacity and insight 

were core components of rehabilitation potential assessments which may impact on 

engagement, retention of information and rehabilitation outcome. 

This domain was particularly pertinent for those with diagnosed dementias and 

delirium. Cognitive assessments included formal tests such as the Montreal Cognitive 
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Assessment (MoCA) along with more functional approaches where abilities were 

informally assessed and observed. A narrative and solution-focused approach was 

adopted, whereby reversible factors were explored and managed using adaptive 

strategies. 

“I might take them into the kitchen and say spoons, cups, kettle and they 

forgot because their memory isn’t that good, but that doesn’t matter at 

home. Testing problem solving, identification and initiation…because if 

they can’t remember where things are in my hospital kitchen that 

doesn’t matter at all so long as they can orientate at home.” 

[Occupational therapist one, group one] 

Other participants felt that the hospital environment was not conducive to in-depth 

assessments of cognitive and psychological abilities. 

“We don’t assess [cognition] well, we screen in acute hospital…I think it’s 

better than we used to be, we’ve got the MoCA, but I think we continue 

to miss the invisible.” [Occupational therapist six, group four] 

In those with communication and cognitive difficulties, understanding behaviours 

was reported to be essential. 

“People’s behaviour isn’t always what you think; for example, 

aggression, it may just that they are in pain.” [Nurse one, group five] 

Within this theme, mental health featured strongly from the majority of participants. 

Mood was said to affect rehabilitation potential, participation and engagement in 

rehabilitation. 

“Peoples moods and their attitudes, how they are feeling…they don’t 

often feel in control when they’re in hospital.” [Occupational therapist 

four, group three] 

Participants reported that assessments of rehabilitation potential sought to 

understand if disinterest or a lack of engagement in rehabilitation was due to mood, 

the environment or patients ‘giving up’. It was said to be essential to understand 

those conditions or situations which could be effectively managed. 
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There was a strongly held belief that the presence of dementia should not be a 

barrier to an individual having rehabilitation potential, whereby specialist 

knowledge, adequate time and resources would enable individuals to participate and 

respond to rehabilitation. 

“Having some awareness on how to cope effectively with each individual 

patient is very individual, but it needs someone with skills to do that in a 

more effective way. And maybe some people are frightened of it and 

saying how do we deal with this, and there is a label attached to people 

with dementia isn’t there.” [Nurse one, group five] 

Reconciling these challenges alongside limited resources often led clinicians to seek 

out specialist skills and question the evidence base for rehabilitation for people living 

with dementia and other cognitive impairments. 

“If somebody with dementia, can you train somebody with dementia and 

the easy answer is no you cannot train somebody with dementia they 

cannot learn. But we know there are new techniques for training persons 

so the definitions or instruments used for this rehabilitation potential 

assessment are also changing on what you know and what you can do.” 

[Elderly Care Physician two, group four] 

 

3. Social 

This study found that patients’ social circumstances should be considered in 

rehabilitation potential assessments. This was deemed to be poorly explored by 

members of the public who took part in the study. They felt that clinicians rarely 

asked them about their ability to support programmes of rehabilitation for their 

relatives. However, some clinicians disagreed, stating that family involvement was 

essential in achieving favourable outcomes and was a core component of their 

practice. 

“Hobbies, clubs, that social support...who is the family? Are they able to 

support and are they willing? It might be that the family just aren’t able 

or willing to support the rehabilitation.” [Physiotherapist seven, group 

four] 
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There was a strongly held belief that gaining an in-depth social assessment was more 

feasible in the community setting when acute ill health and organisational pressures 

were less pronounced. 

 

4. Environmental 

The majority of participants reported that understanding an individual’s usual place 

of residence was required. Clinicians considered housing type, access, adaptations 

and how individuals interacted with their home environment as essential 

components of rehabilitation potential assessments. 

“Independent and safe within that home environment…what type of 

support or package of care do they need to promote their 

independence?” [Occupational therapist four, group three] 

However, limitations of what could be achieved in the hospital environment featured 

strongly in accounts. 

“Just because you go up and down stair, four steps, four times, does it 

mean that I can replicate a terraced house?” [Physiotherapist five, group 

three] 

 

5. Functional 

Participants said that they considered current and previous activities of daily living, 

transfers and mobility in their assessments and how strength, balance, posture, 

sensation and communication affected function and independence. Rather than 

formally testing abilities, a functional and personalised approach was found to 

prevail. 

“I will not do a lot of abstract things like muscle strength or balance 

testing, I will just get them to move around and see how they are. I can’t 

say out of five how strong their quads are, but that would suggest that 

they can stand without barely using their arms, that they have pretty 

decent leg power.” [Physiotherapist one, group one] 
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This approach was said to be even more important when assessing function in the 

presence of cognitive impairment. 

“I tend to have a functional approach. I think it’s more about not having 

as many prompts, allowing them, an automatic response. Let them show 

you what they can do without bombarding them with instructions.” 

[Physiotherapist two, group one] 

Participants spoke of obtaining this information through direct assessments but 

reported that family members, carers and community providers were able to provide 

more detailed information, particularly in regard to previous abilities and response 

to previous rehabilitation programmes. 

“Gathering information from people around them, the nurses, the MDT, 

any family is really important…. what was normal for that patient and 

what we are trying to get back to.” [Occupational therapist six, group 

four] 

However, community-based participants, stated that they were rarely asked by 

hospital staff what an individual was able to do prior to admission and were seldom 

involved in the rehabilitation potential decision making. 

“We are the people that are going into persons homes multiple times a 

day, day after day and we see changes. If we could have just more joined 

working and think…. what is the best route for this person and 

realistically what are the goals, what are the outcomes?” [Social worker 

one, group two] 

Clinician participants were quick to highlight that it was not just about how patients 

performed during their assessments, but also about the consistency of achievement 

and clinical presentations over a 24-hour period. Liaison with nursing staff was 

therefore viewed as essential in obtaining a comprehensive view. 

 

6. Planning for the future 

Participants stated that discussing and planning for declining abilities was bound up 

in the concept of rehabilitation potential, specifically when to offer rehabilitation and 
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when to stop. This was frequently described in terms of advanced care planning. 

Often rehabilitation potential was framed by individual narrowing horizons for 

improvement and in helping individuals and families come to terms with and plan for 

declining functional abilities. 

“It’s about narrowing horizons and trying to be there first…I am always 

looking for equipment they need plus six months from now. They don’t 

need a back doorstep now, but it’s worth putting in place now because 

inevitably they are going to need it.” [Physiotherapist one, group one] 

In this situation, the opportunity to try rehabilitation was seen as critical in the 

process of accepting decline and then providing support and planning for future care 

and choices. 

 

3.4.6 Overarching themes 

A number of overarching themes emerged which allowed rehabilitation potential to 

be understood and operationalised in clinical practice. These will be considered in 

the following section. 

 

3.4.6.1 Communication 

A common view amongst participants was that effective communication with 

patients, family members and the MDT both within the hospital and community 

setting was critical to decisions on rehabilitation potential. Understanding patient 

needs and wants was established through open and honest discussions which 

enhanced motivation, participation and rehabilitation outcomes. 

“It’s back to that fundamental question ‘What do you want from this, 

what’s important to you?” [Physiotherapist seven, group four] 

Patient participants in the study reported that this allowed their priorities to be 

addressed, which may not have been immediately apparent to treating clinicians. 



 

110 

 

“A couple of questions of what is most important to me and I would have 

said my eyesight and then that should have set off actions to help me 

with that.” [Member of Public Three, group Four] 

Some interviewees argued that clinicians’ involvement of patients and family 

members could lead to delays in hospital discharges and rehabilitation which was not 

required. Some felt duty-bound to offer rehabilitation, especially in the hospital 

setting where recovery was less certain. 

“I get complaints…which you are not going to fix my mum, actually I'm 

just trying to be realistic with you because I am all very much about 

quality-of-life for that individual, not just about what the relatives 

want.” [Occupational therapist five, group three] 

Robust communication with members of the MDT both within the hospital and 

community settings was reported to provide further information on patients 

premorbid abilities, motivation and response previous rehabilitation, which informed 

rehabilitation potential decision-making. 

“I ring community services and ask; I know that you have tried rehab two 

months ago, how did they get on?” [Occupational therapist one, group 

one] 

 

3.4.6.2 Clinical experience and expertise 

A recurrent theme in the focus groups was a sense that clinical experience influenced 

decisions and understanding of rehabilitation potential. Participants reported 

drawing on previous clinical cases to help inform their decisions on whether an 

individual would benefit from rehabilitation. 

“One of the things about having professional therapists, doctors and 

nurses is that they can use professional judgement, negotiate goals, use 

their experience of the research base to work out what might help solve 

problems.” [Geriatrician one, group two] 

 A number of participants stated that more senior clinicians were better equipped to 

recognise patterns and benefit. However, one participant noted that their lack of 
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experience meant that they would overestimate and refer people for further 

rehabilitation. 

“When I was more junior, I thought I could fix everything…but in a sense 

that’s ok, they are not going to miss anything, always err on the side of 

caution.” [Physiotherapist one, group one] 

However, some participants felt that all patients should be offered the chance for 

rehabilitation as it was impossible to predict who would improve and identify those 

who needed additional time to recover from an acute event. 

“If I am assessing somebody in the hospital, I always need to give them 

more chance. So even if they have an unsuccessful period of rehab…Even 

people who are functionally well don’t always perform well under an 

assessment in hospital.” [Occupational therapist one, group one] 

This was said at times to cause conflict with family members and carers who 

reported feeling unsure why rehabilitation was stopped or not offered. 

“They don’t really have to take any notice of what you are saying, they 

say it was their duty of care, we are acting on best interest.” [Member of 

public five, group five] 

Assessments completed on specialist geriatric wards were believed to lead to more 

holistic and patient-centred models of rehabilitation potential. Individuals who had 

been written off or labelled as having ‘no rehabilitation potential’ were said to be 

more likely to be given another chance. Here they would receive specialist 

techniques delivered by a multi-disciplinary team such as behavioural and cognitive 

management strategies, functional approaches to assessment, facilitating greater 

involvement in rehabilitation assessments. 

“You will see people coming from a non-specialist ward, non-geriatric 

minded wards and then they would be move to a geriatric ward and the 

ethos we have, let’s give them another chance….the attitude makes a 

big difference with how you look at these people, who are people.” 

[Geriatrician three, group three] 
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Less experienced or non-specialists were deemed more likely to label someone as 

having no rehabilitation potential and deny them access to rehabilitation 

programmes. 

 

3.4.6.3 Setting 

Participants drew on experiences from working and receiving rehabilitation in both 

the community and hospital setting. The nature of the hospital setting was 

frequently referred to by participants, whereby patients were said to be at a 

disadvantage from the structures, processes and practices imposed on them by the 

institutional nature of the hospital setting. This was viewed, by some, as prematurely 

deeming individuals as having no rehabilitation potential. 

“Are they taking on a patient role, am I allowed to do things more? Am I 

allowed to walk to the toilet on my own or dare I not press the buzzer 

but also, you know do we encourage them, do we with all the risk 

enablement and risk… there are so many things against falls are we 

putting constraints in. Are we forcing people into that pattern of not 

doing much during that admission and then we are assessing going, well 

they haven’t done anything have they? We might have told them to sit 

and not move and not get up without anyone, so no, there’s no rehab 

potential now.” [Occupational therapist one, group one] 

Older people living with dementia were viewed as being at a particular disadvantage 

in terms of assessing rehabilitation potential due to unfamiliar layout and staff in the 

hospital setting. This meant that their ability to participate and perform in 

rehabilitation assessments and programmes was compromised by a strange and 

frightening environment. 

“It is so alien on a ward, it is so frightening on the ward, isn't it? 

Especially when you are frail and elderly…And if you have dementia, and 

you've got hearing problems and seeing problems, it's all compounding.” 

[Member of public four, group five] 

A recurring theme from the data was a sense that the hospital environment was not 

the optimal place to make decisions on patients’ rehabilitation potential.  Particularly 
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revealing is how participants reconciled the need to assess rehabilitation potential in 

the hospital setting whilst recognising that they were not seeing the individual as 

they truly were. Physiotherapist one, who worked in community rehabilitation 

services, spoke of the advantages of working with patients repeatedly in their own 

environments to build up a picture of their true rehabilitation potential. 

“That’s what I like about working in the community because you’ve got a 

picture into their life and their house because every old man in a hospital 

gown looks the same. I was with this chappie and he had all these books 

on the wall, really big all about politics and I thought he had cognitive 

problems and I said to his wife “your husband hasn’t always been like 

this?” and she said he was bright, quite the brightest and that was why I 

married him. Oh, that explains it because when someone did the 

cognitive tests, he only scored one mark below average, but his average 

was way above. But if I was a physio in hospital, I don’t think I would 

have got that clue I would have just had him in his pyjamas by his bed 

the same as everybody.” [Physiotherapist one, group one] 

True rehabilitation potential was said to be only fully uncovered once the individual 

had recovered from the acute event which brought them into hospital, whereby the 

community, rehabilitation units or usual place of residence were said to be the ideal 

place to establish both current and previous abilities and establish participation, 

motivation and measured changes in rehabilitation outcomes. 

“People’s moods and their attitudes and how they're feeling about 

themselves is very different when they are in the hospital environment, 

when they're in somewhere that the feel in control because people don't 

feel in control when they’re in hospital often, some people perhaps do. 

But people are sort of disempowered. So actually, the environment 

where you make that assessment of people's potential, I believe is really 

important.” [Occupational therapist four, group three] 

Physiotherapist five believed that everyone had some form of rehabilitation 

potential but that this differed between individuals and what they needed to achieve 

in a specific setting. 
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“Everybody has potential. What the potential is, is determined by what 

activities they need to do. My potential is different from your potential.” 

[Physiotherapist five, group three] 

 

3.5 Discussion 

The key findings from this study suggest that rehabilitation potential is a complicated 

phenomenon, involving complex and nuanced decisions. Participants spoke of 

predicting rehabilitation benefit and response based on a number of factors whilst 

seeking to balance patient and carer needs and wants with service availability. They 

asked would it work? Was it wanted? Was it available? These themes will be 

discussed in this section, along with the strengths and weaknesses of the study 

design and a conclusion. 

In understanding who would benefit from rehabilitation, participants sought to 

understand the interplay between rehabilitation effectiveness, recovery from acute 

illness and the projected trajectory of underlying conditions. The literature identified 

in chapter two highlighted that rehabilitation potential was binary (129, 130, 134, 

187, 201, 225) but this approach failed to take into account the fluctuations and 

complexities of frailty. These findings are supported by this study where 

rehabilitation potential was said to be dependent on the context and timing of the 

assessment in the recovery trajectory. In exploring rehabilitation potential amongst 

stroke survivors, rehabilitation potential in post-stroke recovery has been found to 

be time-specific, individualised, where approaches to assessing rehabilitation 

potential should be flexible across acute and community settings (145) . In order to 

inform decisions on rehabilitation potential and future rehabilitation programmes, 

participants sought to gain a comprehensive picture of patients underlying 

comorbidities and active medical conditions. These factors are central to practice 

which ascribes to holistic person-centred care, including CGA models of care and 

rehabilitation practice (67, 94). 

Trials of rehabilitation which assessed patient participation, motivation and response 

were found to inform decisions on rehabilitation potential and carry-over. These 

findings are consistent with those of Burton et al. (145) and Longley et al. (149) and 
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their explorations of rehabilitation potential in stroke survivors, providing clinicians 

with critical knowledge on rehabilitation response and potential. Carryover describes 

a sustained change in abilities and benefits during rehabilitation (149). Burton et al. 

(145) found that decisions on rehabilitation potential in stroke survivors were 

informed by observations of carry-over and functional gain, recommending that 

patients should have opportunities to demonstrate their rehabilitation potential by 

participation in therapy. Similar findings emerged in this study where participants 

reported challenges in predicting the rehabilitation potential amongst those with 

permanent and temporary cognitive impairment. In relation to people living with 

dementia, low rehabilitation potential and motivation have been suggested as 

significant factors for poor carryover and rehabilitation outcomes (277). Goodwin 

and Allan (77) propose that such assumptions are not based on evidence, rather on 

clinicians’ preconceived expectations of what individuals with dementia are capable 

of achieving. Participants in this study reported that geriatric expertise in managing 

complexity and cognitive impairment meant they were more likely to provide 

rehabilitation for this population. The development of specialist frailty roles and 

teams have been cited as key developments in meeting the needs of this population 

(111) and may go some way to address these challenges, in unison with further 

research into frailty rehabilitation and rehabilitation potential. 

The results of this study indicate that knowledge of comorbidities and current 

conditions were critical in informing decisions on rehabilitation potential. However, 

comorbidity alone can be a poor guide in determining risk for adverse health 

outcomes (241). Previous research has shown that cognitive function, nutritional 

status, living alone and mood are strong predictors of rehabilitation outcome 

amongst older people (222, 238). Participants in this study reported assessing many 

of these factors in relation to rehabilitation potential. Research into rehabilitation 

potential in stroke (145, 148), acquired brain injury (147) and generic inpatient 

rehabilitation (70) have also highlighted the need for a greater understanding of 

current and underlying medical conditions. 

Critical to the overarching theory of rehabilitation potential was the concept of 

benefit. This study found that participants conceptualised frailty rehabilitation which 

sought to either regain, improve or maintain function, or slow the rate of decline. 

Solutions or strength-based approaches were said to be preferable for those for 
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whom improvement was neither feasible nor desirable. Strength-based approaches 

describe a collaborative process where the individual is supported by services which 

seek to draw on their strengths and assets (278). Strongly rooted in social work 

models of practice, this approach has been suggested for managing the challenges of 

system-wide healthcare transitions amongst older adults post hip fracture (279). 

However, there remains a lack of evidence to inform how strengths-based 

approaches can be implemented into wider geriatric rehabilitation practice. 

Predicting recovery in older people living with frailty following a period of acute ill 

health is challenging (235, 236). Cameron and Kurle (65) suggest that such questions 

depend upon the conceptualisation of frailty as either a temporary or permanent 

state, whereby rehabilitation is likely to lead to improved abilities if conceptualised 

as temporary. However, a major problem with this conceptualisation of frailty is that 

whilst the physical decline associated with an acute event may be reversible, the 

reversibility of the ‘frailty’ itself is less certain. Clinicians need to be cognisant of 

these distinctions to address them in a sufficiently nuanced way. These contrasting 

concepts of frailty were identified in participants’ responses where they wrestled 

with understanding what could be improved with rehabilitation or when adaptive 

and palliative approaches were required. Whilst approaches that seek improvement 

in function and quality of life have predominated geriatric literature (3) , there are 

suggestions that palliative approaches to rehabilitation could help address the 

clinical implications of these differing approaches (52, 79, 241). Further research is 

required to understand the role that rehabilitation may play in reversing frailty. 

Participants in this study drew on the frailty evidence base to understand if 

rehabilitation potential would be realised. Evidence-based practice (EBP) is the 

conscientious and judicious use of current best evidence in conjunction with clinical 

expertise and patient values to make decisions about the care of individuals patients 

or delivery of health services (280). Relevant and valid research should be used, 

which informs knowledge of the effects of rehabilitation programmes, the potential 

for harm, the accuracy of diagnostic tests and predictive power of prognosis (281). 

Frailty rehabilitation research is in its infancy and many of the studies which 

healthcare professionals draw their evidence from are not frailty specific. The 

absence of consistent definitions of frailty in rehabilitation trials, which have 

predominantly focussed on the older frail population may, therefore, be insufficient 
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in providing healthcare professionals with the evidence they require to make 

complex decisions in this population (282). 

Motivation and patient participation were found to influence decisions on 

rehabilitation potential. Motivation for rehabilitation influences participation and 

success in terms of physical functioning (193, 246, 283), enabling individuals to 

become active partners in geriatric rehabilitation programmes (241). Motivation 

featured in definitions of rehabilitation potential identified in chapter two (69, 70, 

134, 193) so appears to be a critical component of assessing an individual’s 

rehabilitation potential. Exploring an individual’s motivation, emotions and goals 

allows for an understanding of how they will react with rehabilitation programmes 

(246), whereas prognosis or prediction considers variables and outcomes. Bean et al. 

(241) suggest sustained motivation is so critical to successful rehabilitation that it 

should be added to the 5 M’s of geriatric care (Mobility, Mind, Matters, 

Multimorbidity, Medication) to become the 6M’s with the addition of motivation. 

Further research is required to inform how motivation for rehabilitation is assessed 

and sustained in frailty rehabilitation. 

Another important finding was that by asking individuals ‘what is important to me’, 

study participants were able to set goals and seek to tailor rehabilitation 

programmes which were relevant and applicable to the patient and family members. 

Developing goals which were patient-centred was said to influence motivation and 

participation. Patient and family expectations and an ability to formulate goals have 

been cited as important components of decisions into rehabilitation potential in 

stroke and ABI populations (147, 149). However, the lack of empirical evidence 

informing goal setting in the clinical setting (284) and questions around the efficacy 

of goal setting leading to improved outcomes (285) raises uncertainty about the role 

of goal setting in frailty rehabilitation. 

Although there is compelling evidence for predictive factors into rehabilitation 

benefit and outcome, this study suggests that clinicians also take into account the 

availability of rehabilitation resources when making decisions about rehabilitation 

potential in frail older people. These findings are consistent with other studies into 

rehabilitation potential in stroke and ABI (145, 147, 149) and geriatric rehabilitation 

(70, 193). This is further confounded by healthcare expenditure which has largely 

remained stagnant or contracted and the growing numbers of older people with 



 

118 

 

complex needs. These factors lead to significant pressures on health and social care 

systems in which clinicians must make evermore rapid and complex decisions. 

Clinicians can find the task of identifying rehabilitation potential challenging in an 

environment where ‘noise’ can interfere with clinical judgements (76). Enderby et al. 

(76) propose that resource availability is one factor that produces ‘noise’, which 

yields little relevant information but influences the transaction of rehabilitation 

potential decision-making. 

These factors present clinicians with further challenges in deciding who should 

receive rehabilitation interventions and may result in rationing of healthcare services 

(77). Participants in this study spoke of the ethical dilemmas they faced in navigating 

decision-making in frailty rehabilitation. These ethical challenges can be better 

understood using Beauchamp and Childress ethical principles of autonomy, 

beneficence, non-maleficence and justice (286). This study found that participants 

respected decision-making capabilities of autonomous individuals but spoke of the 

challenges they faced when dealing with individuals with either permanent or 

temporary cognitive impairment. The importance of justice also featured strongly. 

Participants wrestled with the desire for equality of access to rehabilitation for their 

patients, regardless of age, cognition, degree of frailty or burden of comorbidity, but 

this was tempered by the knowledge that resources were limited and had to be 

rationed where need and benefit were perceived to be the greatest (287). Similar 

findings by Lam  Wai Shun et al. (147) and Burton et al. (145) outlined the ethical 

challenges clinicians faced in rehabilitation potential decisions in terms of resource 

allocation. Age-based rationing of services presents practical and ethical challenges 

in terms of prioritisation and allocation of services for service users, providers and 

commissioners. 

Further guidance is required to support clinical decision-making which recognises 

and embraces the ethical challenges of health resource allocation in relation to 

frailty. This study suggests that clinicians need to be more cognizant of how such 

factors influence and shape their decision-making and how these are communicated 

to patients, families and carers if a true shared decision-making approach to care 

which embraces the four principles is to be achieved. 

These results need to be considered along with the strengths and limitations of the 

study. 
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3.5.1 Strengths 

A key strength of the study was that the recruitment and sampling strategy allowed 

for community and hospital-based clinicians to be recruited. This included the 

opportunistic recruitment of Elderly Care Physicians from the Netherlands. The 

mapping review presented in chapter two had revealed that rehabilitation potential 

was a concept not isolated to the UK and so the inclusion of Dutch participants 

increased the generalisability and transferability of the findings through wider 

insights into rehabilitation potential in different healthcare systems. Additionally, it 

provided the opportunity for deviant accounts and constructs of rehabilitation 

potential to be explored. 

The heterogeneous nature of the groups, which included members of the public and 

older adults, meant that new insights were obtained into rehabilitation potential in 

frailty. The group composition embraced the wide range of clinicians and patients 

involved in the phenomena of interest but still allowed for meaningful group 

contributions. 

Skilled facilitation is an essential prerequisite for successful focus groups (253, 254, 

258) and can affect the validity and reliability of findings. In order to support and 

develop the study teams’ facilitation skills, a specialist focus group and PPI facilitator 

observed preliminary groups, providing feedback on the style and effectiveness of AC 

and MK. These findings were integrated with reflexive diaries and informed the 

development of a supportive and inclusive approach to facilitation in subsequent 

groups. As a member of the public, MK provided a differing perspective on group 

dynamics and possible social power issues. 

The interview schedule was reviewed by members of a local PPI group and 

supervisory team to ensure that it was clear, non-judgemental and fit for purpose. It 

was designed to support flexible and organic discussions on rehabilitation potential 

and provide structure to ensure objectives were met in a timely manner. 

A strength of this study was the involvement of a PPI member in data collection and 

analysis. PPI involvement in data analysis can produce differing viewpoints, thus 

mitigating against one perspective dominating analysis (268).  It has the advantage of 

providing a more grounded and patient-centred approach to intervention 

development and can improve the transferability and credibility of research findings 
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(166). The selection of the Framework Analysis approach enabled PPI involvement to 

be realised, providing a systematic, robust and transparent process of data analysis. 

This approach is particularly suitable for novice research teams and PPI (268). MK 

took part in a specially designed qualitative analysis training programme (169) to 

support her involvement. As a consequence, greater emphasis was placed on patient 

and carer experiences, communication, clinical expertise and the need to foster 

family involvement in assessments of rehabilitation potential. This approach also 

allowed for deductive and inductive coding where new themes, previously not 

considered by the study team, were allowed to emerge from the data whilst enabling 

evidence for intervention development to be generated. 

Researchers and clinicians view the world, their practice and research findings as 

professionals, as well as bringing personal experiences and beliefs to play. The 

involvement of MK in data collection and analysis enabled differing insights and 

perspectives to emerge. This enabled the patient and carer voice to have greater 

prominence in the findings and subsequent RePAT intervention. MK focused on 

patient experience and the role of carers in rehabilitation assessments and 

programme, compared to the technical aspects of rehabilitation practice by AC. This 

approach during the analytical process meant that cross-cutting themes of 

communication, training and expertise and supporting family member’s involvement 

in rehabilitation were developed by virtue of this relationship. Other studies have 

similarly found that lay involvement has identified themes which would otherwise 

have been missed without their input in the analysis process (167, 274). As a shared 

understanding of the data emerged, a clear, unambiguous and jargon-free coding 

framework was required. Further considerations on the role of PPI in data collection 

and analysis can be found in Cowley et al. (169). 

Complex phenomena of interest and heterogeneous focus groups often demand 

greater sample sizes to achieve data saturation (263). Failure to achieve data 

saturation can affect content validity (288). This study involved both cases. Data 

saturation was achieved in this study, where no new themes emerged after the 

fourth focus group. This is in line with the earlier presented evidence by Guest et al. 

(263) who proposed that 80% of analytical themes were found within two to three 

focus groups and 90% within three to six. 
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3.5.2 Limitations 

The recruitment strategy may have led to selection bias due to the absence of 

participants with cognitive and communication impairments which frequently 

manifest amongst older people living with frailty. Selection bias occurs if the 

characteristics of the population differ from those of the wider population of interest 

(255). However, members of the public recruited described themselves as carers or 

family members of people living with dementia and hence provided experiences of 

rehabilitation potential in relation to this population. 

Focus groups should have clear and targeted topic guides which address the 

phenomena of interest if not, then they risk becoming unfocused (254). Results from 

the mapping review (chapter two) highlighted that rehabilitation potential was 

poorly defined and diverse phenomena which had received a limited examination in 

terms of frailty. Participants in this study drew from a range of clinical experiences 

specific to frailty, stroke, cancer, long term conditions and generic rehabilitation 

practices. Finch et al. (257) propose that tangential discussions in focus groups are 

inevitable and have the advantage of leading to new insights which may not have 

been considered by the research team. These potential limitations were moderated 

through skilled facilitation, a topic guide and reflexivity, enabling the original aims 

and objectives to be achieved. 

Focus groups with heterogeneous membership were selected to stimulate group 

discussion and obtain new insights into rehabilitation potential. There was a risk that 

senior clinicians dominated discussions and members of the public or junior 

clinicians’ contributions were suppressed. It is recognised in the literature (260) that 

the composition of groups is an important consideration, as significant imbalances of 

power and status can affect contributions. The less powerful or those of lower status 

may defer their opinions to the more powerful/higher status. Thus, creating space 

for all participants to contribute is essential. Group facilitators should guide 

discussion dynamics to address dominant participants and encourage reticent 

members to contribute (257). In this study MK and an expert in PPI facilitation 

observed group dynamics, verbal and non-verbal signs to manage group 

contributions and direct specific questions to empower quieter members of the 

group. MK and AC met after each focus group to discuss group dynamics and 
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reflexive diary accounts were incorporated into the final analysis. Group discussion 

rules were used to manage participants’ expectations and outline behaviours (257). 

Participants’ responses and involvement in group discussions may have been 

influenced by existing relationships with other participants and the study team. 

Participants may have been reluctant to express beliefs that were contradictory to 

other group members. A number of actions were employed to mitigate the effects of 

strong personalities and ‘group think’ (258). As mentioned earlier in this chapter, a 

priori group rules and careful facilitation which did not seek to confirm or judge 

individuals’ responses (253) were used. Reflexive accounts, along with the repeated 

listening of audio recordings with MK, sought to identify the effect of group 

dynamics as well as the impact of self upon the findings, enhancing the credibility 

and dependability of the study findings. 

An unexpected result was that the members of the public in group five assumed 

greater power. Participants may feel rebuked by dominant participants (257) for 

expressing non-conforming opinions. The lone clinician was observed defending 

clinical colleagues’ actions and decisions, often seeking to justify why they had made 

certain choices or adopted certain behaviours. It is unclear if that was due to group 

composition or due to the small group size. Focus group five comprised of four 

participants. It has been argued in the literature that small group sizes can lose the 

benefits of a group process (i.e. when ideas are triggered by others) and instead 

become more a collection of individual interviews. This is especially a risk if groups 

are composed of individuals of different status (260). 

Qualitative research recognises that the researcher is inextricably linked to the world 

they study. AC’s personal experience and profession may have influenced the 

thematic analysis and introduced biases into the findings. This was mitigated by the 

process of reflexivity, which sought to integrate these insights into the analytical 

framework and by the inclusion of MK as a lay co-investigator. 
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3.6 Conclusion 

This focus group study suggests that rehabilitation potential encapsulates complex 

decision-making processes where clinicians make clinical judgements on an 

individual’s ability to benefit from a targeted rehabilitation programme. Previous and 

current comorbidities and abilities are assessed by an MDT who use a holistic and 

individualised approach to care. Clinicians, in partnership with patients, carers and 

family members sought to prognosticate on the likely outcome and benefit that 

rehabilitation programmes would have on individuals’ health, function and well-

being. At the heart lay the need to understand individuals’ needs, wants and 

motivation for participation in rehabilitation programmes. 

Participants believed that everyone had some form of rehabilitation potential, but 

this was dependent on their conceptual understanding of rehabilitation and the 

availability of rehabilitation interventions to meet individual needs. There was a 

sense that rehabilitation of sufficient duration, intensity and specialisation was not 

available to meet all patient’s needs. Ethical dilemma’s associated with resource 

availability and allocation featured strongly in participants’ responses and the 

challenges they faced in navigating these in the hospital setting and rationing of 

resources. Perhaps the most clinically relevant finding is that differing beliefs of 

benefit influenced clinicians understanding of rehabilitation potential and its 

operationalisation into clinical practice. 

Clinicians should have a greater awareness of the factors that influence their 

decision-making, trajectories of frailty, recovery and rehabilitation response. By 

asking patients what is important to them, rehabilitation assessments and 

programmes can be identified and developed to meet older people living with 

frailty’s’ complex needs. In making decisions on rehabilitation potential, the study 

found that three key questions were required: will it work, is it wanted and is it 

available. 

Findings from this chapter were synthesised with the mapping review results to 

inform the development of the RePAT intervention, described in chapter four. 
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Chapter 4 – Intervention modelling and consensus 

approach 

Summary 

This chapter presents the development of the theory-driven and evidence-based 

RePAT intervention (Figure 16) in line with MRC intervention development and 

evaluation guidance (91, 104). Data was synthesised from the mapping review 

(chapter two) and focus groups (chapter three) to inform the theory of rehabilitation 

potential and to model the processes and content of the RePAT intervention. These 

were then subjected to a two-step Delphi consensus. Intervention components 

which reached predefined consensus levels were included in RePAT and tested in a 

feasibility study described in chapter five. The theoretical model of rehabilitation 

potential was further refined and presented in chapter six. 

 

Figure 16 - Overall study organogram chapter four. 

 

4.1 Scientific rationale 

As outlined in chapter one, rehabilitation potential is a complex intervention. 

Chapters two and three have shown rehabilitation potential to be poorly defined, 

assessed and measured. In addition, there was an absence of coherent theory 

underpinning the concept. It was therefore the aim of this chapter to model a 

rehabilitation potential assessment tool (RePAT) and provide robust theories 

underpinning the novel intervention. 
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4.1.1 Intervention modelling 

A sound theoretical understanding of how interventions work and their mechanisms 

and processes for change are therefore essential components of intervention design. 

This is sometimes referred to as modelling and forms part of the intervention 

development stage in the MRC framework. Modelling seeks to capture the 

processes, theory, inputs and outputs as well as the content of the intervention. 

Ferrante et al. (289) propose that a model is “an approximation of a real system 

tuned to highlight those behaviours or structural elements affecting significantly the 

pursued purpose.” [p.1391]. 

However, literature on intervention evaluation far outstrips those on intervention 

development and design (99, 100). As outlined in chapter one, the MRC framework 

for complex interventions (91, 104) was chosen to guide theory development, 

intervention design, process modelling and content of the RePAT intervention. This 

framework has been widely used in developing complex interventions for older 

people (105) but has been criticised for lacking detailed guidance on theory 

development, intervention components, contextual and implementation factors 

(100, 105). Bleijenberg et al. (100) argue that a mismatch between intervention and 

implementation context in the MRC guidelines (91, 104) can lead to suboptimal 

treatment success. They propose an iterative methodological approach to maximise 

the MRC guidance to modelling and intervention content which includes 

understanding current practice and process to inform modelling and future 

implementation. 

 

4.1.2 Theory development 

Theory development is a critical component of intervention modelling and design. In 

this thesis, a theory is understood as an assumption made about why an intervention 

works, how it influences the casual chain and how it might work in context (100). 

Complex rehabilitation interventions have been frequently criticised for failing to 

explicitly outline their theoretical assumptions (90). It was, therefore, the aim of this 

PhD thesis to outline the theory underpinning rehabilitation potential assessments. 
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4.1.3 Evidence synthesis and integration 

Evidence synthesis and integration play a key role in intervention development, 

modelling and design. It describes the process of bringing together relevant 

information. It should occur early in the development process, informing 

intervention design, implementation strategy and incorporating theories of change 

which may clarify causal explanations prior to definitive trials (251). This approach is 

in keeping with the overall mixed methods approach to RePAT intervention design 

and evaluation, where data integration occurs at multiple levels and stages. 

Evidence from the mapping review (chapter two) and focus groups (chapter three) 

were integrated to develop the RePAT intervention. A number of different methods 

to synthesise mixed methods evidence were considered including; the triangulation 

protocol (160) following a thread (290) or a mixed methods matrix (159). The 

triangulation protocol was selected as it allowed evidence from the focus groups and 

mapping review to be assessed for differences and similarities and combined to 

address the aims of this component. Triangulation demands that data sets are 

considered for convergence, complementarity, dissonance and silence. Convergence 

describes the extent to which findings agree with each other. Complementarity 

allows multiple dimensions of research to be explored (160) and complementary 

information on the same issues to be identified. Dissonance describes findings which 

appear to contradict each other and plays an important role in theory development 

and exploring causal mechanisms (159). Silence considers where a finding arises in 

one data set only or where there is a noticeable absence (159). This item, unique to 

the triangulation protocol, can lead to new insights (160) which may enhance the 

validity and reliability of findings. Synthesised evidence was then used to build the 

theory and key components of the RePAT intervention. Similar methods have been 

used to develop complex rehabilitation interventions (291, 292). 

 

4.1.4 Consensus approaches 

Whilst these methods provide a robust foundation for intervention development, 

additional approaches were required to enhance the validity of the RePAT 

intervention. Gaining consensus or expert opinion on active components of the 

intervention, processes and underlying theory is recommended (95). A number of 
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different consensus approaches were considered. Face-to-face methods such as the 

Nominal Group Technique or consensus conferences are usually held in one session 

and can generate results rapidly. However, bringing together a group of experts to 

attend can be problematic (293) and participants may be less willing to share 

contrasting viewpoints due to issues with anonymity and group dynamics. The Delphi 

technique was chosen as it allows geographically dispersed participants to complete 

the task at a time convenient to them. It is a well-established method for seeking 

expert consensus on clinical issues, in a quick and cost-effective manner. It uses an 

iterative process of questionnaire completion and controlled feedback (294) to refine 

expert opinion reach consensus on a topic. This approach allows participants or 

panellists to make judgements in subsequent rounds where they can change or 

adapt their responses, providing greater insight into the area of study (295). 

The Delphi method has the advantage over other consensus approaches as it allows 

experts to give opinions without being affected by group dynamics (296). Anonymity 

mitigates against the impact of strong personalities, opinions or authoritative status 

which can predominate during face-to-face group discussions (258). Such an impact 

was deemed to be especially pertinent when considering clinical expertise amongst 

clinicians. Delphi approaches have been widely used in intervention design for 

complex interventions and rehabilitation theory (66, 297, 298). This approach 

allowed components of the RePAT intervention to be tested for agreement 

(consensus) and subsequently refined for testing in the feasibility study described in 

chapter five. 

 

4.2 Aims and objectives 

The overall aim of this chapter was to develop the RePAT intervention and theory 

underpinning rehabilitation potential. 

The specific research objectives were: 

1. To develop the theory and a conceptual model of rehabilitation potential in 

older people in the acute hospital setting. 

2. To synthesise the mapping review and focus group findings presented in 

earlier chapters. 
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3. To design the RePAT intervention. 

4. To subject the RePAT intervention to a two-step Delphi consensus. 

5. To refine the RePAT intervention for testing in the feasibility study. 

 

4.3 Methods 

4.3.1 Theory development and modelling RePAT 

In modelling the RePAT intervention and development of underpinning theories of 

assessing rehabilitation potential, the following components were considered (93, 

95). 

1. Active components of rehabilitation potential assessments. 

2. How the active components work. 

3. Why they might be active components and the effect they may result in. 

4. The right outcome measure that may be used to evaluate the effect. 

5. How active components relate to each other. 

6. Identification of mediators and moderators. 

7. Theories underpinning relations and effects. 

8. Theories and evidence for implementation of the intervention. 

9. Context and processes for implementation. 

Components were populated using data synthesised from mapping review and focus 

group findings presented in chapters two and three. Data were synthesised by AC 

using the triangulation protocol (159, 160) where complementarity, convergence, 

dissonance and silence between the data sets was assessed. This allowed for the 

theory of rehabilitation potential to be produced and active components of a 

rehabilitation potential assessment which included; who, what, where, how and 

why. Intervention components were specified and reported according to the 

Template for Intervention Description and Replication (TIDieR) checklist and guide 

(158). The TIDieR checklist provides a structured account of intervention descriptions 

and design, helping readers judge the reliability of the findings (299). A process map 

and theoretical model for rehabilitation potential were developed. Results were 

reviewed by the supervisory team and then by an expert panel as part of the Delphi 

consensus technique. 
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4.3.2 Delphi 

4.3.2.1 Study design 

A modified two-stage Delphi approach was used to seek consensus on the key 

components identified during the development of the RePAT intervention. Delphi 

consensus statements for the first round were developed from the findings 

generated in the data synthesis and reviewed by the supervisory team for clarity and 

appropriateness. Consensus statements were supplemented with further 

information on content. Nine clinicians, unrelated to the study, tested the Delphi 

questionnaire for functionality and clarity. The clinicians included three 

physiotherapists, three occupational therapists and three geriatricians. This resulted 

in revised consensus statement wording, clarification of key terms and space for 

additional comments. The statements were transferred onto an online questionnaire 

platform. A full copy of the Delphi questionnaire can be found in Appendix L. 

 

4.3.2.2 Recruitment 

Inclusion criteria 

1. Clinical or academic physiotherapist or occupational therapist with ≥ 5 

years’ experience of working with older people within the United Kingdom. 

2. Experience of assessing rehabilitation potential in older people living with 

frailty in the acute hospital setting or delivering rehabilitation to older 

people in the acute, sub-acute or community setting. 

Exclusion criteria 

1. Participants who were not fluent in written English. 

 

4.3.2.3 Sampling framework 

Evidence presented in chapters two and three highlighted that rehabilitation 

potential assessments were commonly delivered by a multi-disciplinary team (94). 

However, in this component, the decision was taken to recruit a purposive sample of 

expert physiotherapists and occupational therapists. In the United Kingdom, Allied 
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Health Professionals frequently take leading roles in rehabilitation decision-making, 

supporting the decision to focus consensus amongst physiotherapists and 

occupational therapists. An expert was defined as a registered clinician with ≥5 

years’ experience working with older people. Previous Delphi studies have used this 

criterion (300). 

 

4.3.2.4 Sample size 

A systematic review of Delphi studies recommended that the final round should 

include 11-25 panellists (301). In order to maintain the rigour of the technique, a 

response rate of 70% should be maintained across rounds. Therefore a sample of at 

least 20 was proposed to take into account attrition over the two rounds and to 

ensure that meaningful conclusions could be drawn from the data.  

 

4.3.2.5 Recruitment 

An invitation letter (Appendix M) was sent to potential panellists who were recruited 

through existing clinical, academic and professional bodies across the UK including: 

EMRAN (East Midlands Research into Ageing Network), the British Geriatrics Society, 

AGILE (interest group for Chartered Physiotherapists working with older people), 

COT SS Older People (College of Occupational Therapy Special Interest Group) and 

citations in peer-reviewed journals identified during the mapping review (chapter 

two). Panellists were asked to contact AC if they wished to take part and were 

emailed a participant information sheet (Appendix N) and an electronic link to the 

first questionnaire. 

 

4.3.2.6 Consent 

Completion and subsequent return of the Delphi questionnaire was taken as 

informed consent. 
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4.3.2.7 Round one 

Panellists were sent a link to the questionnaire via email. They were asked to provide 

information on their clinical, academic and professional background, country of 

practice, place of work, the number of years they had been qualified and experience 

in geriatric rehabilitation. Panellists were asked to rate each statement using a five-

point Likert Scale (302) 0 to 4 (0=completely disagree, 4= completely agree). Five-

point Likert scales are the most commonly used in the research setting and more 

specifically in Delphi questionnaires (255). They have the benefit of reduced forced 

answers by permitting the neutral midpoint answer (303). A free text space for 

additional comments was provided so panellists could justify their responses or seek 

clarification on uncertain statements. This provided further information on the 

theoretical model of rehabilitation potential and the RePAT intervention training 

package. Figure 17 presents an example statement and scoring. 

 

Figure 17 - Example of a question from round one Delphi questionnaire. 
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Panellists were given a period of two weeks to complete the questionnaire with 

weekly email reminders. Panellists remained anonymous to each other, to protect 

anonymity and to mitigate against the impact of strong personalities influencing the 

outcome of the questionnaire. 

 

4.3.2.8 Round two  

Items which did not meet ≥75% agreement were reviewed along with qualitative 

findings and refined for inclusion in round two. Panellists were asked to rate the 

items using the same approach as described in round one. 

 

4.3.2.9 Between rounds analysis 

The Delphi technique seeks to refine expert opinion using an iterative approach. 

Therefore, the results of round one informed the content of round two. The 

following methods were used: 

• A summary of results from round one was presented to the panel. This 

included items which had reached consensus. 

• Statements which reached consensus of ≥75% agreement but language or 

content were deemed to need refining by virtue of open text comments 

were refined through discussions with the study group. 

• Statements that reached consensus of ≥75% agreement in round one were 

removed from round two unless open text comments indicated that 

additional modifications were required. 

• Statements that did not reach consensus by failing to reach ≥75% agreement 

and where open text comments supported the removal or merging of 

statements were removed from subsequent rounds. These were reviewed 

and discussed with the study team. 

• For statements which did not reach consensus, the wording was modified 

and presented to panellists in round two for assessment. Revised statements 

were reviewed by the study team.  
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4.3.2.10 Criteria for success – determining consensus 

A number of different methods for determining consensus have been proposed: pre-

determined number of rounds and levels of agreement, certain levels of agreement, 

central tendency (mean, median, mode), ratings and rankings, interquartile ranges, 

coefficient of variation and post-group consensus (301, 304). In order to enhance the 

validity and credibility of Delphi findings, Diamond et al. (301) recommend that a 

priori criteria for success should be outlined. They were as follows; 

• Statements were included in RePAT if they achieved a consensus level of 

≥75% after two rounds, demonstrated by a score of three or four (strongly 

agree or agree). This is consistent with other Delphi studies (301). 

• Consensus agreement was established by the combined median scores of 

strongly agree and agree. 

• Items were removed from RePAT if they had scored 75% consensus on 

disagree or strongly disagree. 

• Two rounds were proposed. 

• A response rate of ≥70% between rounds. 

Open text data was presented to the panellists in round two as verbatim excerpts for 

items which either did not reach consensus or required refining for round two. 

 

4.3.2.11 Data management 

The consensus study took place on a secure, online questionnaire platform (Online 

Survey formerly Bristol Online Survey). Minimal personal data was collected. 

Electronic data from the on-line questionnaire was stored on a secure, encrypted 

and password-protected personal computer at the University of Nottingham. 

 

4.3.3 RePAT Intervention design and optimisation 

Items which reached ≥75% agreement were included in RePAT. The RePAT 

intervention was developed into a paper-based clinical proforma. The items were 

laid out in a typical clinical document design and supplemented with guidance for 

use during the feasibility study. Further details on the training for the RePAT are 

outlined in chapter five. This was reviewed by MK, PPI member, to ensure that the 
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‘patient voice’ remained present in the assessment tool. Co-design and involvement 

of service users in intervention modelling and design have been highly 

recommended (90, 91) to ensure the tool is fit for the population it is designed for. 

 

4.4 Results 

4.4.1 RePAT Intervention design and modelling 

Results of the intervention development and theoretical underpinning were reported 

using the TIDieR checklist (158). The full TIDieR checklist, which incorporates 

components of the intervention development and testing can be found in Appendix 

O. 

4.4.1.1 Name 

Rehabilitation Potential Assessment Tool (RePAT). 

 

4.4.1.2 Why: rationale, theory and goals 

Data from the mapping review (chapter two) and focus groups (chapter three) were 

synthesised using the triangulation protocol (159, 160) to inform the theory 

underpinning rehabilitation potential and the RePAT intervention. An example of 

data from the triangulation protocol can be found in Appendix P. 

 

The theory behind rehabilitation potential 

Rehabilitation potential was identified as a process which involves complex clinical 

judgement and prognostication on the projected benefits of undertaking a targeted 

programme of rehabilitation. The term rehabilitation potential was used 

interchangeably in the literature to describe three separate concepts. It was most 

commonly used to refer to a prognosis of the likelihood of attainment of 

rehabilitation goals. But, it was also used to refer to a retrospective assessment of 

the extent to which people achieved their rehabilitation goals. This second concept 

was frequently referred to in the literature as rehabilitation effectiveness and 

formed the primary outcome of many of the clinical trials identified in the mapping 

review. Findings from the synthesised data suggested that it was the first of these 
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terms, prognosis and prospective, which is the true definition of rehabilitation 

potential. The second of these concepts (retrospective and deductive) is better 

referred to as rehabilitation effectiveness. These concepts are displayed in Figure 18.  
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Figure 18 - The theory behind rehabilitation potential and similar descriptors. 
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Assessments of rehabilitation potential in older people living with frailty should take 

into account a range of holistic factors which inform decisions on rehabilitation 

prognosis, participation and motivation. These include taking into account physical 

(underlying conditions, diagnoses, acute events, trajectories of recovery and frailty), 

psychological (motivation, cognition, personality, mood, participation) with 

individual needs and wants and availability of support from family members and 

carers. Rehabilitation potential assessments involve clinicians obtaining detailed 

information on an individual’s abilities, diagnoses, motivation and patient 

needs/wants, which are synthesised from differing sources over multiple time points. 

Pre-morbid (past) and current (present) abilities and conditions should be assessed 

and combined with predictions of recovery from acute events, trajectories of 

comorbidities and likely rehabilitation response (future). 

Central to this concept was understanding who was likely to participate, both in and 

outside formal rehabilitation sessions and who could support this. This informed 

decisions on who was likely to benefit from programmes of rehabilitation. 

Findings suggest that the concept of benefit in relation to rehabilitation outcomes, 

effectiveness and success was less certain when applied to the frail older adult 

population. A successful outcome differed according to different stakeholder 

perspectives. At an organisational level, a successful outcome may be a reduced 

length of hospital stay, timely discharge from acute care, reduction in readmission 

rate or optimal use of resources. Clinicians may measure success by agreements on 

an individual rehabilitation potential or by using validated outcome measures. At a 

patient or family level, success or benefit may include changes to function, quality of 

life or social participation. Findings remain uncertain if improvement, delaying or 

slowing the rate of decline, maintaining abilities or managed decline with palliative 

approaches were desirable outcomes. Further research is required to explore the link 

between rehabilitation potential and how its outcome is measured and linked to 

primary research outcomes for future definitive trials. 

 

Rationale – why assess for rehabilitation potential 

Central to the theory of rehabilitation potential lies the inherent belief that clinicians 

are able to identify and predict who is likely to respond to rehabilitation 
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interventions in the face of complexity and uncertainty of outcomes. Preliminary 

evidence suggests that predictive factors such as age, comorbidities, cognition, 

polypharmacy and living alone can predict who is likely to gain positive rehabilitation 

outcomes (40, 222, 238). Pre-morbid abilities inform what an individual is likely to 

return to following hospitalisation for an acute health episode. Loss of self-

sufficiency assessed through ADLs and IADLs may be the first manifestation of 

widespread and general decline in functional abilities (190) and inform predictive 

decisions. 

In order to apply research evidence of rehabilitation effectiveness and benefit into 

practice, clinicians need to be able to identify these factors amongst the noise in the 

acute setting. Contrasting findings were identified in the evidence synthesis. 

Mapping review evidence suggested that there were ‘hard’ indicators which 

predicted outcomes. These included levels of cognitive impairment, nutritional 

status, living alone, mood and frailty (222). In contrast, findings from the focus 

groups suggested that everyone had some form of potential to benefit from 

rehabilitation programmes. Rehabilitation response was found to emerge through 

trials of rehabilitation, enabling carry-over to be identified and measured through 

goal setting. Central to this was the need for assessments to maximise patient, family 

and carer involvement, motivation and participation through person-centred models 

of care. This was found to be especially challenging in the acute setting where ill 

health, unfamiliar surroundings and permanent or temporary cognitive impairments 

affected performance, motivation and capacity to make decisions. 

Findings suggested that non-clinical factors or ‘noise’ were influential on 

rehabilitation potential assessments. This included factors such as resource 

availability, type and responsiveness of services to provide rehabilitation. 

Synthesised findings suggest that clinicians should seek an open dialogue with 

patients and their families about how these factors influence decisions on 

rehabilitation potential. 

 

Goals 

The goals that underpin RePAT were to inform clinicians’ assessments and decision-

making on an individual patients’ rehabilitation potential. The primary outcome 

remains unclear due to the heterogeneity and lack of consistency in how the term 
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was applied in the identified current research evidence. These factors will be further 

explored and reported in chapter five. 

 

4.4.1.3 Components 

Active components of rehabilitation potential assessments were identified from the 

synthesised findings. Assessments of rehabilitation potential were found to largely 

mirror the principles of CGA approaches to care whereby a holistic, iterative, MDT 

and patient-centred approach was required.  

Core components and their inclusion are justified in Table 12. 
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Table 12 - Theory underpinning the RePAT intervention. 

Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in  

Measuring How relates to 
other 
components  

Co-morbidities and 
active medical or 
physical conditions 

Frailty is characterised 
by physiological 
changes across multiple 
systems. Assessments 
of rehabilitation 
potential should 
consider co-
morbidities, acute 
events and their likely 
trajectory and response 
to management and 
rehabilitation. 

Understand what 
is reversible, 
irreversible and 
modifiable and 
informs likely 
outcome.  

Identification of 
number and type 
of comorbidities. 

Changes to 
physical 
conditions 
impact on IADLs 
and ADLS 
required for 
functional 
independence 
and self-
sufficiency. 

Optimisation of 
physical health can 
expedite discharge 
from the acute 
setting, optimise 
function, health and 
well-being. Reduced 
length of hospital 
stay, acute resource 
utilisation, 
independence and 
adverse patient 
outcomes. 

CCI, Edmonton 
Frail Scale, 
Cumulative 
Illness Rating 
Scale, Barthel, 
Geriatric 
Assessment 
Frailty Scale. 

Underlying and 
physical 
conditions impact 
on function, 
social interaction, 
psychological 
abilities and 
ability of an 
individual to 
interact with their 
environments  

Psychological issues 
affecting motivation 
and participation  

Unresolved or under 
managed issues can 
affect information 
retention, motivation 
and participation in 
rehabilitation 
assessments and 
programmes. 
Individuals are often 
optimistic about their 
chances of improving 
with rehabilitation.  

Assessing 
previous and 
current abilities 
by synthesising 
information from 
formal tests, 
patient, family 
and MDT on pre-
admission 
abilities levels of 
motivation and 
participation in 
previous 
rehabilitation.  

Affect 
performance in 
and outside of 
rehabilitation 
sessions. 
Motivation can 
fluctuate. 
Cognition, 
attention, 
communication 
and mood can 
impact on 
motivation and 
participation. 

Unresolved issues in 
the acute setting 
such as delirium, 
unfamiliar 
environment, ill 
health and 
paternalistic 
approach to care can 
lead to premature 
decisions on 
rehabilitation 
potential. 

PRPS, Kemp 
Motivation, 
MoCA, MMSE, 
CPS, GDS, 
Montebello 
Rehabilitation 
factors Score, 
specific mood, 
cognition tests. 

Impacts on 
physical function, 
engagement with 
assessments and 
rehabilitation 
programmes. 
Environment of 
assessment and 
family/carer 
involvement key. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Demonstrating 
participation 

Individuals should be 
given the opportunity 
to demonstrate either 
participation in a 
rehabilitation 
assessment or 
programme. 
Participation is 
essential to engaging 
with programmes of 
rehabilitation. This may 
be especially 
challenging in the acute 
setting where 
individuals are unwell, 
confused and in an 
unfamiliar 
environment. 

 

 

 

 

 

 

 

 

Rehabilitation is 
an active 
partnership 
between service 
users and 
providers. 
Automatic or 
functional 
approaches 
recommended in 
the presence of 
cognitive 
impairment. 

Rehabilitation is 
a process of 
education so 
requires active 
patient 
participation. 

Demonstrate 
ingredients for active 
rehabilitation 
partnership; 
communication, 
engagement, 
motivation and 
involvement. 

PRPS. Informs 
involvement as 
active partners 
across all 
domains of 
assessment. 
Frames 
individuals 
rehabilitation 
aims and plans. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Support needed for 
ADLs 

Recognises that 
individuals may need 
support or provide 
support to others in 
their usual place of 
residence. Helps inform 
what needs, support 
and abilities are 
required to return to 
usual place of residence 
from acute care. 
Family, paid or unpaid 
carers provide essential 
information on pre-
morbid abilities which 
is particularly important 
in the presence of 
cognitive impairment 
and communication 
difficulties. 

 

 

 

 

 

Information 
gathered on the 
social situation 
from patient, 
family, carers 
and other 
agencies. 
Identifies existing 
support 
structures and 
what will be 
required on 
discharge from 
acute care. 

Presence of 
social support 
strongly linked to 
positive 
rehabilitation 
outcomes. 

Social support 
enables individuals 
to return to usual 
place of residence. 
Advocacy and 
support for decision 
making essential in 
those lacking 
capacity and with 
cognitive 
impairments. 

Lowenthal-
Haven scale, 
Carer 
dependency 
scale. 

Links to social 
domain and 
function. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Support required 
for ongoing 
rehabilitation 
outside formal 
rehabilitation 
setting 

Individuals may need 
physical, emotional and 
psychological support 
to continue 
rehabilitation outside 
the formal setting to 
gain carryover and 
benefits. This comprises 
of understanding who 
can support and their 
skills. 

Ongoing support 
essential in the 
presence of 
cognitive and 
physical 
impairments. 
Assumes that 
rehabilitation is a 
24-hour 
approach. 
Nursing staff 
ideally placed to 
provide 24 hour 
view. 

Rehabilitation is 
finite. Ongoing 
participation and 
support needed 
to maximise 
benefits. 

Enhance 
participation and 
engagement. 

Goal 
Attainment 
Scale. 

Measures 
performance 
across multiple 
domains. 

Pre-morbid and 
current functional 
abilities 

Predicts aims, likely 
response and 
trajectory. Pre-morbid 
abilities give the best 
idea of what an 
individual can achieve. 
Changes to function 
(IADLs, ADLs) indicative 
of disease progression. 
Function is a key factor 
in maintaining 
independence once 
home and for safe 
discharge from acute 
care. 

By identifying 
how individuals 
function in days, 
weeks and 
months prior to 
admission 
provides the best 
evidence on 
likely outcome. 
Frames what 
they need to be 
able to do to 
return to usual 
place of 
residence post-
admission. 

Clinicians 
combine 
subjective and 
objective 
information to 
inform 
knowledge of 
previous and 
current abilities 
— Aids 
prediction in 
outcomes and 
disease 
trajectory. 

Function (ADLs and 
IADL) integral to 
independence and 
well-being. Enables 
baseline abilities to 
be identified and 
plan for safe 
discharge from the 
acute setting. 

Barthel, Elderly 
Mobility Scale, 
General Motor 
Assessment 
Scale, FIM, IADL 
and ADL scales, 
ADL hierarchy, 
NEADL, GEMS, 
TUG, grip 
strength, gait 
speed, BERG, 
geriatric 
assessment 
frailty index, 
Wakari ADL, 
Sunnas ADL. 

Physical and 
psychological 
conditions, 
motivation, 
participation and 
environment 
influence 
functional 
abilities. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Environmental 
factors -usual place 
of residence and 
next destination 

Assess an individuals’ 
usual place of residence 
and what they need to 
be able to do to return 
there safely. Function 
involves interaction 
with the environment. 
The artificial and 
unfamiliar nature of the 
hospital environment, 
with the adopted 'sick 
role' and acute health 
event, means 
assessments may be an 
inaccurate 
representation of an 
individual’s abilities. 

In the acute 
setting, this is 
mostly obtained 
from subjective 
sources rather 
than direct 
assessment. 

Understanding 
their usual place 
of residence is 
essential for 
function, well-
being and social 
participation — 
layout, 
equipment and 
support. 

If not considered 
could send the 
individual to an 
environment where 
they are unsafe or 
fail to thrive. 

None identified. Availability and 
choice of service, 
equipment and 
staff expertise. 

Support to plan for 
the future 

The principle of 
autonomy where 
individuals are assumed 
to have the capacity 
and make decisions 
about their future care. 
Those lacking capacity 
may require support or 
advocacy. Recognition 
of current needs and 
predicted changes 
associated with frailty 
and ageing. 

Helps individuals 
coming to term 
with narrowing 
horizons to 
maximise health, 
well-being and 
social 
participation. 
Embraces 
person-centred 
and solutions-
based approach 
to care planning.  

Rehabilitation 
involves 
participation and 
goal setting 
where 
individuals make 
decisions on 
their future care. 

Rehabilitation may 
be offered or denied, 
which is at odds with 
patient or 
organisational goals. 

Quality of life 
measures. GHQ, 
Geriatric 
Quality of Life 
Questionnaire, 
EQ5D 3L Umea 
Life satisfaction 
checklist, short-
form health 
survey. 

Family and carer 
involvement. 
Knowledge of 
types of 
rehabilitation, 
Reablement or 
support services 
available.  
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Person-centred 
care; what’s 
important to me? 

Assessment of 
rehabilitation potential 
should focus on what 
the individual wants to 
achieve, rather than 
the therapist or 
organisation. By asking 
what’s important to 
me, individuals can 
identify their priorities, 
needs and wants. Helps 
inform the type, 
intensity and location 
of future rehabilitation. 
Should be a critical part 
of establishing 
rehabilitation plans. 
Helps frame goal 
setting by establishing 
individual needs and 
wants.  

 

 

 

 

 

Facilitates a 
person-centred, 
approach to care, 
rather than 
assuming needs 
and wants. 

Individualised 
approach 
facilitates 
participation, 
engagement and 
motivation, 
which are critical 
to the success of 
rehabilitation 
programmes. 

Improved use of 
resources if tailored 
to individual needs 
and wants rather 
than prescriptive 
approach to care. 

None identified. Informs goal 
setting and 
service planning. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Goal setting Goals should be set in 
partnership with 
clinician, patient and 
where appropriate 
family/carers. Informs 
aims and type of 
rehabilitation to 
support discharge from 
acute care. Goal setting 
integral to 
rehabilitation practice 
and assessing 
individuals, carryover 
and progress. Setting 
small, staged goals 
demonstrates 
rehabilitation 
effectiveness and 
response. Useful in 
those with cognitive 
impairments, low 
exercise tolerance or 
behavioural difficulties 
where rehabilitation 
potential may be 
questioned. In the 
acute setting, focus is 
on managing the 
medical condition. 

Identify short, 
medium and long 
term goals set 
using SMART 
approach. 
Provides 
structure for 
rehabilitation 
planning in those 
with complex 
health and social 
care needs. Goals 
also have the 
potential to 
motivate or 
demotivate 
individuals if they 
are not realistic 
or achievable. 
This is especially 
pertinent in 
terms of frailty 
and dementias, 
where the 
difference 
between 
independence 
and dependence 
is finely 
balanced. 

Goals which are 
meaningful to 
the individual 
enhance 
participation and 
motivation. 
Measure 
rehabilitation 
response and 
inform decisions 
on rehabilitation 
potential in real-
time. Clinicians 
must be 
cognoscente of 
differences in 
needs and wants 
from differing 
perspectives. 

Goal setting 
supports a person-
centred approach 
which may enhance 
motivation and 
participation and 
lead to improved 
outcomes. In the 
acute setting, 
individuals may 
articulate different 
goals to those in 
their usual place of 
residence. Rapid 
discharges may 
mean that goals are 
focused on medical 
and safety needs and 
higher needs are not 
prioritised. If the 
individual lacks 
insight, memory of 
other cognitive 
abilities, then 
identifying what is 
wanted and realistic 
may prove 
challenging. 

GAS, outcome 
measures 
specific to goal. 

Informed by 
assessments 
across other 
domains. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

MDT assessment MDT skills and 
expertise enables 
multiple domains of 
health and wellbeing to 
be covered which are 
affected by frailty, 
ageing and the 
sequelae of acute 
hospital admissions. In 
the acute setting, focus 
is placed on assessing 
and managing acute 
health events using the 
medical model. 
However, an MDT 
solutions-based 
approach allows 
multiple domains of 
health and well-being 
to be addressed which 
consider quality of life, 
social participation and 
functional abilities. 

Assessments 
across domains 
are completed, 
shared and 
synthesised by 
MDT to provide a 
holistic view of 
abilities, needs, 
wants and 
participation. 
Patient, family 
and community 
clinicians 
considered part 
of the MDT. 

Individuals’ 
health, well-
being and quality 
of life is affected 
by multiple 
factors. Frailty 
and acute 
episodes can 
have a significant 
impact on 
independence 
and the ability to 
return to the 
usual place of 
residence. 
Specialist skills of 
the MDT can 
address these 
complex needs. 
Established 
processes of 
MDT collegiality 
and working, 
placing individual 
and family needs 
at the heart are 
essential to 
realising the 
potential of MDT 
working. 

A solutions-based 
approach is sought, 
which takes into 
account the 
complexities of 
frailty presentation 
and differing models 
of rehabilitation. 
This embraces the 
person-centred 
approach to care. 
Nursing staff ideally 
placed to 
understand holistic 
needs and provide a 
24-hour view of 
abilities and 
response to 
rehabilitation. 
Availability of MDT 
staff in the acute 
setting will impact 
on team 
composition. 
Potential for 
conflicting messages 
to be given to if non-
cohesive approach 
taken. 

MDT % 
agreement. 

Prompts multiple 
domains of 
assessment. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Iterative 

 

Rehabilitation 
assessments should not 
be retrospective, rather 
they should emerge 
from iterative 
assessments. Frailty, 
acute ill health and 
variability of 
performance (physical 
and cognitive) and 
hospital admission may 
lead to a decline in 
function, health, well-
being and motivation. 
Individuals with 
delirium have 
fluctuations in abilities 
and performance, so an 
iterative approach can 
help inform a 24-hour 
picture. 

Assessments 
completed over 
multiple time 
points inform a 
more accurate 
and realistic 
picture of 
abilities, 
participation and 
performance. 
Helps inform 
knowledge of 
rehabilitation 
response or 
carry-over. 

 

 

 

 

 

 

 

 

 

 

Fluctuations 
associated with 
frailty, delirium 
and acute ill 
health need to 
be considered to 
ensure that the 
assessment is an 
equitable and 
authentic 
representation 
of individuals’ 
abilities, 
participation and 
motivation. 
Iterative, MDT 
assessments are 
recommended. 

Individuals written 
off as having no 
rehabilitation 
potential either due 
to low levels of 
participation, 
motivation or 
unrealistic goals can 
demonstrate abilities 
over multiple time 
points. If this is 
unrealistic in the 
acute setting, 
referrals to 
community teams 
are suggested. May 
be compromised by 
the pressure and 
speed with which 
decisions have to be 
made in acute 
settings. 

 

 

 

Evidenced by 
the number of 
times assessed, 
GAS. 

Each domain 
assessed over 
multiple time 
points. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Resource availability Clinicians are required 
to make increasingly 
complex decisions 
about an individuals 
suitability for 
rehabilitation 
interventions. Patients 
are faced with limited 
autonomy and choice 
about the types and 
location of 
rehabilitation which are 
available to them. 
Clinicians, families, 
carers and health 
providers need to be 
increasingly 
cognoscente of the 
impact that resource 
availability has on their 
decision-making 
process. Open and 
honest discussions 
around resource 
allocation, availability 
and patient choice are 
needed. Does resource 
availability inform the 
decision or vice versa. 

Clinicians need 
accurate 
knowledge of 
available 
resources within 
health and social 
care. This 
involves 
information on 
referral criteria, 
waiting lists, 
rehabilitation 
intensity and 
dose. Rather 
than resource 
provision 
dictating the 
decision, which 
disregards 
person-centred 
care, the decision 
should be made 
and then 
resources 
identified to 
meet the 
individual patient 
and family needs.  

Rehabilitation 
effectiveness and 
benefit relies on 
the rehabilitation 
intervention 
being provided 
at optimal dose 
and intensity. 
Resource 
allocation is 
finite and this 
challenges 
clinicians, society 
and health 
providers to 
consider their 
underpinning 
approach to care 
- utilitarian, 
egalitarian or 
consumerism. 

Increased access to 
rehabilitation 
services for those 
previously deemed 
as having no 
rehabilitation 
potential, which may 
support greater 
independence, 
reduced 
institutionalisation 
and greater quality 
of life. However, if 
clinicians recognise 
that resource 
allocation affects 
their decision 
making, this may 
require frank 
conversations with 
individuals and 
family members 
about rationing of 
healthcare 
resources. Potential 
for premature 
application of the 
label 'no 
rehabilitation 
potential'. 

Service type, 
location, 
intensity of 
intervention, 
length of stay, 
service costs, 
cost-
effectiveness 
measures. 

 

Suggestions that 
rehabilitation 
potential 
decisions are 
influenced by 
knowledge of the 
availability of 
resources to 
provide 
rehabilitation 
needed by the 
individual. 
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Assessment 
components 

Underpinning theory How the 
component 
works 

Why it might be 
an active 
component 

What effect they 
might result in 

Measuring How relates to 
other 
components 

Evidence for 
rehabilitation 
effectiveness  

Rehabilitation potential 
is prospective and 
prognostic. 
Understanding the 
current evidence base 
and articulating clinical 
reasoning for believing 
that a proposed 
rehabilitation 
intervention is likely to 
be effective is essential. 
Frailty specific evidence 
is currently lacking on 
rehabilitation type, 
intensity and optimal 
dose and nuanced by 
differing views of 
effectiveness. 

Rehabilitation 
response and 
outcomes should 
be measured as 
part of routine 
care and inform 
rehabilitation 
potential 
decision-making. 
Core part of 
evidence-based 
practice. 

Informs EBP and 
clinical decision 
making. 

Offering 
rehabilitation for 
which there is no 
solid evidence base 
or not offering 
rehabilitation based 
on prejudices to 
individuals with 
certain conditions. 

 

Link to patient 
goals, patient or 
organisational 
level outcome 
measures or 
metrics. 

Synthesise 
information from 
all domains to 
Inform decisions 
on effectiveness. 
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4.4.1.4 What: materials; provider, participant and equipment 

Materials included; the paper-based RePAT and training manual. Further details of 

this component are reported below. 

 

4.4.1.5 What: procedure: provider training, assessment and intervention 

The RePAT intervention consisted of a paper-based assessment. This included 18 

items identified as core components of rehabilitation potential assessments and 

space for clinicians to document their clinical assessments and reasoning. Further 

explanation of these items can be found in the training manual in Appendix Q. 

Evidence suggested that rehabilitation potential was a complex and heterogeneous 

phenomenon and highly contextual, therefore training was required. Participants 

training was designed which embraced experiential and reflective learning (305, 

306), approaches which have previously been found to be effective in complex 

interventions for older people (307). A 60 minute face-to-face group teaching session 

was delivered. Content included: background to the study, the theory behind 

rehabilitation potential, recruitment, mental capacity, consent and data collection. 

Clinical vignettes were developed and completed in the group setting. Clinical 

vignettes allow training in authentic contexts of practice and have been widely used 

to evaluate guideline specific clinical reasoning skills, assess knowledge, train 

participants in intervention delivery and assess intervention delivery (308-311). 

Opportunities for group and individual discussions were provided during the training 

session and subsequent feasibility study. An intervention training manual was 

provided and can be found in Appendix Q. The training manual includes the final 

RePAT intervention which was developed after the Delphi consensus.  

 

4.4.1.6 Who: provides the RePAT intervention 

Synthesised evidence suggested that rehabilitation potential was best assessed by 

core members of the MDT. Team composition may depend on the setting where the 

assessment is delivered but ensuring that team members have the expertise to 

assess all the domains of rehabilitation potential is essential. This may span health 

and social care organisations and settings. Patient, family and carer involvement was 

essential to enhance the chances of successful outcomes. The RePAT intervention 
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was designed to be delivered by physiotherapists and occupational therapists, 

reflecting current practice in the UK where these staff members take leading roles in 

rehabilitation decision-making. 

 

4.4.1.7 How: method of delivery 

The RePAT intervention was delivered through a combination of face-to-face 

discussions with the patient and from information gathered from other MDT 

members and medical records. The RePAT intervention embraces person-centred 

care, which current literature outlines as essential in managing complexity (122, 

244). This approach aims for health and social care staff to work collaboratively with 

service users whereby care should be planned and delivered ‘with’ people rather 

than ‘to’ or ‘for’ them (312). 

 

4.4.1.8 Where: place of delivery 

Assessments should ideally take place in individuals’ usual place of residence as this 

provides the most accurate and realistic picture of abilities and functional 

requirements. Individuals, particularly those with cognitive impairments, were 

believed to perform better in familiar, non-institutionalised environments. In the 

acute setting, assessments should take place on specialist geriatric wards or by a 

specialist team who work across several wards (68). RePAT was delivered in the 

hospital setting, reflecting the overall study aims. A process map was developed to 

identify where RePAT should be delivered in the patient pathway (Figure 19).
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Figure 19 - Process diagram for the RePAT intervention. 
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4.4.1.9 When and how much 

Evidence from the mapping review suggested that rehabilitation potential 

assessments were made at singular time points. In contrast, focus group findings 

suggested that iterative assessments provided a greater understanding of 

individuals’ abilities, wants, needs and performance. This allowed fluctuations 

associated with frailty, acute ill health, participation and motivation to be taken into 

account. In instances where one-off assessments were unavoidable, attempts should 

be made for additional follow-up assessments. RePAT will be completed following 

iterative assessments. Insufficient evidence was identified to suggest how often 

rehabilitation potential should be assessed. 

 

4.4.1.10 Tailoring the intervention 

The RePAT intervention was not tailored to the individual patient. However, the 

assessments required to complete the tool were individualised by the treating 

clinician in line with usual clinical care. This allowed individual abilities, 

comorbidities, performance, needs and goals to be established. The RePAT demands 

that information was gathered and synthesised from multiple sources, but the core 

items remain consistent. 

 

4.4.1.11 Modifications 

Components of the RePAT intervention and training package were modified after the 

Delphi consensus (chapter four) and feasibility study presented in chapter five.  

 

4.4.1.12 How well: planned and actual 

Intervention fidelity was assessed during the feasibility study against a priori criteria 

outlined in chapter five. 
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4.4.2 Delphi consensus 

4.4.2.1 Round one 

Eighty participants responded to the recruitment adverts and were sent the Delphi 

consensus questionnaire. Eighteen were excluded as they had less than five years of 

clinical experience in geriatrics. In total, fifty-three participants completed round 

one. 86.8% of participants were female and 77.4% were physiotherapists. 

Characteristics are displayed in Table 13. 

 

Table 13 - Delphi panellists characteristics. 

Gender (n, %) N (%) 

Female 

Male 

46 (86.8%) 

7 (13.2%) 

Profession (n, %) N (%) 

Physiotherapist 

Occupational therapist 

41 (77.4%) 

12 (22.6%) 

Current place of work (n, %) N (%) 

Acute hospital 

In-patient rehabilitation 

Community-based 

Higher Education Institution 

Other 

Two or more places of work 

 

25 (47.1%) 

5 (9.4%) 

11 (20.7%) 

2 (3.7%) 

3 (5.7%) 

7 (13.2%) 



 

156 

 

Highest qualification  N (%) 

BSc 

Diploma 

Masters 

PG Cert 

PG Dip 

PhD 

25 (47%) 

2 (4%) 

19 (36%) 

2 (4%) 

3 (6%) 

2 (4%) 

Time qualified as a health professional (years) N (%) 

Mean ± SD 

Median 

Range 

17.23 ±7.38 

15 

5-37 

Time working in geriatric rehabilitation (years) N (%) 

Mean ± SD 

Median 

Range 

13.32 ± 6.8 

12 

5-35 

 

Most worked in a hospital (47.1%), followed by 20.7% in the community setting with 

seven participants reporting that they worked across multiple settings. The mean 

time working in geriatrics was 17.23 years (±7.38). 100% of participants currently 

worked in the United Kingdom. 

Participants were asked to rate 18 items of RePAT in round one. A total of 14 out of 

18 items reached the a priori consensus agreement level of ≥75%. The results are 

displayed in Table 14. 
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Table 14 - Level of agreement results for Delphi round one. 

Item 
number 

Item content Consensus level 
of agreement 
(%) 

Consensus level 
reached 

1 An assessment of 
rehabilitation potential should 
consider any underlying 
physical issues which may 
affect or interfere with 
rehabilitation. 

100% Yes 

2 An assessment of 
rehabilitation potential should 
consider any unresolved 
physical issues which may 
affect or interfere with 
rehabilitation. 

94.3% Yes 

3 An assessment of 
rehabilitation potential should 
consider underlying 
psychological issues which 
may affect a patient’s 
motivation or participation in 
rehabilitation. 

98.1% Yes 

4 An assessment of 
rehabilitation potential should 
consider unresolved 
psychological issues which 
may affect a patient’s 
motivation or participation in 
rehabilitation. 

92.4% Yes 

5 An assessment of 
rehabilitation potential should 
consider if the patient has 
been able to demonstrate 
participation in the 
rehabilitation assessment or 
programme during this 
current episode of care. 

 

 

84.9% Yes 
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Item 
number 

Item content Consensus level 
of agreement 
(%) 

Consensus level 
reached 

6 An assessment of 
rehabilitation potential should 
consider if the patient will be 
supported in their activities of 
daily living in their usual place 
of residence. 

67.9% No 

7 An assessment of 
rehabilitation potential should 
consider if the patient will be 
supported to continue 
rehabilitation outside the 
therapy setting in their usual 
place of residence. 

71.6% No 

8 An assessment of 
rehabilitation potential should 
consider a patient's current 
functional abilities and levels 
of independence. 

86.7% Yes 

9 An assessment of 
rehabilitation potential should 
consider a patients pre-
morbid (pre-admission) 
functional abilities and level of 
independence. 

94.3% Yes 

10 An assessment of 
rehabilitation potential should 
include a thorough 
understanding of the patients’ 
environment in their usual 
place of residence. 

92.5% Yes 

11 An assessment of 
rehabilitation potential should 
include a thorough 
understanding of the patients’ 
environment at their next 
destination. 

73.6% No 
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Item 
number 

Item content Consensus level 
of agreement 
(%) 

Consensus level 
reached 

12 An assessment of 
rehabilitation potential should 
include what support the 
patient requires to make 
decisions about their future. 

75.5% Yes 

13 An assessment of 
rehabilitation potential should 
include asking the patient 
what is important to them. 

100% Yes 

14 An assessment of 
rehabilitation potential should 
include setting and agreeing 
on short-term, medium-term 
and long-term goals. 

86.8% Yes 

15 An assessment of 
rehabilitation potential should 
incorporate findings from the 
multi-disciplinary team. 

94.3% Yes 

16 An assessment of 
rehabilitation potential should 
be carried out over multiple 
time points. 

96.3% Yes 

17 An assessment of 
rehabilitation potential should 
consider the availability of 
services to provide the 
rehabilitation needed by the 
patient. Consider the type, 
dose, intensity, location, 
referral criteria and speed of 
referral. 

64.1% No 

18 An assessment of 
rehabilitation potential should 
consider if the proposed 
rehabilitation programme is 
likely to be effective. 

79.2% Yes 

 

The four items which did not reach a consensus level of ≥75% agreement in round 

one (items 6, 7, 11 and 17) were reviewed and refined taking into account the open 



 

160 

 

text for each item. Open text comments were analysed and a selection of these are 

presented below. 

 

Round One - Item Six: An assessment of rehabilitation potential should consider if 

the patient will be supported in their activities of daily living in their usual place of 

residence. 

Panellists commented that a lack of family support should not prevent individuals 

being considered for programmes of rehabilitation or as having rehabilitation 

potential. Services should strive to provide this support rather than deny someone 

rehabilitation due to the lack of it. 

“This shouldn’t influence rehab potential, you need to adapt levels of 

support to help people get their optimal goals and abilities.” [Panellist 

Five] 

Panellists reported that they had a professional duty to ensure that support was in 

place or planned to provide patients with the maximal opportunities to realise their 

rehabilitation potential. Someone’s ability to achieve their rehabilitation potential 

should not be dependent on requiring support for ADL’s. 

 

Round One - Item Seven: An assessment of rehabilitation potential should consider if 

the patient will be supported to continue rehabilitation outside the therapy setting in 

their usual place of residence. 

Panellists reported that this item potentially labelled people who lived alone as 

having no rehabilitation potential. It was suggested that this item could lead to 

discriminatory practice. Panellists stated that it was their responsibility to fully 

explore available support mechanisms and provide tailored support to achieve this. 

“You need to establish what is there and adapt support to help them 

maximise their potential, not exclude people because they don’t have 

support. It’s about identifying the issue, not an exclusion from rehab 

because they live alone.” [Panellist Sixteen] 

Central to this was the importance of involving family members, carers and 

community MDT in the assessment to inform rehabilitation and care planning. 
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Round One - Item 11: An assessment of rehabilitation potential should include a 

thorough understanding of the patients’ environment at their next destination. 

Panellists reported that this item should be considered as part of rehabilitation 

planning but felt that they often had little control over availability of and access to 

resources. 

“There’s a lack of control over the next destination of where we send 

people. It’s about service potential and not individual potential.” 

[Panellist 30] 

In the acute setting, participants reported a gap in their knowledge of what services 

were available and this was heightened by the pressures they were placed under in 

the acute setting to expedite discharge and maintain hospital flow. 

“With the nature of acute hospitals we are pressured to make decisions 

surrounding a person’s rehabilitation potential very early in their 

admission with limited clinician time with the patient… we are under 

pressure.” [Panellist 23] 

 

Round One - Item 17: An assessment of rehabilitation potential should consider the 

availability of services to provide the rehabilitation needed by the patient. Consider 

the type, dose, intensity, location, referral criteria and speed of referral. 

Panellists expressed a strong belief that an individual’s potential should not be 

determined by a service’s potential to deliver what was needed. 

“Patients can have a potential to improve regardless of whether or not a 

team, service, type of rehab is available to them, but availability will 

affect whether potential will be realised.” [Panellist One] 

These discussions were considered essential to help shape future service structure 

and provision and to not labelling someone as having no rehabilitation potential. 

Aspirations for a truly patient-centred approach to care meant that rehabilitation 

potential should focus on the individual and services should be sought, designed and 

commissioned to meet the needs of the frail older population. 
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After review by the study team, Item 11 was merged with item 17 as the qualitative 

data suggested that they described similar concepts. Items six, seven and 17 were 

reframed to take into account open text data and included in round two. 

 

4.4.2.2 Round Two 

Forty-six participants completed round two, producing a stability of response rate of 

87%. Results from round two are displayed in Table 15. 

Table 15 - Level of agreement results for Delphi round two. 

Item 
number 

Item content Consensus 
level of 
agreement (%) 

Consensus 
level reached 

1 An assessment of rehabilitation 
potential should not take into 
account if patients will be 
supported in their activities of 
daily living in their usual place of 
residence. 

43% No 

2 An assessment of rehabilitation 
potential should not take into 
account whether patients will 
have support to continue 
rehabilitation outside the therapy 
setting. 

63% No 

3 An assessment of rehabilitation 
potential should not consider the 
availability of the services to 
provide the required 
rehabilitation. This refers to the 
potential of the service to meet 
needs and not the potential of the 
individual patient. 

72% No 

 

None of the three items reached the a priori consensus level. These items were 

subsequently removed from the RePAT intervention. 
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Round Two – Item One: An assessment of rehabilitation potential should not take 

into account if patients will be supported in their activities of daily living in their 

usual place of residence. 

Panellists reported contrasting opinions on the content of this item as demonstrated 

by their open text responses. A number, who agreed with the statement, stated that 

support for activities of daily living was not associated with an individual’s 

rehabilitation potential, rather it was something that could be changed with the 

timely allocation of resources. 

“I would not exclude someone from rehabilitation based on what 

support they had with their ADLs, but I do think it is important to 

establish what support they have. This may help tailor your approach to 

rehabilitation. For example, if the patient had a very engaged daughter 

who wanted to be involved in her mother’s rehab, then I would 

coordinate rehab I was doing, with exercise the patient could do with 

their daughter. Also, what their usual place of residence is may give 

guidance to goal setting. For example, if they originally lived in a nursing 

home with the assistance of two for all care, then they are unlikely to 

reach independence. However, it wouldn’t stop me from rehabbing them 

if they were currently below that level.” [Panellist 28] 

One panellist suggested that this could lead to discriminatory practice by excluding 

those who needed support to function from rehabilitation programmes. 

“If clinicians deem individuals as having no rehabilitation potential due 

to the lack of support at home this is surely discriminatory and is 

potentially hiding the terrible strain on social care.” [Panellist 13] 

Other panellists stated that the presence of ADL support featured strongly in their 

views of rehabilitation potential and clinical decision-making. 

“It should be taken into account as support may be crucial to a person’s 

ability to engage in rehab and get the most out of it.” [Panellist 26] 

However, there was some confusion over the wording of this question by 

participants which may explain the lack of consensus and variation in responses. 

“I am not sure if I am confused… Maybe I have misinterpreted the 

question.” [Panellist 39] 
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Round Two – Item Two: An assessment of rehabilitation potential should not take 

into account whether patients will have support to continue rehabilitation outside 

the therapy setting. 

Findings from item two revealed that 63% of panellists believed that support to 

continue rehabilitation outside the therapy setting should not be considered in 

assessments of rehabilitation potential. Open text data suggested that it was the 

clinician’s responsibility to ensure that maximal support was in place to enable 

optimal rehabilitation gains to be achieved and sustained outside the formal 

rehabilitation and therapy setting. 

“The ‘having’ of help shouldn’t affect the decision to provide rehab. If 

you feel that a patient’s potential to rehabilitate will require some 

support then it should be put in place as part of their rehab plan.” 

[Panellist 26] 

One panellist explained that whilst this should not be a deciding factor, it did 

influence the type, intensity and location of rehabilitation services they would 

recommend for their patients. 

“It should not preclude people…when I assessed people for 

rehabilitation, this support may determine the pathway for those with 

no support, we could refer them to residential beds. If people have 

support the extent of that support needs to be known to make a 

judgement. This is more about pathways than potential.” [Panellist 32] 

 

Round Two – Item Three: An assessment of rehabilitation potential should not 

consider the availability of the services to provide the required rehabilitation. This 

refers to the potential of the service to meet needs and not the potential of the 

individual patient. 

Item three was close to reaching the pre-determined consensus level of ≥75%, 

scoring 71.8%. Panellists agreed that availability of resources should not dictate an 

individual’s rehabilitation potential, rather it described the potential of a service to 

meet needs. 

“A person’s intrinsic potential should not be influenced by what services 

are available. However, my concern would be that lots of people are 
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(rightly) assessed as having potential but the services to realise that 

potential do not exist in their locality? I guess the question is whether 

people are assessed for rehabilitation potential in context of an ideal 

world or within the real world.” [Panellist eight] 

The dichotomy between real-world practice and the ideal featured strongly in open 

text comments where some panellists conceded that resource availability, type and 

location did influence their decision making on an individual’s rehabilitation 

potential. 

“There is no point referring a patient for rehabilitation at a centre that 

cannot meet their needs, therefore an understanding of the available 

service is required.” [Panellist 38] 

 

4.4.3 RePAT Intervention design and optimisation 

Fourteen items which met the a priori criteria for consensus were included in the 

RePAT intervention. An additional item which asked clinicians to consider their 

overall impression of an individual’s rehabilitation potential was included. This was 

as a result of the complex theories and factors involved in conceptualising and 

operationalising rehabilitation potential and from feedback in the Delphi consensus. 

“With the nature of hospitals, now we are pressured to make decisions 

surround a person’s rehabilitation potential very early in their admission. 

Inevitably this means at times that patients may be transferred to 

rehabilitation units who, it turns out, don’t make the progress expected.” 

[Panellist 42] 

Panellists reported that the pressure they faced to rapidly make complex decisions in 

the acute hospital setting meant that they needed to justify their decision on an 

individuals rehabilitation potential. 

Due to the heterogeneity and complexity of rehabilitation potential theory, a 

definition was provided on the RePAT intervention to focus assessments and remind 

participants on the working definition. 

An important factor to consider in the implementation of RePAT both for the 

feasibility study presented in chapter five and future trials was the burden of 
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completion for staff and patient participants. These factors were explored as part of 

the nested qualitative interviews completed in the feasibility study. However, 

understanding the response burden was essential. Therefore an additional item 

which asked participants to state how long it took to complete their assessments and 

RePAT was included. The final RePAT intervention tested in the feasibility study is 

presented in Figure 20. This can also be found in the training manual in Appendix Q. 
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Figure 20 – The RePAT. 
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4.5 Discussion 

The synthesised findings suggest that the term rehabilitation potential was used to 

describe three separate concepts; rehabilitation effectiveness, response and 

potential. These concepts will be discussed in this section. 

Rehabilitation effectiveness describes the degree to which rehabilitation 

interventions produce the predicted outcome, demanding a deductive and 

retrospective approach. This concept strongly allies to clinical effectiveness and trials 

which consider causal effects on health-related quality of life or survival (313), 

informing clinical guidelines, commissioning and evidence-based practice. Studies 

were identified in the mapping review (Chapter two) where individuals were said to 

have rehabilitation potential if they achieved positive gains post-rehabilitation (134, 

189, 200, 212). In an exploration of rehabilitation potential amongst stroke survivors, 

Burton et al. (145) proposed that generalizable information that predicted 

rehabilitation outcome may only partly explain individual patients’ rehabilitation 

potential. Whilst this model is, without doubt, critical to the scientific endeavour of 

intervention evaluation, it does not accurately capture the complexities and realities 

of rehabilitation potential in older people living with frailty. 

Results from this chapter suggest that the true definition of rehabilitation potential 

involves prognostic and prospective approaches, incorporating knowledge of 

rehabilitation effectiveness into the decision-making process. Prognostication 

describes the prediction of the future course of diseases and treatments (232). 

Prognostication in frailty rehabilitation has received less attention compared to 

stroke and acquired brain injury rehabilitation (187, 314). This is more likely to relate 

to the relative infancy of frailty rehabilitation research, rather than the absence of 

need for further research into this area. 

Prediction is complex and relies on the notion that outcomes and benefit can be 

predicted in patient populations. This is less challenging with single diseases where 

causal mechanisms are clearer, but with frailty and multi-morbidity, prediction can 

be more problematic. The synthesized data presented in this chapter suggested that 

assessments of rehabilitation potential involved integrating evidence on the 

presence or absence of predictive variables such frailty, comorbidity, residential 

status with patient characteristics including motivation, participation and 
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engagement and system variables which included resource availability. Predicting the 

response and trajectories of acute medical conditions and co-morbidities were found 

to be critical components of rehabilitation potential theory. They played a significant 

role in predicting functional rehabilitation outcomes and an understanding of how 

co-morbidities may impede optimal functional recovery. However, the association 

between the burden of comorbidity and functional outcomes was found to be 

modest amongst patients with hip fractures and stroke (315). The presence of 

multiple long-term conditions means that when frail older people deteriorate, they 

deteriorate rapidly and across multiple systems. This can lead to acute hospital 

admissions and prolonged, complex trajectories of recovery or adaptation. It is 

unclear how much improvement is due to natural unassisted recovery from acute 

illness or injury, the natural progression of concomitant disease and how much can 

be attributed to rehabilitation interventions (34, 112, 113, 316, 317). Items included 

in the RePAT intervention allow these complexities and nuances to be articulated 

and explored rather than distilling them to the binary variables of “rehabilitation 

potential” or “no rehabilitation potential”. 

Psychological factors have been cited as critical components in rehabilitation 

assessments and selection. This study found that mood, cognition and 

comprehension informed clinicians understanding of patient participation, 

performance and carry-over. These results are broadly in line with Siegert et al. 

(246), who found that carry-over and participation informed clinicians’ decision-

making on how individuals react with programmes of rehabilitation. Participation has 

long been held as a central requirement of rehabilitation programmes. Rehabilitation 

should be in active partnership with individuals and not ‘be done’ to them, focussing 

on the impact that health conditions or disabilities have on individuals’, rather than 

their diagnosis. 

Trials of rehabilitation were found to be critical in informing carry-over, performance 

and decisions on rehabilitation potential. These findings mirror those of studies into 

this area in stroke and ABI (76, 145, 147, 149). However, clinician’s predictions of 

rehabilitation potential, rather than actual patient performance were suggested to 

be an over-riding factor in decision-making amongst clinicians assessing stroke 

patients with existing cognitive impairments (149). 
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This study and the resulting RePAT intervention brought together the need to 

understand co-morbidities and acute ill health, whilst emphasising the need for an 

active rehabilitation partnership and person-centred approach to care. This is in 

keeping with current literature which proposed patient engagement and 

communication from both the patient and clinician were required to enhance patient 

motivation (73) and subsequent benefits. 

The RePAT intervention included items which explored cognitive and psychological 

factors. A correlation between cognitive impairment and adverse outcomes of 

rehabilitation has been demonstrated (131, 132, 213, 215, 277, 283). However, there 

is emerging evidence to suggest that older people with cognitive impairments can 

benefit from rehabilitation programmes (318, 319). This item is of particular interest 

in the context of this study which sought to develop a rehabilitation potential 

assessment tool for use in the hospital setting. Delirium, characterised by a rapid 

change in mental abilities, has a high prevalence in acute care settings (237) and is 

associated with poor outcomes such as institutionalisation and death, independent 

of age, comorbidities, sex and pre-admission dementia (320). Therefore a 

rehabilitation potential tool which did not consider the impact of delirium, cognitive 

impairment and other potential barriers to rehabilitation would be of limited clinical 

utility. Najem et al. (321) suggested that the presence of cognitive impairment could 

adversely affect the dynamics of an active rehabilitation partnership and that further 

research was required to define minimal active partnership for rehabilitation 

involvement. 

The results of this study indicate that rehabilitation potential assessments should 

include a thorough understanding of individuals’ functional abilities. This was 

frequently assessed through ADLs and IADLs rather than with formalised strength, 

power and sensory assessments commonly used to identify impairment of structures 

(44). Changes to function may be indicative of underlying sarcopenia. Sarcopenia is 

described as the progressive loss of skeletal muscle mass, strength and power (322, 

323) and is associated with increased risk of adverse outcomes of physical disability, 

low quality of life and death (324). Although muscle and grip strength were not 

found to be specific requirements of assessing rehabilitation potential, the sequelae 

of their impact were considered as part of functional and physical domains in the 

RePAT intervention. Further work is needed to understand how rehabilitation 
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potential and sarcopenia are linked and any predictive items which may be of clinical 

utility. 

It was somewhat surprising that nutritional assessments did not receive greater 

prominence in this study, given the weight of evidence linking malnutrition and 

adverse outcomes and its link to frailty and sarcopenia. Nutritional status was 

identified as a factor to consider in items one and two of the RePAT intervention 

(physical issues). This finding may represent a weakness in selection criteria in the 

mapping review and sampling from focus groups, where no dietitians were recruited. 

Alternatively, it may be explained by the lack of focus on nutritional intake in the 

acute hospital setting (42). Malnutrition is common amongst older people and is an 

important risk factor for frailty, but one which may be modifiable (325). A systematic 

review of nutritional status found 38.7% of adults in the hospital setting were 

malnourished and 50.5% in rehabilitation settings when assessed with the Mini 

Nutritional Assessment tool (326). These findings may be limited by the 

heterogeneity of the sample and they highlight the prevalence of malnutrition and 

the need for accurate screening to address nutritional issues in this population. 

Fourteen out of eighteen items reached consensus within two rounds and were 

included in the RePAT intervention. This result may be explained by the fact that 

these items were already central to the panellists’ routine clinical practice. These 

findings are consistent with an ethnographic study of geriatric physiotherapists 

where holistic domains of health, well-being and function were identified as core 

components of practice (119). Items which considered the support individuals 

required for activities of daily living and ongoing rehabilitation and the availability of 

resources failed to reach consensus. An important theoretical concept emerged from 

these findings, whereby two distinct types of rehabilitation potential were found; 

individual potential and system potential. Individual potential described specific 

patient-level factors such as cognition, physical conditions, motivation and 

participation were identified. These factors relate to the health condition, 

impairment, activity and participatory domains of the ICF (44) and commonly used 

rehabilitation selection criteria and assessments. Whereas system potential 

described the potential of systems and services to deliver the rehabilitation required 

by individuals. Similar findings were reported in exploring rehabilitation potential 

amongst stroke, ABI and populations (76, 145, 147, 149, 321), where resource 
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requirements were said to influence the type of rehabilitation offered and clinician’s 

views of individual’s rehabilitation potential. An ethnographic study which explored 

older people’s rehabilitation potential in acute care outlined the struggles that 

physiotherapists and occupational therapists faced in reconciling ideal practice with 

the reality of service provision (137). 

 

In a climate of stagnant or contracting health and social care provision under growing 

demand, clinicians will be required to make decisions on resource allocation that 

balance political, ethical and service perspectives (145) with patient needs, wants 

and expectations. This has been suggested to be especially challenging in older, 

vulnerable populations where selection bias either as a result of eligibility criteria or 

clinician beliefs is evident (321). The ethics of decision-making have been extensively 

explored in health and social care (327, 328) and more recently in planning hospital 

discharges and rehabilitation provision (329-331). Approaches to ethical reasoning 

are evident in RePAT. Ethical reasoning describes clinicians attempts to resolve 

ethical dilemmas and by balancing one or more values against another to act in the 

best interests of service users (332). The RePAT intervention seeks to provide 

structure and transparency for clinical reasoning, which embraces clinical and ethical 

factors whilst retaining a person-centred approach to care. Clinical decision-making 

and clinical reasoning are essential components of high quality, autonomous 

professional practice. The terms are often used interchangeably. However Higgs and 

Jensen (333) propose that clinical reasoning refers to: 

“The overall process of thinking during clinical practice, while clinical 

decision-making…emphasises the outputs or decisions.” [(333), p4] 

Clinical data, professional judgement and knowledge should be incorporated with 

patient choice (334) however, in practice; clinical reasoning is frequently manifested 

‘in the head’ rather than explicitly written down. 

Assumptions on rehabilitation potential may not be based on evidence, rather on 

clinicians’ preconceived ideas of what individuals are capable of achieving (77). This 

is especially pertinent for the frail inpatient population where acute confusional 

states such as delirium may adversely affect rehabilitation performance, carryover 

and participation and where trajectories of recovery are less certain. Patients may 
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demonstrate their potential later than others (76) once they have recovered from 

the acute event or returned to their usual place of residence. Clinicians may, 

therefore, select patients whom they perceive as having the greatest potential to 

benefit, thereby increasing the risk of implicit bias (321). 

A key finding of this study was the need to establish patient needs and wants 

through asking ‘what is important to me?’ This item was found to be an important 

factor in motivation and participation in rehabilitation but also in framing goals and 

priorities for increased independence, well-being and autonomy in decision-making. 

However, evidence suggests that this may be more challenging in the acute hospital 

setting and with cognitive dysfunction (321), which RePAT was designed to address. 

This item enabled a model of person-centred care to be developed (73), moving 

away from the biomedical model of care which fails to take a holistic approach. 

These findings must be considered in light of health services which have traditionally 

been established on biomedical models where reform across health and social care 

systems is required to realise the benefits of holistic approaches to care (74). 

The RePAT intervention shares many similarities with rehabilitation selection and 

assessment tools (80) but draws most parallels with the holistic domains of 

Comprehensive Geriatric Assessment (CGA). CGA is a multi-disciplinary diagnostic 

and management process that identifies medical, psychological and functional 

capabilities of frail older persons in order to develop a coordinated and integrated 

plan for treatment and long-term follow up (67). It embraces a person-centred and 

iterative approach to case management and focuses on key domains including 

medical, mental health, functional capacity, environment and social circumstances, 

all of which were included in RePAT. More recent models of CGA suggest that 

financial and spiritual aspects of function and well-being should be considered (335) 

but these items were not included in RePAT due to a lack of evidence. 

 

4.5.1 Strengths 

A key strength of this study was the use of the MRC framework (91, 104), which has 

been widely used in developing interventions for older adults (105). However, it has 

been proposed that levels of detail, consistency of use and underpinning theory are 

poorly reported (100, 105, 106), undermining the transparency and rigour of the 
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approach. Consequently, the addition of process maps, which considered when and 

where RePAT should be used in clinical practice, and causal and contextual factors 

were presented. These enhanced the understanding of processes, barriers and 

enablers for future implementation and definitive trials. These measures improved 

the transparency of the active components and underpinning theory of the RePAT 

intervention (95, 100). 

Results were reported using the TIDieR framework (158), which allowed the 

structure and detail of the RePAT intervention to be presented. This enhanced the 

transparency of the approach, aiding appraisal, replication and implementation of 

the intervention. 

Robust and transparent methods of data synthesis are essential components in the 

development of interventions. A key strength of this study was the use of the 

triangulation protocol for data synthesis (159, 336), which enhanced the strength, 

trustworthiness and comprehensiveness of the results (337, 338). The triangulation 

protocol has been widely used in complex intervention development (291, 339). This 

enabled a systematic, thorough and transparent approach to evidence synthesis, 

seeking convergence, dissonance, silence and complementarity from the data sets. 

This approach allowed the researcher to remain close to the data whilst identifying 

key components and theories to inform modelling and intervention development. 

One of the strengths of this study was the inclusion of stakeholder involvement in 

the intervention development process. This approach has been recommended to 

ensure that the resulting intervention is fit for purpose (91, 93, 104). The RePAT 

intervention and training package were reviewed by a PPI member to ensure that 

they retained the patient and carer voice. Clinical stakeholders were involved in 

reviewing components of the RePAT intervention through the Delphi consensus 

approach. Delphi approaches have been widely used to gain opinions and consensus 

from experts in the design of complex interventions (66, 298, 340). 

The aim of this study was to develop a rehabilitation potential assessment tool for 

use in the acute hospital setting. It was, therefore, important to gain insights from 

physiotherapists and occupational therapists who assess rehabilitation potential and 

deliver rehabilitation programmes in community and hospital settings to inform the 

intervention theory, design and implementation. A key strength of this study was a 

recruitment and sampling strategy that allowed community and hospital-based 



 

176 

 

clinicians to be recruited, providing wider insights into rehabilitation potential across 

healthcare systems. This enhanced the transferability and validity of the findings. 

There has been widespread debate in the literature as to what constitutes an expert 

and whether the Delphi approach can yield valid expert opinion. Hasson et al. (341) 

suggest that a balance must be struck between ensuring panellists’ engagement with 

the process whilst retaining impartiality and hence the validity of their responses. 

Panellists in this Delphi study had been qualified clinicians for a mean of 17.23 

(±7.38) years. In a study which explored expert clinical practice amongst geriatric 

physical therapists, participants’ clinical experience ranged from 23 to 36 years (342). 

Although clinical experience and expertise has been traditionally associated with 

years of experience, Resnik and Hart (343) suggest that expertise is influenced more 

by clinicians’ experience of health-related quality of life outcomes and patient 

experience. 

The credibility of findings were enhanced by iterative rounds of feedback to 

panellists and the use of mixed methods approaches within the method (344). Likert 

rating scales and qualitative open text comments accompanied each statement, 

gaining further insight into the rationale and context behind scores. This approach 

helped refine the statements for round two and informed the content of the RePAT 

intervention training package.  

Notwithstanding the limitations of the modified two-step approach, a key strength of 

this study was the use of pre-determined criteria for success which enhanced the 

rigour of the technique. A common criticism levelled at Delphi studies is the 

tendency for drop-out amongst panellists between rounds. Atkins et al. (270) 

proposed that to maintain the rigour of the approach, a response rate of 70% should 

be maintained between rounds. This study produced a response rate of 87% 

between rounds one and two.  

 

4.5.2 Limitations 

The identification of relevant outcome measures is one of the most important 

components in modelling complex interventions. It informs what the expected 

intervention outcomes should be and potential confounding factors that must be 

controlled for in future evaluations (345). During the development and modelling of 
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the RePAT intervention a definitive measure was not identified which could be used 

as a primary outcome measure in future trials. Several factors could explain this 

result. Rehabilitation potential was found to be a complex and heterogeneous 

concept, so ascertaining a consistent definition of benefit or outcome proved 

challenging. In addition, a successful outcome of rehabilitation potential assessments 

was found to be influenced by perspective. For example, patients may see success in 

terms of improved function, social participation or well-being, whereas an 

organisation may seek improved patient flow, timely hospital discharges or efficient 

use of resources. Identification of relevant outcome measures was further explored 

in the feasibility study presented in chapter five. Feasibility studies often act as 

testbeds for the theory and practicalities of delivering an intervention and allow 

primary outcome measures to be explored (346). 

The Delphi approach is often criticized for subject bias, where panellists change their 

views in line with other participants (295). This was mitigated against by ensuring 

anonymity of panellists so that divergent or strong opinions could be expressed and 

freely voiced. This is often viewed as a distinct advantage of the Delphi over other 

face-to-face consensus approaches such as the nominal group technique or 

consensus conference, so participants can equally contribute to the process. 

However, anonymity may lead to a lack of accountability for the views expressed and 

hasty ill-judged comments (347).  

Hasson and Keeney (295) propose that recruitment and sampling strategies can have 

the biggest impact on the validity and trustworthiness of Delphi findings. A final 

sample size of 20 was proposed. The questionnaire was disseminated through a wide 

range of professional bodies which resulted in more interest from volunteers than 

previously predicted. There was no way of reasonably knowing participant 

demographics and experience, so participants could not be sensibly excluded based 

on this knowledge. This resulted in 46 panellists completing both rounds. Large 

sample sizes can lead to greater variation, reduced accuracy and generalisability 

(295) however, reliable results can be achieved with small samples of similarly 

trained experts (270, 301). Conversely, the large sample size in this study allowed for 

the heterogeneity and nuances of rehabilitation potential to be explored. Pre-

determined consensus levels were reached on 14 out of 18 items in round one. It is 

possible that this result may be explained by the fact that panellists did not have the 
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opportunity to debate issues before reaching consensus. However, qualitative 

feedback within the questionnaire allowed panellists to express their views on items 

and wider issues related to rehabilitation potential and the RePAT intervention.  

Synthesised data presented in this chapter found that rehabilitation potential 

assessments were typically delivered by a multi-disciplinary team and included 

patient and family involvement. The current study is limited by the fact that 

recruitment was restricted to physiotherapists and occupational therapists. This was 

a pragmatic choice reflecting the reality of clinical practice in the UK where 

physiotherapists and occupational therapists often take leading roles in 

rehabilitation assessments. However, these results may not be applicable to other 

groups or clinical settings. 

One issue with this study was the use of a modified two-step Delphi approach. 

Modified Delphi approaches have been widely used in health research for 

intervention and curriculum development (348, 349). Three items failed to reach 

consensus in round two and consensus may have been achieved with additional 

rounds and subsequently included in RePAT. The use of open-ended questions, 

typically used in preliminary rounds, should be avoided in modified two-step Delphi 

approaches (295) where Likert ratings are used earlier in the process. This approach 

is typically used when seeking to define the problem for intervention development, 

but this study sought expert consensus on items developed from evidence generated 

during this PhD. The combination of clear consensus statements with open text 

comments to justify strengthened and increased the content and face validity. 

The Delphi study employed a five-point Likert scale which permitted 

midpoint/neutral answers, thus reducing forced responses (293). Neutral answers; 

neither agree nor disagreement may not always be desirable if a definitive answer is 

sought. 

Qualitative (open text) data suggested that panellists found the wording of items in 

round two confusing. The study may have been strengthened by seeking linguistic 

advice on the language, grammar and structure items in the Delphi consensus. 
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4.6 Conclusion  

This chapter set out to develop the theoretical model of rehabilitation potential and 

the RePAT intervention with data synthesized from the mapping review and focus 

groups described in earlier chapters. Rehabilitation potential was found to 

encapsulate more than just a retrospective analysis of rehabilitation effectiveness. It 

involved a complex process of prediction and prognostication based on a number of 

patient and system-level factors which reflect the complexity of frailty, acute ill 

health and hospital care. This is further confounded by the lack of clear endpoints 

and what a good outcome of rehabilitation is for this population. A ‘good’ outcome 

for a patient or carer may not be congruous with ‘good’ outcome for a clinician or 

organisation. Predicting outcomes and responses to rehabilitation raises significant 

ethical challenges to clinicians, patients and carers alike. The RePAT intervention 

sought to bring together these complex factors and to provide a structured, holistic 

and reasoned approach to decision-making in rehabilitation for frail older people. 
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Chapter 5 – Feasibility Study  

This chapter presents a non-randomised feasibility study where a novel rehabilitation 

potential intervention (RePAT) was delivered in an acute hospital setting to explore 

whether the intervention was deliverable and acceptable to staff and patient 

participants (Figure 21). 

 

Figure 21 - Overall study organogram chapter five. 

 

5.1 Introduction 

5.1.1 Scientific background and rationale for the method 

The MRC framework (91, 104) for developing and evaluating complex health 

interventions highlights the important role that exploratory studies play prior to 

undertaking a definitive trial. Whilst it is widely accepted that such studies are 

essential steps in the intervention development testing and informing future 

implementation, there has been considerable debate amongst the research 

community concerning the similarities and differences between pilot and feasibility 

studies. Eldridge et al. (350) found that the terms were often used interchangeably 

without due consideration for the discrete differences in their methods. 

Pilot studies are commonly a small scale version of the main trial (346, 350, 351) and 

test if all the components of the proposed main study work together. They have 

strict methodological structures, outline intentions for future work, and focus 

predominantly on trial processes such as randomisation, recruitment, treatment 

fidelity and follow up (351). 

Feasibility studies typically occur earlier in the process of intervention testing and 

evaluation. They commonly ask ‘can the study be done’ and are used as an 

overarching term to describe preliminary studies which precede the main trial (351). 
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They do not seek to evaluate the main study outcome but often estimate important 

parameters that are needed to design the main study (346). These may include; 

standard deviation of outcome measures, willingness of patients to be randomised, 

willingness of clinicians to recruit participants, number of people eligible, follow-up 

rates, response rates and adherence or compliance rates. 

Despite the subtle differences, both designs demand clear aims and objectives, 

criteria for success and how the study assimilates with the overall programme of 

research. 

In designing and evaluating complex interventions, such as the RePAT intervention, 

the working definition and components had not previously been tested in the clinical 

setting. Several questions needed answering before either a definitive trial or pilot 

study could be considered. A feasibility study design was chosen to explore if the 

RePAT was acceptable to patients, carers and clinicians and to make any necessary 

changes. It was therefore not necessary to randomise participants to a control arm. 

This feasibility study did not seek to validate or test the effectiveness of the RePAT 

intervention in determining rehabilitation outcome. This will be explored in future 

studies. 

 

5.2 Research aims and objectives 

The overall aim was to explore whether the RePAT intervention developed in chapter 

four could be feasibly delivered in the acute hospital setting. 

The specific research objectives were: 

4. To test the acceptability of the RePAT intervention to staff and patient 

participants. 

5. To test the fidelity of the RePAT intervention. 

6. To test the face validity of the RePAT intervention. 

7. To refine the content of the RePAT intervention for future clinical trials. 

8. To test the feasibility of recruiting and retaining staff participants working in 

the acute healthcare sector to the study. 

9. To test the feasibility of recruiting and retaining patient and carer 

participants to the study. 
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10. To explore the feasibility of recruiting people deemed to lack mental 

capacity. 

11. To test the patient participant eligibility criteria. 

12. To identify useful outcome measures. 

13. To describe usual clinical care.  

14. To trial documents and processes for future trials. 

5.3 Criteria for success 

1. Five staff members recruited within one month. 

2. Twenty-five patients recruited within two months. 

3. Intervention delivered to 25 participants. 

4. Fidelity of item completion achieved on the RePAT intervention at 80%. 

 

5.4 Method 

5.4.1 Study design and setting 

This feasibility study took place on health care of the older person’s (HCOP) wards in 

a large acute teaching hospital. These clinical areas assessed, treated and managed 

older people with complex needs who were in receipt of generic rehabilitation 

assessments or programmes of rehabilitation and hence addressed the phenomena 

of interest. The overall study, documentation and protocol underwent extensive 

review and development with members of a local PPI group and Age Concern UK. 

The study team comprised of a PPI member (MK) who was instrumental in reviewing 

processes, advising on the study and analysing data which strengthened the study 

design and conduct. 

 

5.4.2 Recruitment 

5.4.2.1 Staff participants 

Occupational therapists and physiotherapists working on HCOP wards were invited to 

take part in the study. Posters (Appendix R) were displayed in staff areas and 
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participants were asked to contact the study team if they wished to enter the study. 

Participant Information Sheets (PIS) (Appendix S) were provided and participants had 

the opportunity to meet face-to-face with a member of the study team to discuss entry. 

A maximum variation sample was proposed to ensure an equal weighting of 

occupational and physiotherapists were recruited with a range of clinical experience. 

Maximum variation samples allow for a range of cases or participants to be recruited 

to ensure representativeness and diversity of the population (261). 

 

Inclusion criteria  

1. Physiotherapists or occupational therapists working in the acute care setting 

with older people living with frailty, specifically carrying out rehabilitation 

assessments or programmes of rehabilitation. 

Exclusion criteria 

1. Staff participants involved in research studies exploring or testing 

rehabilitation potential, rehabilitation assessments or rehabilitation models 

of care for older people living with frailty. 

2. Staff participants working in specialist stroke, end of life or fracture services. 

 

5.4.2.2 Patient participants 

A poster designed in partnership with PPI member, MK, was displayed in ward areas 

outlining the study design and what to expect (Appendix T). Staff participants delivering 

routine clinical care and a member of the study team screened potential patient 

participants against the inclusion criteria. Staff participants made the initial approach to 

patients and asked if they would be interested in taking part in the study. AC met 

patient participants to discuss entry into the study and provided relevant study 

documentation. A simplified summary PIS, designed for participants who lacked 

capacity or had communication difficulties, was provided for patients and carers 

(Appendix U) to supplement the full PIS (Appendix V). 

 

Inclusion criteria. 

1. Patient participants identified as frail by staff delivering routine clinical care and 

those in receipt of rehabilitation assessments or programmes of rehabilitation. 
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Frailty assessments used in routine clinical care were reported in the results 

section.  

2. Patient participants able to give informed consent or if assessed and deemed to 

lack capacity consultee agreement from carer or family member or appropriate 

consultee. 

Exclusion criteria 

1. Patient participants in receipt of specialist stroke rehabilitation, specialist 

fracture care, specialist end of life or with a terminal diagnosis. 

2. Patient participants with advanced care plans or directives, which stated that 

they did not wish to take part in research studies. 

3. Patient participants found to lack capacity for whom an appropriate consultee 

could not be identified. 

 

5.4.2.3 Family and carer participants  

Family or carers (of patient participants) were recruited to explore their experiences of 

the RePAT intervention. 

Inclusion criteria 

1. Carers or family members of patient participants in receipt of rehabilitation 

assessments or rehabilitation programmes. 

 

Family and carer participants were identified by virtue of their relationship with the 

patient or acting in the capacity as a consultee. 

 

5.4.3 Staff participants consent 

All staff participants had a minimum of seven days to consider entry into the study 

before written consent was obtained (Appendix W). 
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5.4.4 Patient participants consent  

In this acute clinical setting, it was not practical to give patient participants seven 

days to consider entry into the study as admissions to acute care cannot be predicted 

and average length of stays are frequently short (under five days). Therefore, written 

informed consent was obtained on the same day that participants entered the study 

(Appendix X). To protect against coercion, patient participants could contact the 

study team up to seven days after data collection and ask to be withdrawn from the 

study if they had any concerns. There were no instances where this occurred. 

Mental capacity for inclusion in the study was assessed by AC or a member of the 

routine clinical care team on each potential patient participant and documented on a 

capacity assessment form (Appendix Y), where capacity was assumed to be present 

unless proven otherwise in line with the Mental Capacity Act (352). For patients 

found to lack capacity, staff participants identified and approached an appropriate 

consultee to obtain consent. AC met with the consultee to explore, in their opinion, 

what the patient participant’s wishes and feelings about taking part in the study 

would be. Consultees were provided with a PIS (Appendix Z) and completed a 

consultee declaration form (Appendix AA) as part of the consent process. If an 

appropriate consultee could not be identified, then the patient participants were 

excluded from the study (Figure 22). 
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Figure 22 - Patient recruitment and consent process. 

 

Agreement to participate in research is an ongoing process and it was, therefore, 

vital to confirm that participants with dementia and other cognitive impairments, 

whether permanent or temporary (such as delirium), agreed to continue with the 

study irrespective of the consent in place. A form of process consent whereby verbal 

agreement to take part in the study was sought with the participant throughout data 

collection (353, 354). 
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5.4.5 Family and carer participant consent 

For family or carer participants who took part in the semi-structured interviews, 

written informed consent was obtained. 

 

5.4.6 Data collection  

The data collection process is outlined in Figure 23.  

 

Figure 23 - Feasibility study data collection process. 
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Staff participants completed a demographic information sheet detailing their 

profession, job banding according to Agenda for Change (355) and clinical experience 

(Appendix BB). 

 

5.4.7 Patient characteristics 

Patient characteristics and routinely used outcome measures were identified from 

medical notes and electronic records and documented on a Case Report Form (CRF) 

by AC (Appendix CC). Factors identified from the mapping review in chapter two, as 

important variables in predicting rehabilitation potential and outcome were included 

on the CRF. These were: age, gender, ethnicity, residential and cohabitation status, 

co-morbidities, medications, cognition, frailty status, pre-admission mobility, ADL 

abilities and reasons for admission to acute care. This provided a description of the 

patient population included in the study. These were completed by staff participants 

as part of usual care.  

Cognitive functioning can adversely affect rehabilitation outcomes amongst older 

people (131, 132, 283). Poor attention, memory, reduced communication, and 

behavioural changes may present challenges to therapists when delivering 

rehabilitation. In particular behavioural changes, altered mood, loss of motivation 

and poor compliance can adversely impact on an individual’s ability to engage and 

improve with therapy (120). However, many of these potential barriers can be 

overcome using compensatory techniques such as memory books, written prompts 

(79) and the use of explicit learning techniques of observational learning and learning 

by guidance (121). Tools such as the MMSE (356) and MoCA (357) are frequently 

used in clinical practice. Assessments completed by staff participants as part of usual 

clinical care were recorded on the CRF. 

The Charlson Co-Morbidity Index (CCI) was chosen to quantify certain underlying 

medical conditions in the patient participants. The CCI predicts mortality through 

classifying and weighing comorbidities (358). Whilst the tool does not provide an 

exhaustive record of all underlying conditions, it has been used extensively in 

healthcare research (359, 360) and is a valid and reliable measurement of 

comorbidity (361). Admitting complaints were classified according to the 

International Classification of Diseases 11 (ICD-11), a globally standardised method 
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for reporting and classifying diagnostic health information (362). Polypharmacy is 

associated with serious adverse outcomes amongst frail older people (363). The 

number of regularly prescribed preadmission medications were recorded where 

composite medications such as Cocodamol were documented as one medication. 

These items allowed for patient characteristics to be described. Cohabitation status 

(living alone) and a decline in cognitive function have been found to be strongly 

associated with adverse clinical outcomes following an acute hospital admission 

amongst older people (40, 222, 238). Pre-morbid levels of mobility and 

independence have been reported to predict recovery after acute ill health (190, 

191). These items were reported on the CRF. 

Frailty is common amongst the older inpatient population, is associated with adverse 

outcomes (24, 364) and its presence was an inclusion criteria for the population in 

this study. Clinical staff were asked to identify patients who were frail to take part in 

the study. The frailty assessment tools completed by clinicians were identified and 

documented on the CRF. This provided information on the tools in current clinical 

use and levels of frailty in the recruited patient population. 

 

5.4.8 Usual clinical care 

Usual clinical care was delivered by a specialist multi-disciplinary team comprising of 

doctors, nurses, therapists and other health care professionals. Although the RePAT 

intervention was completed by physiotherapy and occupational therapy staff 

participants, rehabilitation assessments and decisions on rehabilitation potential are 

typically an MDT endeavour (68, 76). In describing usual care, the types and numbers 

of MDT team members were documented. 

Outcome measures are commonly used to evaluate rehabilitation response and 

change within research and clinical practice. Jette et al. (365) found that although 

physical therapists recognised the importance of using standardised assessments and 

measures, they were seldom used in practice. In 2007, AGILE published an outcome 

measures manual which provided physiotherapists with detailed descriptions of 

sensitive, valid and reliable measures for use with older people (87). Recommended 

measures included: the Elderly Mobility Scale, Berg Balance Scale, Functional Reach 
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and Timed Up and Go. The use and type of such validated outcome measures were 

documented on the CRF. 

Decisions on rehabilitation potential can impact on the type, intensity and location of 

rehabilitation programmes offered to individuals (76, 137, 149). Types of 

rehabilitation planned for patient participants on their discharge from the hospital 

setting were recorded. 

These findings were documented on the CRF and identified from medical notes and 

electronic records by AC (Appendix CC). AC did not complete any face-to-face patient 

assessments. 

 

5.4.9 The novel intervention - Rehabilitation Potential 

Assessment Tool (RePAT), training and support. 

 

The RePAT intervention has been described in chapter four, but in brief, staff 

participants attended a training session on RePAT in a seminar room in the hospital, 

which lasted for 60 minutes. Content included: background to the development of 

the RePAT, patient participant recruitment process, mental capacity, data collection 

and RePAT completion. A copy of the training manual can be found in Appendix Q. 

Participants were given a clinical vignette based on a typical geriatric rehabilitation 

patient and completed the tool as a group. Opportunities for discussion and 

reflection were provided. Clinical vignettes allow training in authentic contexts of 

practice and have been widely used to evaluate guideline specific clinical reasoning 

skills, assess knowledge, train participants in intervention delivery and assess 

intervention adherence (308-311). They have the advantage of embracing both 

experiential and reflective learning (305, 306). In complex interventions for older 

people, delivering training which considers the structure and content of the training 

has been shown to be particularly effective (307). 

The RePAT comprised of 15 items relating to components of rehabilitation potential 

and can be found in Appendix Q. Following the training session, staff participants 

were asked to assess patient participants following their usual clinical care and then 

re-assess using the RePAT intervention. AC met with staff participants after they had 
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completed their first RePAT assessment, to provide support and mentorship and 

clarifying any questions on RePAT completion. The completed RePAT forms were 

then collected and data were transferred onto an Excel spreadsheet for fidelity 

assessment and data analysis. 

 

5.4.10 RePAT fidelity 

Fidelity considers if the intervention was delivered as intended (366, 367) and is 

central in understanding if staff participants were able to deliver the intervention 

effectively (368) and under what circumstances. Poltawski et al. (369) suggest that 

feasibility studies should act as “test-beds” for fidelity assessments to inform future 

implementation studies. Methods such as triangulating fidelity assessments with 

video recordings of intervention delivery, checklists or interviews can enhance the 

validity, reliability and replicability of findings (366). Checklists and interviews were 

used in this study to strengthen the understanding of RePAT fidelity and completion. 

To reduce the risk of bias, a priori fidelity assessment criteria were developed 

(Appendix DD). These considered how closely the content of the completed RePAT 

items matched the guidance, outlined in the tool and in the training. Each item was 

rated as either having 100%, 50% or 0% fidelity (Table 16). 

 

Table 16 - Fidelity criteria. 

Fidelity level Description  

100% Fully meets criteria 

50% Meets some of the criteria 

0% Does not meet criteria or empty cell 

 

5.4.11 Staff participant interviews 

Staff participants took part in one-to-one semi-structured interviews to explore face 

validity and tolerability of the intervention. Participants were asked about their 

experiences of delivering the RePAT and recommendations for improvements on the 
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intervention. The interview schedule was designed by the study team and piloted 

with two clinicians (Appendix EE). 

 

5.4.12 Patient and carer participant interviews 

Patients or family members took part in semi-structured interviews to explore their 

experiences of RePAT. Participants were purposively matched to the staff 

participants. The interview schedule was developed and then reviewed by MK and 

members of the PPI group (Appendix FF). All interviews were held in a private room 

and audio-recorded. 

 

5.4.13 Sample size 

Feasibility study samples should be large enough to generate appropriate levels of 

information to allow inferences to be drawn in line with testing specific aims of the 

study (370). A sample of five staff participants and 25 patient participants was 

proposed to generate meaningful inferences from the data and was deemed feasible 

within the study timeline. 

To explore the acceptability of the intervention and RePAT, all five staff participants 

and a purposive sample of five patients or carers were interviewed. 

 

5.4.14 Reflective diaries 

AC and MK kept reflective diaries during data collection and analysis. These were 

used as reflective tools, allowing for underlying assumptions to be critically explored 

and examined. Diaries helped add richness to descriptions of participant’s 

experiences and allowed the researchers to capture their thoughts, values and views. 

Bradbury-Jones (371) suggest that they are an integral part of the research process 

but are rarely explicitly articulated. Reflections were transcribed and integrated with 

interview data as part of the analytical approach, providing context to the findings 

and allowed for AC and MK to critically examine their interpretations of the data. 

They were discussed with the supervisory team. Further considerations on reflexivity 

can be found in chapter three. 
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5.4.15 Analysis 

Staff, patient characteristics and usual care data were transferred onto a 

spreadsheet for data cleansing and analysis. Data were stored and analysed using the 

statistical package STATA15. Patient and staff participant characteristics were 

described using descriptive statistics including means, standard deviations and 

ranges for quantitative variables and counts for categorical data. 

Free text data from the RePAT intervention were analysed thematically and verbatim 

quotes were presented from staff participants for each item. Thematic analysis 

allowed for patterns and meanings to be discovered, explored and interpreted within 

the RePAT data (372). This method allowed for items to be considered against a 

priori criteria outlined in the RePAT guidance (chapter 4) and emergent data from 

the completed RePAT interventions. Data were analysed by AC and refined through 

face-to-face discussions with the supervisory team and MK. Further justification for 

the use of thematic analysis can be found in chapter three. 

Each completed RePAT was rated for fidelity by two reviewers from the study team 

independently (AC and a combination of PL, SG and ALG). The mean value of the two 

scores was then calculated and a fidelity result allocated for each RePAT item. 

Patient and staff participant interviews were analysed separately, reflecting the 

study aims. Data were thematically analysed (267). Codes and themes were 

identified, which allowed the research question and aims to be addressed. This 

approach provided a rich and detailed account of participants’ experiences of using 

or being assessed with the RePAT. Justification for the use of thematic analysis is 

outlined in chapter three. The six stages of thematic analysis are outlined below 

(267). 

 

1. Data familiarisation 

AC repeatedly listened to the audio-recordings and reviewed her field notes and 

reflective diaries. AC transcribed three transcripts and a professional transcriber, the 

remaining seven which AC reviewed with the audio-recording for accuracy. Initial 

analytical notes, key ideas and impressions were made. 
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2. Coding 

AC and MK independently read each line of the first two patient and staff participant 

transcripts. AC managed the data using NVivo 11. Codes, which permitted interesting 

data to be systematically classified (267) were generated. Data from reflexive diaries 

and field notes were integrated alongside the codes to increase analytical insight and 

transparency. 

3. Development of themes 

AC and MK collated codes into potential themes. Themes captured the essential 

meaning of the data (260), allowing the research question to be addressed. This 

process allowed for connections between codes and themes to be explored (267). 

4. Reviewing themes 

Remaining transcripts were coded independently by AC and MK and reviewed 

against the emerging themes. This permitted potential themes to be tested and for 

any additional data within themes that had been missed in earlier coding stages to 

be identified until no new themes emerged. 

5. Defining and naming themes 

Names and definitions of each theme were developed by AC and reviewed by the 

supervisory team and MK. 

6. Reporting 

Themes were presented with relevant supporting data excerpts allowing the findings 

to be considered in relation to the research question, aims and objectives and 

relevant literature. 
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5.5 Results 

Results have been reported against relevant criteria outlined in the CONSORT 2010 

guidelines for randomised feasibility and pilot studies (373). 

A priori criteria for success were developed and displayed in Table 17. 

 

Table 17 - Feasibility study criteria for success. 

Criteria Outcome 

Five staff participants recruited within one month Achieved 

25 patients recruited within two months Achieved 

Intervention delivered to 25 participants Achieved 

Fidelity of intervention at 80% for all items Not achieved 

 

5.5.1 Staff participant recruitment 

Initially, five staff participants were recruited to the study within two weeks. Due to 

clinical time restrictions, one participant was unable to complete five patient 

assessments so an additional staff participant was recruited. 

 

5.5.2 Patient participant recruitment 

One hundred and eight-five patients were screened and 104 were deemed to be 

eligible against the inclusion criteria. From this population, the first 31 patients were 

approached, five refused to take part and 26 participants were recruited. One 

participant was discharged before the RePAT could be delivered and was withdrawn. 

Consultee consent was required for eight participants (Figure 24). 



 

196 

 

 

Figure 24 - Flow of participants through the feasibility study. 
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5.5.3 Staff participant demographics 

The staff participants characteristics are displayed in Table 18. 

Table 18 - Staff participants demographics. 

Profession  

Physiotherapist 

Occupational therapist 

3 

3 

Banding UK AFC (355) 

Band 5 

Band 6 

4 

2 

Highest qualification  

BSc 

BSc (Hons) 

5 

1 

Time working in HCOP (months)  

Mean ± SD 

Range 

18 ± 32.24 

4 – 84 

Rehabilitation experience with older people  

(months) 

 

 

Mean ± SD 

Range 

33.17 ± 28.4 

7-84 

Time qualified (months)  

Mean ± SD 

Range 

50 ± 50.36 

10-144 

Sample size 6 

 

5.5.4 Patient participant characteristics 

Twenty-six patients were recruited to the study. Patient participant characteristics 

were reported for 25 participants (Tables 19 and 20), accounting for the one 

participant who was not assessed due to time restrictions. 
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Table 19 - Patient participant characteristics 1. 

Age (years)  

Mean ± SD 

Range 

86.16 ± 6.39 

71-107 

Gender N, % 

Male 

Female 

16 (64%) 

9 (36%) 

Ethnicity  N, % 

White 

Mixed Race 

24 (96%) 

1 (4%) 

Pre-admission residential status  N, % 

Home with no formal care support 

Home with formal care support 

Assisted living 

24-hour live-in carer 

15 (60%) 

7 (28%)  

2 (8%) 

1 (4%)  

Cohabitation  N, % 

Lives alone 

Lives with spouse 

Live-in carer 

14 (56%) 

10 (40%) 

1 (4%) 

Preadmission mobility status N, % 

Independent with no aid 

Independent with stick 

Independent with frame 

Assistance of one plus aid 

2 (8%) 

3 (52%) 

9 (36%) 

1 (4%) 

Number of regular pre-admission prescribed 
medications  

 

Mean ± SD 

Range 

7.54 ± 3.11 

2-14 
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On admission patient participants had a mean number of 6.2 comorbidities (± 2.73) 

and a mean CCI of 3.44 (± 2.12). The most common comorbidities were 

hypertension, cerebrovascular disease, dementia, kidney disease and chronic 

obstructive pulmonary disease. All participants took regular prescribed medications 

with a mean number of 7.54. Patients were admitted with a mean of 2.12 ICD-11 

codes (±0.73). The most frequent were falls (26.41%), mobility difficulties (17%) and 

disorientation (7.55%). Nineteen (76%) participants were assessed using the Clinical 

Frailty Scale on admission (25), where 42% were classified as moderately frail and 

21% as severely frail. No other frailty assessment tools were reported. 

Table 20 - Patient participant characteristics 2. 

Charlson Co-Morbidity Index (CCI)  

Mean ± SD 

Range 

3.44 ± 2.12 

0-10 

Number of comorbidities  

Mean ± SD 

Range 

6.2 ± 2.73 

1-12 

Admitting complaint (ICD-11 codes)   

Mean ±SD 2.12 (±.73) 

Cognitive screening tools (n, %, mean, SD) 
 

Abbreviated AMT 

AMT 

MMSE 

9 (37.5%) 3.11 (± 1.54) 

14 (58.3%) 6.86 (± 3.1)  

1 (4.17%) 18 

Clinical Frailty Scale 
 

Well (2) 

Vulnerable (4) 

Mildly frail (5)  

Moderately frail (6) 

Severely frail (7) 

Very severely frail (8) 

1 (5.3%) 

3 (15.8%) 

2 (11%) 

8 (42%) 

4 (21%) 

1 (5.3%) 
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Cognitive screening occurred in 96% of participants with the AMT and abbreviated 

AMT being used in 37.5% and 58.3% of the sample. The sample comprised of 

patients with mild to moderate degrees of cognitive impairment. One instance of the 

use of a standardised outcome measure, the Elderly Mobility scale was recorded. 

 

5.5.5 Usual clinical care characteristics 

A mean of 4.96 (S.D ±1.05, range 3-7) MDT members were documented as being 

involved in routine care during patient participants hospital stay. The core team 

typically consisted of physiotherapists (100%), geriatricians (100%), nurses (100%) 

and occupational therapists (84%). These results are presented in Table 21. 

Table 21 - Multi-disciplinary team members involved in usual care assessments. 

Profession Frequency Percentage  

Physiotherapist  25 100 

Geriatrician  25 100 

Nurse 25 100 

Occupational therapist 21 84 

Integrated discharge team 6 24 

Speech and language 

therapist 

4 16 

Dietitian 3 12 

Old age psychiatrist 3 12 

Pharmacist 3 12 

Rheumatologist 2 8 

Social worker 1 4 

Audiologist 1 4 

Ophthalmologist 1 4 

Orthopaedic consultant 1 4 

Social care Reablement 1 4 

Spinal consultant 1 4% 

Tissue viability nurse 1 4% 

 

All 25 patient participants were assessed for rehabilitation whilst in hospital. This 

was typically completed as part of the discharge planning process. They were 

recommended for community-based rehabilitation services, intermediate care 

rehabilitation, an increase in their package of care and Reablement (Table 22). 
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Reablement services help people with poor physical and/or mental health to learn or 

relearn skills for daily living (374). 

Staff participants set and documented goals with 32% (n=8) of patient participants 

and involved family members in assessments or rehabilitation plans in 56% (14) of 

participants. Aims of rehabilitation documented in usual care were to: “increase 

indoors and outdoors mobility”, “improve confidence in everyday functioning”, 

“increase independence with Activities of Daily Living” or not specified in usual care. 

Table 22 - Type of rehabilitation and care planned. 

Type of rehabilitation/care planned N 

Community-based rehabilitation 

Increase package of care 

Reablement team 

Rehabilitation bed 

Equipment 

Community-based falls prevention 

Nursing home assessment bed 

Not specified 

13 

6 

5 

3 

2 

1 

1 

2 

 

5.5.6 The novel intervention – RePAT 

All 25 patient participants were assessed with RePAT. RePAT assessments were fully 

completed with no missing data. The mean time to complete the RePAT was 32.7 

minutes (range 15 – 60 minutes). The results for each RePAT item are displayed in 

Table 23 alongside verbatim quotes from the completed RePAT tools. Staff 

participants who completed the RePAT intervention were referred to as SP plus their 

study number (for example SP1) and patient participants assessed with RePAT as PP 

plus their study number (for example PP1). 
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Table 23 - Analysis of completed RePAT interventions. 

Item 
Thematic Content  Supporting Evidence Mean fidelity 

score (%) 

Are there any 
underlying physical 
issues which may 
affect or interfere with 
rehabilitation? 

Underlying co-morbidities 
documented and how these 
may have affected multiple 
organs and systems of 
health conditions. Some 
discussion of how these may 
affect rehabilitation. 

“Atrial fibrillation, previous stroke (left MCA infarct), 
hypertension, and poor vision. May cause difficulties in 
different environments.” SP1/PP19  
 
“Hypertension, postural drop currently being investigated so 
patients’ mobility should improve once management is 
optimised. COPD.” SP4/PP6 

100 

Are there any 
unresolved physical 
issues which may 
affect or interfere with 
rehabilitation? 

Ongoing physical issues or 
co-morbidities which 
interfered with patients’ 
ability to participate or 
benefit in rehabilitation. The 
term ‘nil of note’ was widely 
used to denote the item had 
been considered. 

“Resolving urinary sepsis, functional decline following 
infection. CT lumbar spine showed L5/4/3 endplate collapse. 
Pain in lumbar spine limits activities.” SP1/PP25 
 
“Nil of note, medically fit for discharge no medical follow up.” 
SP5/PP7 

100 

Are there any 
underlying 
psychological issues 
which may affect an 
individual’s motivation 
or participation with 
rehabilitation?  

Underlying psychological 
issues related to impairment 
of function and health 
condition level were 
identified. The term ‘nil of 
note’ was widely used to 
denote the item had been 
considered. 

“Mild hypoxic brain injury, patient requires clear step-by-step 
instructions and struggles with memory.” SP6/PP26 
 
“Nil very keen to progress.” SP3/PP3 

100 
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Item Thematic Content Supporting evidence Mean fidelity 
score (%) 

Are there any 
unresolved 
psychological issues 
which may affect an 
individual’s motivation 
or participation with 
rehabilitation?  

Delirium was associated 
with infections and the 
effect on progression and 
participation was included. 
Evidence that motivation 
and anxiety were 
considered. Participants 
documented nil or none 
known. 

“Hallucinations settled during admission and had increased 
mood within inpatient progression.” SP3/PP1 
 
“Nil, very motivated to participate in rehabilitation, nil 
evidence of delirium.” SP3/PP2 

100 

Has the individual been 
able to demonstrate 
participation in the 
rehabilitation 
assessment or 
rehabilitation 
programme during this 
current episode of 
care? 

Motivation and 
performance were 
considered in this question. 
Factors which limited this 
such as mood, pain and 
delirium were documented. 

“Patient was motivated and engaged in all OT and physio 
assessments.” SP2/PP14 
 
“Patient has been keen to participate, clear instructions 
required due to confusion. Pain has been limiting factor.” 
SP6/PP26 

100 

What are the 
individual’s current 
functional abilities and 
levels of 
independence?  

Focus was predominantly on 
functional abilities. 
Additional consideration of 
the type of equipment and 
support required to achieve 
abilities was occasionally 
documented but variably 
reported. 

“Independently mobile with WZF, independent changing 
stoma. Assistance with washing and dressing, independent 
with all transfers.” SP4/PP13 
 
“At best had the assistance of 2 mobile 10m. Mostly handled 2 
person step round transfer.” SP3/PP4 

88.2 



 

204 

 

Item  Thematic Content Supporting evidence Mean fidelity 
score (%) 

What were the 
individual’s pre-morbid 
(pre-admission) 
functional abilities and 
levels of 
independence?  

Variable information 
considering ranging from an 
individual’s ability to 
mobilise to detailed 
information on pre-
admission abilities in many 
aspects of life and the time 
scale. 
Evidence for considering 
rate and type of decline in 
these abilities in the lead up 
to hospital admission. 

“Pre-admission (3/52) independent mobile unlimited exercise 
tolerance and driving. But 3/52 prior to admission a slow 
decline due to pain and difficulty with transfers.” SP3/PP3 
 
“Lives alone, no care package. Has cleaner and support from 
family. Independent with shopping, meals and personal care. 
Mobilise with walking stick indoors and electric scooter 
outdoors.” SP4/ PP6 
 
“Handheld plus one.” SP5/PP8 

88.2 

Do you have a 
thorough 
understanding of an 
individual’s 
environment in their 
usual place of 
residence? 

Variable information 
completed with responses 
varying from yes to detailed 
information on how 
individual functions in their 
usual place of residence. 

“Yes, through discussion with patient.” SP1/PP19 
 
“Patient lives in bungalow 1 step access all level inside, riser 
recliner chair in-situ, Mowbray and double divan bed.” 
SP2/PP17 
 
“Home is currently well set up as patient previously using 
rotunda at home. Previous admission means we have good 
knowledge of home equipment and set up.” SP6/PP23 
 

88.2 
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Item Thematic Content Supporting evidence Mean fidelity 
score (%) 

What support does the 
individual require to 
make decisions about 
their future? 

Considered capacity to 
make decisions about future 
care and needs. Where 
patient lacked capacity, 
actions were documented 
and whom this was 
discussed with. If patient 
had capacity, the item was 
largely not supplemented 
with additional information. 

“Wife supports with all ADL’s and decisions. Lacks capacity 
however, this is variable due to resolving delirium and UTIs.” 
SP5/PP15 
 
“No concerns regarding capacity, patient has support from 
family.” SP6/PP23 
 
“Has capacity.” SP5/PP16 

73.5 

Has the individual been 
asked, “What’s 
important to me?” 

Understanding what is 
important to the individual 
included direct quotes from 
patients as well as 
organisational and therapist 
driven interpretation of 
perceived importance. 
Where individuals lacked 
capacity family members 
were asked the question. 
 
 

“I just want to go home [patient], go home with the right 
support and equipment so I can manage as much as I can on 
my own [husband].” SP5/PP8 
 
“To return home, have a good sleep and walk the dog.[patient 
verbatim]” SP1/PP19 
 
“To return to previous baseline function so she is able to toilet 
independently.” SP3/PP2 

97 
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Item Thematic Content Supporting evidence Mean fidelity 
score (%) 

Have goals been set 
and agreed which are 
SMART? (Short, 
Medium, Long Term) 

Goals were typically poorly 
set. Attempts were made in 
most cases to consider 
short, medium and long 
term goals but often framed 
from clinicians’ perspective 
rather than patients with a 
focus on specific functional 
abilities such as mobility, 
type of aid, assistance or 
distance. 

“Short – transfer with WZF in 2 days. Medium – go to rehab 
and mobilise with WZF in 2 weeks. Long – return home 
independently mobile with WZF in 3 weeks.” SP4/PP1 
 
“To return to independence with personal care and cooking 
within 4 weeks.” SP6/PP24 
 

55.9 

Has the multi-
disciplinary team been 
involved in the 
assessment or 
decision-making 
process? 

MDT involvement was well 
documented, either through 
discussion with named team 
members or at daily team 
meetings. Some gave 
information on what other 
team members had found, 
other just listed MDT 
involved. Family members 
were often included. 
 
 

“During discussion in MDT ward round.” SP1/PP19 
 
“Review by OT, social services, medical review, liaised with 
daughter.” SP4/PP13 
 
“Nurses report patient is becoming reliant and refusing certain 
medical interventions but keen for rehab. IDT to review.” 
SP4/PP6 

94 
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Item Thematic Content Supporting evidence Mean fidelity 
score (%) 

Has the individual's 
rehabilitation potential 
been assessed over 
multiple time points? 

The iterative nature of 
assessment was embraced 
by participants. Recognition 
of the need to consider 
participation and abilities 
over a number of sessions. 

“Patient assessed every morning with nursing staff, OT and 
physio reviewed patient daily whilst on ward.” SP2/PP14 
 
“Patient initially did walk and considered for home but past 
week has been variable.” SP1/PP25 
 
“Long admission of 41 days and has reduced motivation, 
fluctuating cognitive states have been seen.” SP3/PP4  
 

88.2 

Is the proposed 
rehabilitation 
programme likely to be 
effective? 

Considerations on how the 
individual would benefit, or 
not, from rehabilitation. 
Factors which affected 
participation and 
effectiveness were linked to 
rehabilitation aims, goals or 
what’s important to the 
patient. 

“Given the right amount motivation and improved medical 
status I think residential rehabilitation would benefit the 
patient.” SP4/PP5 
 
“No cognitive impairment, acute deconditioning secondary to 
pain. Will benefit from regular strengthening exercises to 
assist with transfers and to reduce falls risk.” SP3/PP2 
 
“Patient has already improved whilst on the ward and this is 
likely to continue at home with support.” SP6/PP23 
 

94 

Overall impression  Items included patient 
levels of engagement, 
motivation and progress 
during inpatient stay. Often 
articulated as seeking 
reversal of deconditioning 
or improvement back to 

“Has potential for rehabilitation but not yet well enough to 
return home, has demonstrated progression with 
mobility/transfers and is compliant but needs some 
prompting. May benefit from further support with ADLs at 
home, but patient feels this would be less after a period of 
rehabilitation.” SP5/PP7 
 

88.2 
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baseline or pre-admission 
abilities. Belief that 
rehabilitation in patients 
own environment was 
preferable, but the 
recognition that some 
needed more intensive 
support and input to realise 
their potential. Specific 
benefits mentioned and 
underlying conditions 
(cognition and delirium) 
frequently mentioned. 

“Patient is likely to regain independence and confidence with 
the Reablement team.” SP2/PP14 
 
“Patient has demonstrated determination with little 
encouragement needed to participate in therapy. Is dependent 
on medication timing and mental state, however has 
progressed with each session, I feel that will improve once 
back at home in familiar environment and once UTI’s and 
delirium have settled.” SP5/PP15 
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5.5.7 Fidelity 

A priori criteria of success for the RePAT was set at 80% and 13 out of 15 items 

achieved this rating. Items one to five scored 100% fidelity against the criteria. 

“What’s important to me?” (Item 10) scored 97%. Items 12 and 14 scored 94% and 

considered MDT involvement and rehabilitation effectiveness. Items six, seven, eight, 

thirteen and fifteen, relating to current and pre-morbid abilities, environmental 

assessment, the timing of assessment and overall impression scored 88.2%. The two 

items 9 and 11, relating to decisions about the future (73.5%) and goal setting 

(55.9%) did not meet this level. 

 

5.5.8 Staff participant interview results 

Six staff participants took part in the semi-structured interviews, which lasted 

between 20 and 41 minutes (mean 31 minutes). 

Themes were categorised as: enhanced clinical reasoning in a pressured 

environment, embracing complexity with a holistic approach, patient-centred 

approach to decision-making, feedback loop and implementation into future 

practice. Each will be presented. 

 

5.5.8.1 Enhanced clinical reasoning in a pressured environment 

All participants reported that the intervention had had a positive effect on their 

clinical practice. The RePAT intervention was said to provide structure for their 

clinical reasoning and decision making. 

“I found it useful because it made me think, the clinical reasoning behind 

why we did it…it does actually make you reflect on what you have done 

and why you have done it.“ [Staff participant two] 

“It pulls all your ideas together and helps you to really make that final 

decision. Why am I saying this is, because of what?...this is the decision, 

this is my plan, and this is my right decision.” [Staff participant four] 

Participants spoke of how the rapid turnover of patients in the acute hospital setting 

and pressures to free up beds meant that sometimes their preferred way of working 
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was comprised, but the RePAT intervention provided a structure and process to 

make complex decisions quickly, systematically and robustly. 

“I think the difficulties are the time restraints which stop you, you don’t 

always have as much time to dig down into the pre-admission issues 

from the physical and the cognitive point of view. I think it helped to just 

go back and gives you a bit more of holistic goals and clear 

understanding of the patient.” [Staff participant one] 

 

5.5.8.2 Embracing complexity with a holistic approach 

Participants expressed that the complexity and fluctuation in the performance of 

their patient group meant that decisions were often complex and influenced by day-

to-day processes and non-clinical factors. Participants said that the RePAT 

intervention helped them consider a wide range of factors about an individual’s 

rehabilitation potential in a robust and systematic fashion. This was said to lead to 

improved inter-disciplinarily working and communication with patients and family 

members. 

“It was certainly I think useful, having it all together because then 

everyone could see that this is what evidence you’re basing your 

decisions on.” [Staff participant six] 

The RePAT intervention was said to support a holistic approach to rehabilitation 

decision making by covering a range of physical, psychological, environmental and 

participatory items. Although they may have considered these factors in their routine 

clinical practice, RePAT required them to explore these in greater depth and the 

impact these may have had on rehabilitation potential. 

“They come into hospital with a new acute issue, so, looking at their 

baseline function, with all the comorbidities. So I do take that into 

consideration [describing routine practice], I don't necessarily, I probably 

more put it to the back of my mind unless there's something quite 

significant that is going to have an impact, so if there's a 

musculoskeletal issue, delirium, nutrition or they're not eating or 

drinking. Obviously, we take that into consideration as well…I now think 
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about past medical history… then you always have to think about how 

that's going to influence your treatment on that day and in the 

future…and then we'd just have to think how they are going to recover 

from that.” [Staff participant five] 

For some participants, this led to a deeper understanding of psychological issues 

such as delirium, mood and cognition and the impact these had on abilities and 

performance. Whilst routine assessments were often said to categorise patients into 

boxes (potential for improvement or not), or patients matched to services, RePAT 

was said to allow clinicians to embrace the complexity of their patients. 

“Things that are unresolved, psychological issues, delirium is such a big 

issue. I think in the frail population as well, so just bringing it up it makes 

you think, actually is this resolving, what is the pattern, has this 

happened before, is this from a previous admission or are we likely to 

get better and perhaps think about rehab, slightly later down the line.” 

[Staff participant three] 

The RePAT intervention offered participants a structured and systematic method for 

assessing holistic domains of health and well-being. However, some terms such as 

unresolved and underlying were found to be confusing and at times contradictory. 

“The bit I initially found quite difficult was the difference between the 

underlying and the unresolved, I did find that quite tricky and I found 

myself often flicking to the guidance bit. Thinking now is this underlying 

or is this under resolved. So I don’t know if that needs tweaking, I don’t 

know, but I found that sometimes difficult to separate.” [Staff 

participant six] 

“I think it just broke it down, so you are looking at the past and present 

of what they could do and sometimes when you are on the ward it is so 

quick that you think, yes that would be good but actually you take a step 

back and read it through then one of the roles a bit like maybe we not 

have done that. But I do think it helped break it down all the different 

parts of why we do it. It represents that thinking.” [Staff participant two] 

Some participants stated that although they found RePAT helpful, they wanted a 

binary decision on rehabilitation potential at the end. However, they contradicted 
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themselves by stating that a tick box or yes/no approach to rehabilitation potential 

was not helpful in addressing the complex needs of their patients. The free text 

boxes presented in the RePAT allowed them to delve into the nuances and 

fluctuations associated with frailty. 

“I know with a lot of other decision-making tools you have might be yes, 

no questions, and then you kind of how many yes’s how many no’s and 

then you kind of pull it all together, this will still have to go through and 

look and still having to make a decision and read it through, review it, it 

wasn’t a quick tick tick… but actually people aren’t that straight 

forward.” [Staff participant six] 

Although participants stated that they routinely considered rehabilitation potential 

over multiple time points within a patients stay, they admitted that this was often 

assumed rather than formally assessed. RePAT prompted them to ensure that they 

adopted an iterative approach to considering rehabilitation potential, which took 

into account fluctuations in health, performance and participation. 

“I got down to a certain part so ‘had they been assessed at multiple 

points?’ I’ve thought no.” [Staff participant three] 

 

5.5.8.3 Patient-centred approach to decision-making 

Participants reported that they strived to adopt a patient-centred approach to care 

but found RePAT enhanced their ability to deliver this and understand patient and 

carer wishes. They stated that they and members of the MDT frequently assumed 

that they knew what a patient or carer wanted to achieve but did not fully 

understand this until they were prompted to ask “What is important to you.” This 

item highlighted that they frequently considered what was important to them and 

their organisation and rather than patient needs and wishes. 

“It’s remembering about being client centred, putting the patient at the 

front of the plan, going into MDT discussions, it does sometimes feel like 

the patient doesn’t have a voice. [The tool] it helps to keep the patient at 

the forefront.” [Staff participant one] 

This item was also used to enhance their goal setting and focus on what was relevant 

to the patient and carer. However, goal setting was frequently cited not to be 
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prioritised in clinical practice due to acute setting pressures, subsequently, many 

participants felt deskilled in goal setting practice. 

“Not enough of us [goal set] and it is not clear from our first or second 

intervention. In our medical notes, we might write something, but it is 

not a smart goal, it might be a goal, but it’s not smart. Mainly never 

agreed with the patient, doesn’t have a timeframe…but here it’s not 

such a priority for people whereas actually that is a massive part of your 

rehab potential prediction. If you think that we have set these short term 

goals have we achieved them, yes, yes, yes, right you will very likely will 

achieve this. If you have not achieved any of our goals within two or 

three days actually, rehab potential wise, what are we aiming for, what 

is going to be realistic.” [Staff participant three] 

 

5.5.8.4 Feedback loop 

Participants spoke of observing rehabilitation response and progress, or not, during a 

patient’s hospital stay but feedback on future progression was largely absent. All 

staff participants reported that they rarely found out what happened to their 

patients after being discharged from the acute hospital setting. They spoke of being 

unaware of the outcomes of proposed programmes of rehabilitation and therefore 

were unable to judge if their clinical decisions were accurate, valid or successful.  

“We don’t know what happened to them because we don’t get the 

feedback…if the rehab unit they went to think they are unsuitable.” 

[Staff participant three] 

Staff participants attributed this lack of feedback to a number of factors. This 

included the lack of shared IT systems across organisations, time pressures which 

meant that progress was not explored and the lack of emphasis placed on 

rehabilitation outcomes by the health community.  

“Are we making the right decision, are we making the right discharge 

pathways for these patients. I do think we need a piece of work on this.” 

[Staff participant one] 
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5.5.8.5 Implementation into future practice 

Participants positively evaluated RePAT training, finding the clinical vignettes helpful 

in terms of theory and practice. They referred back to the training during the early 

stages of using RePAT and reported that the speed and ease with which they 

completed RePAT increased. They suggested that supplemental online training or 

peer mentoring would be helpful for future trials. 

“The training tool was good and after I did that I thought, yes, right, I 

can definitely do this but then when I came to do it on a patient, like I 

say the first two it took me a lot longer because nothing is ever straight 

forward or they will have things which are a little bit more obscure as 

well, but I think you still need that case study to go through as an 

example, rather than I can’t imagine trying to do it without a case study, 

if that makes sense, you always need a bit of both.” [Staff participant 

three] 

Participants reported that they obtained information from multiple sources such as 

existing clinical notes (paper-based and electronic), other MDT members, patients 

and carers to complete RePAT. 

“I just went to my normal routine of getting as much information from 

everywhere. So it could be from the notes, it could be from the family, it 

could be from anyone really, it could be from the computer system.” 

[Staff participant five] 

During this feasibility study, RePAT was used alongside routine clinical practice and 

hence was in addition to completing usual assessments and supporting paperwork. 

Participants agreed that RePAT could replace their usual practice for rehabilitation 

assessments and decisions on rehabilitation potential and be integrated 

electronically. 
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5.5.9 Patient and family interviews 

Three patient-participants took part in the semi-structured interviews and a husband 

of a patient participant with a diagnosed dementia (family participant one). 

Key themes that emerged were; who was that, what’s important to me, family 

involvement and communication, and I just want to go home. The findings are 

presented below.  

 

5.5.9.1 Who was that? 

Patient participants were unable to distinguish the intervention from routine care, 

and therefore obtaining their specific experiences of RePAT proved challenging. 

Participants stated that due to the nature of the hospital environment, they were 

frequently unable to say who had seen them, what assessments had been completed 

and the role of different professionals. 

“There are lots of different people, that have talked to you in hospital 

and it’s muddling… I recognise them, but you forget their names.” 

[Patient participant 24] 

Participants reported being assessed over multiple times points and by differing 

members of the MDT. In some cases, they were able to outline certain assessments, 

but outside traditional nursing and medical roles, allied health professionals 

practices were less well defined. 

“I think she pressed my feet against… they asked me about my loo at 

home, they are going to give me a frame to go round it because my 

toilet is too low, so I can lift myself up.” [Patient participant 24] 

 

5.5.9.2 What’s important to me? 

Although they were unable to comment on RePAT directly, patient participants said 

that they had been asked to state what was important to them and what they would 

like to achieve. This was a key item in the RePAT intervention. 

“I said to get fit enough to be able to go home and we have got a 

beautiful garden, we have just had it re-landscaped and but there is a 
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few bits and pieces that we want doing.  I would love to get out there 

and do a bit. Other than that, play my bowls.” [Patient participant 18] 

Despite this, in the hospital environment, choices about acute care were nuanced by 

the belief that they were in “the right place to be ill” [Patient participant 20] and that 

healthcare professionals knew what was best for them. This meant that they often 

deferred power and choices to professionals or family members. 

“Well, it’s all for your own good really. You know, we don’t know what 

they find in the bloods and all that, do we really? I mean we are in the 

best place if you are ill. Aren’t you?” [Patient participant 20] 

 

5.5.9.3 Family involvement and communication 

Participants spoke of the importance of involving family members in their care, 

supporting decision-making and providing information to healthcare professionals. 

Participant 20 outlined the role his daughter had played in assessing his abilities. 

“My daughter wanted them to try walking me upstairs…I need to do 

them to go home, which they did with her. They said it was fine.” 

[Patient participant 20] 

However, family involvement was not without challenges. A family member who was 

the sole carer for a patient participant with severe dementia, spoke of feeling 

helpless and at odds with healthcare professionals in the care and future plans for his 

wife. 

“They tried her on a rotunda this morning. I said a darn sight better if 

you just lifted her up and moved her. All this walking, leaning, spinning 

around. That is not good. They explained the principle of it and I’ve got 

one delivered to me at home but I can’t see me using it.” [Family 

participant one] 

He had expressed a desire for a place at a certain rehabilitation facility and remained 

unclear why his wife was not suitable. There had been considerable disagreements 

amongst members of the MDT and the husband which were reflected in his views 

about rehabilitation assessments, hospital care and general inpatient experiences. 
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5.5.9.4 I just want to go home 

Participants spoke of the desire to return to their usual place of residence and felt 

their ill health and the hospital environment impacted adversely on their functional 

abilities. 

“It’s a job to stand up. I don’t know why they think this flooring is 

marvellous, but your feet are slipping all the time. I have one of those 

wheels there [points to a three-wheeled walker], I’ve never used them 

with before and that was foreign to me.” [Patient participant 20] 

They expressed the belief that once they returned home, they would cope and 

perform better. This was strongly voiced by the family participant of a patient with 

dementia. 

“I just want her home and will sort the rest out from there.” [Family 

participant one] 

Participants were unable to provide specific recommendations on how the 

intervention could be improved or implemented into practice, but at the heart of 

their talk was the need for clear communication, partnership working and embracing 

their needs, wants and wishes. 

 

5.6 Discussion 

The study has demonstrated that it was feasible to deliver RePAT in an acute hospital 

setting. Staff participants were recruited, trained and delivered RePAT with a high 

level of fidelity. There was no missing data. They reported that the RePAT was 

acceptable and feasible to incorporate into routine clinical practice. Eligible patient 

participants were identified and recruited to the study within the pre-defined 

timescales. The sample included patients with temporary and permanent cognitive 

impairments such as delirium and dementia. Patient and family participants were 

unable to directly comment on the acceptability of RePAT as they could not isolate 

experiences of RePAT from usual care and general hospital experiences. The majority 

reported positive experiences of being assessed with RePAT and care, which were 

specific to the intervention, which indicates that the tool had the required effect. 
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Each component of the study will now be discussed before strength and limitations 

are presented. 

 

5.6.1 Recruitment, sample and retention 

Five of the staff participants were able to try the intervention with five participants, 

one staff participant cited difficulties in managing their time, workload pressures and 

reduced staffing levels as factors which led to non-completion. This is an important 

consideration for future trials as in this study, an additional staff member needed to 

be recruited. Burden of research involvement amongst clinicians is not uncommon, 

however, this is often outweighed by the benefits of study participation (375). Future 

studies should incorporate time to build relationships with staff participants 

delivering the intervention, thus maximising recruitment, intervention adherence 

and staff experience. 

Recruitment in the hospital setting has been found to be fraught with challenges 

associated with a busy, confusing environment and the onset of acute ill health 

(376). One hundred and four patients were deemed eligible to enter the study. 

Thirty-one were approached and 26 recruited into the study. The patient participants 

were acutely unwell, frail, many lacked capacity and had complex health and social 

care needs. This sample was similar to those in other studies (377-379), but older 

people with complex health and social care needs are often excluded from clinical 

trials due to cognitive impairment (376) or are deemed ‘too complicated’ or frail to 

recruit (380). Provencher et al. (381) recommend that further research is required to 

compare the impact of specific challenges and strategies on drop-out rates or 

refusals amongst frail older people. Campbell et al. (382) reported refusal rates to 

participate in clinical trials between 12-15% amongst older people. In this study 16% 

declined to take part. However, such complex cases are the reality for clinicians and 

essential to inform evidence-based practice. 

Over three-quarters of the patient participants were assessed as being frail, with 

42% being moderately and 21% severely frail. This indicates that the sample was less 

frail than in other similar studies, such as the Nolan et al. (34) study, which found 

58.5% and 24.4% respectively in. To achieve favourable patient outcomes 

understanding how an individual’s level of frailty can affect their rate of recovery or 
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response to rehabilitation is paramount (65). The assumption that those with higher 

degrees of frailty do not respond to rehabilitation has been recently challenged (22, 

211, 212, 383), however, individuals may require more support and time to reach 

their potential. 

Patient participants had moderate levels of co-morbidities as measured by the CCI. 

Previous studies identified in chapter two, reported numbers of comorbidities 

ranging from 2.3 (210) to 6.8 (217). The CCI identified in this population is 

comparable with participants in the Hartley et al. (212) study who had a CCI of 3.2 

(no cognitive impairment) and 4.6 (dementia diagnosis). Despite the burden of these 

comorbidities, 60% of participants were living at home with no formal care support 

and 52% were independently mobile with a stick. This could indicate that they were a 

relatively able group, or that no formal care was available and friends and family 

were caring for them. 

The sample included clinicians working at more junior levels of experience and 

expertise as well as more senior staff. These results differ from Jensen (342) et al. 

who explored expert practice in geriatric physical therapists with between 23 and 36 

years of clinical experience. Although clinical experience has been traditionally 

associated with years of experience, as defined in this study, Resnik and Hart (343) 

suggest that expertise is influenced more by clinicians’ experience of health-related 

quality of life outcomes and patient experience. 

 

5.6.2 Deliverability, acceptability and fidelity of RePAT 

5.6.2.1 Staff participant deliverability 

Staff participants positively evaluated the RePAT intervention training for its blend of 

theory and practical exercises, referring back to training material in the early stages 

of data collection. Intervention training which adopted both a practical and 

theoretical approach was positively evaluated in terms of acceptability and fidelity to 

the intervention in previous studies (308-311) and in complex interventions for older 

people (307). Improvements to the intervention for future studies could include 

supplemental online learning packages, embracing the growth of blended learning in 

undergraduate and post-graduate training. Participants spoke of the positive impact 

that RePAT had had on their clinical reasoning and decision-making. 
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Staff participants used the RePAT intervention alongside usual care, extracting 

information from existing clinical sources including: medical notes, patients, carers 

and MDT members to complete the tool. Integration of data from multiple sources is 

recognised as a core part of clinical reasoning combining both subjective and 

objective information to guide hypothesis generation and testing and ultimately 

decisions on rehabilitation potential. 

 

5.6.2.2 Patient and carer acceptability 

Patient and family participants, on the whole, positively evaluated the care they 

received. They were unable to comment specifically on the RePAT intervention, 

finding it difficult to isolate the intervention from usual clinical care and hospital 

experiences. This is likely to be down to a number of factors. Staff participants 

completed the RePAT using information from multiple resources; they did not ‘sit 

down’ with the patient and complete it. This represents the reality of clinical practice 

where clinicians assimilate information from multiple sources, much of this is 

‘hidden’ from the patient, but its essence should be communicated as part of the 

ongoing therapeutic relationship. Other studies have highlighted the difficulty that 

older people face when recalling events in the hospital setting and expressing them 

in a formal interview setting (384, 385). 

Although they were unable to comment on RePAT directly, the emergent themes 

drew parallels with other studies in older people’s hospital experiences. A systematic 

review and synthesis of qualitative studies which explored older people’s and 

relative’s experiences in acute care settings (386) found that quality of technical care 

was often taken for granted. Health professionals were not questioned on their 

efficacy and relational aspects of care were more highly prioritised by patients. They 

found that older people often felt powerless over their care and this was especially 

pronounced in the presence of cognitive impairment or communication difficulties. 

Instead, older people placed a high value on connectivity with their communities, 

clinicians valuing their identity (seeing who I am) and models of shared decision-

making. These themes were at the heart of the RePAT and the acceptability 

interviews appear to confirm these findings. 
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5.6.2.3 Fidelity 

Thirteen out of fifteen RePAT items achieved an a priori fidelity rating of 80% or 

more. Items which explored underlying and unresolved physical and psychological 

issues scored 100% fidelity. The physiotherapists and occupational therapists felt 

comfortable using the RePAT as it contained components which were very similar to 

their professional practice models (332). 

The items relating to individuals current and pre-morbid abilities and independence 

scored 88.2% fidelity. This was explained by the qualitative findings, which found 

that participants did not fully complete the items as they had already documented 

this knowledge in case notes as part of routine clinical care. This was disappointing, 

as accurately assessing pre-morbid abilities are an essential component of decisions 

into rehabilitation potential and rehabilitation outcomes, providing the best idea of 

what an individual is capable of achieving (190, 191). 

Item 11, which considered goal setting achieved a fidelity rating of 55.9%. Goals were 

typically framed from a clinicians or organisational perspective, as opposed to 

person-centred. Qualitative findings explained the challenges faced by staff 

participants in goal setting working in a pressured clinical environment with a frail 

population. Although goal setting has long been a central component of 

rehabilitation (75) there remains a lack of empirical evidence on the best way of 

operationalising goals in clinical practice (284) and its suitability for frail older people. 

Leach et al. (387) explored current practices of goal setting by Allied Health 

Professionals in the subacute geriatric rehabilitation setting in Australia. Although 

specific to the stroke population, they found that patients were not able to fully 

participate in goal setting and therapists often led or controlled the process with a 

strong bias towards impairment and activity limitations. So while goal setting seeks 

to encourage a patient-centred approach to care, the environmental and 

organisational constraints of acute care and construct of ill health may weaken this 

effect. Factors around participation and motivation can lead to a high degree of 

subjectivity and this may lead to limitations in their applicability. 

It may be that in a future study, training on goal setting is needed or may be 

removed from the RePAT intervention as a recent meta-analysis (285) found that 

standardised goal setting did not lead to improved physical functioning or quality of 

life in inpatient and outpatient geriatric rehabilitation. Fidelity of the intervention 
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was also affected by the pressures staff faced in ensuring patient flow and using 

resources responsibly. 

 

5.6.3 Impact on clinical outcomes 

Staff participants reported that the RePAT intervention enhanced their 

understanding of rehabilitation potential, providing structure, support and guidance 

for clinical reasoning and decision-making. They reported greater confidence in their 

decisions with a complex patient group and able to articulate and defend their 

decisions to other members of the MDT which provides some evidence that the 

RePAT made a clinical difference to the patient participants. This is most likely 

because the RePAT aligned to a predictive or conditional mode of clinical reasoning 

where judgements regarding specific interventions and prognosis are used. 

Predictive reasoning allows clinicians to embrace the complexities of presentation, 

outcomes, timeframes and demands that biological, psychological, environmental 

and personal factors are taken into account (388, 389). Rather than condensing their 

understanding of rehabilitation potential into a simplistic binary form, there is 

evidence to support that the RePAT intervention allowed for fluctuations and 

uncertainties of frailty presentations to embraced. 

Staff participants reported that they seldom received feedback on the outcome of 

their clinical decisions on rehabilitation potential and rehabilitation assessments.  

Feedback on outcomes of previous decisions allows clinicians to become aware of 

their limitations and abilities in decision-making and is critical to clinical decision-

making (390). Although the RePAT intervention did not provide participants with 

feedback on the success of their rehabilitation potential assessments, future 

implementation of the tool may provide opportunities for professional development 

through guided reflection with colleagues (49). 

Outcome measures are commonly used to evaluate rehabilitation response and 

changes but were found to be poorly used in this study. These findings are consistent 

with that of Jette et al. (365) who reported that although physical therapists 

recognised the importance of using standardised assessment and measures, they 

were seldom implemented in practice. Frailty assessment tools may have prognostic 

value in terms of functional outcomes, institutionalisation and resource utilisation 
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(383) further research is required to develop rehabilitation outcome measures which 

are responsive and meaningful to a frail population. 

The study did not seek to measure the effect the intervention had on rehabilitation 

decision-making, patient-level outcomes, rehabilitation destination and service use, 

but the interviews indicated a very positive response. These will be explored as part 

of future post-doctoral studies, requiring longitudinal data to map the outcomes 

associated with implementing the intervention. Following up older people with 

complex health and social care needs (376) and resource utilisation is notoriously 

challenging. Further work is required to explore the feasibility of randomisation and 

long term follow up in this population. 

 

The results of this study need to be considered along with the strengths and 

limitations of the study design. 

 

5.6.4 Strengths 

Interviews were completed by the researcher who had delivered the training session 

and designed the RePAT, providing a depth of knowledge and experience to make 

the participants feel at ease. However, this may have led to participants positively 

evaluating the intervention during the semi-structured interviews, leading to what is 

known as social desirability bias. This describes where people wish to present 

themselves at their best and give answers they feel are expected of them. Every 

effort was taken to avoid this occurrence through the use of non-leading and open 

questions, to avoid making assumptions about participant’s replies (255). After each 

interview, a reflective diary was completed and reflections on biases and interview 

proceedings were integrated within the qualitative data analysis. 

Qualitative data analysis was completed by the research team and included a PPI 

member MK. PPI in analysis allows members to make sense of the data and draw on 

their own experience (269). Their involvement can improve the quality, robustness 

and validity of data (166, 167). Dewar (391) noted that there were more limited 

opportunities for older people to be active PPI members, but this study has shown 

that with the opportunity and supportive training they can enhance analysis and 



 

224 

 

bring a patient and carer centred view of the findings which would not have been 

possible with just the researcher (169). 

Another strength was that staff and patient participants were retained in the study. 

Higher dropout rates in longitudinal studies are not uncommon amongst older 

people (376), especially amongst those with cognitive impairments (376, 380). 

Rehabilitation assessments are typically an MDT endeavour, based on the gold 

standard approach of CGA (94). However, this study focused on recruiting 

physiotherapists and occupational therapists. In the United Kingdom, AHPs 

frequently take leading roles in rehabilitation decision-making, supporting the 

decision to focus on testing the intervention amongst physiotherapists and 

occupational therapists. 

This study sought to recruit participants with cognitive impairments to ensure the 

RePAT was tested on a population with altered cognition. Typically research studies 

deem that in order for individuals to consent to study participation, they should have 

the capacity to make the decision, free from pressure and consider the advantages 

and disadvantages of participation. Older people with delirium and underlying 

cognitive impairment are frequently admitted to hospitals for emergency care. 

Whittamore et al. (237) identified a high prevalence of cognitive impairment in the 

emergency in-patient population where 27% of older adults admitted had a 

diagnosed delirium and 41% a dementia diagnosis. This study recruited and 

completed data collection on eight (31%) patient participants who were identified as 

lacking capacity. Cognitive functioning, delirium and mental health issues are widely 

recognised as factors that adversely affect rehabilitation outcomes amongst older 

people (131, 132, 214, 283) and any tool which did not address these needs would 

not be fit for purpose. Using consultee agreement and a form of process consent 

(353, 354), enabled cognitively impaired participants to be successfully included in 

the study. 

The aim of this study was to identify patients who were admitted for acute general 

medical care, which excluded femoral fractures and stroke as a primary diagnosis. 

Participants were most commonly admitted with falls, mobility difficulties and 

disorientation with a mean number of ICD codes of 2.12 (admitting complaints), 
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representing the heterogeneous nature of presenting conditions and comorbidities 

of this population (32, 34, 222). 

 

5.6.5 Limitations 

The sample size was adequate to draw conclusions on deliverability and acceptability 

and reached saturation, however staff participants were recruited from one therapy 

department in a large UK teaching hospital so the findings cannot be generalised. 

Local variations in practice, service provision and structure could have influenced the 

results. 

The researcher carried out the feasibility study within their own organisation but did 

not currently work in the clinical area where staff participants were based, nor did 

they have existing working relationships with the participants. 

It is acknowledged that as interested staff took part; these may not be 

representative of clinicians working in this field. Every effort was made to avoid this 

as all staff members working in the trust were invited to take part. Staff participants 

reported gains in their skills and knowledge of rehabilitation potential, but these 

were not formally evaluated before or after the RePAT training and data collection. 

Staff participants attended the training sessions and continued to deliver routine 

clinical care to both participants within and outside of the study. The possibility that 

contamination of the RePAT intervention into usual care occurred cannot be ruled 

out. However, as the study did not seek to compare RePAT to usual care, this does 

not affect the validity of findings.  

In this study, usual care was identified from medical notes and documented on the 

CRF and was used to describe patient participant characteristics and context. CRF 

data was documented after the staff participant had completed the RePAT 

intervention. It therefore did not capture information relating to the complete 

patient journey, outcomes or eventual discharge destination. It was therefore 

impossible to comment on the quality of usual care assessments and the RePAT 

intervention, only that RePAT was acceptable and feasible to deliver in the study 

setting. 
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As patient participants were screened for eligibility by the researcher, there was a 

possibility that selection bias may have affected the sample. The majority of the 

sample had been recommended for further rehabilitation; therefore, it was possible 

that patients with no rehabilitation potential had already been excluded. Conversely, 

RePAT may have led to more patient participants being identified as having 

rehabilitation potential and rehabilitation interventions implemented. However, the 

primary aim of this study was not to establish rehabilitation outcomes. 

The sample did not include any patient participants who resided in care homes. This 

finding may be due to the small sample size or that care home residents were viewed 

by staff participants as having no rehabilitation potential and therefore excluded 

from the study. However, care home residents may have inequitable access to 

specialist NHS services such as rehabilitation, end of life care and dementia services 

(392-395). This is supported by Robbins et al. (394), who found that hospital staff 

believed that care home residents could access further rehabilitation once they were 

discharged home. 

Patient participants were only involved in the study for a single time point, so further 

testing of follow-up assessments post-hospital discharge would need to be explored 

as part of future studies.  

 

5.6.6 Optimising the RePAT intervention  

Whilst RePAT was found to be feasible, acceptable and deliverable, a number of 

improvements were suggested to optimise the intervention. These will be presented. 

5.6.5.1 Training and mentorship 

Staff participants positively evaluated the training for providing a mix of theory and 

practice. They did, however, report the need to familiarise themselves with RePAT 

during the study. Incorporating additional clinical vignettes and time for participants 

to complete these within a group and individual setting is therefore recommended 

as part of improvements to the training package. Older people living with frailty have 

complex, fluctuating and heterogeneous presentations so multiple vignettes would 

likely aid participants understanding of rehabilitation potential. This would allow for 

participants to use and reflect their own clinical experience and practices and 
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conceptualise elements of the intervention. Well-designed training sessions and 

materials can improve intervention fidelity (396). Electronic training materials and 

vignettes would be developed to enhance ease of access for future multi-centre 

studies. 

Participants valued support and mentorship during the study, therefore a more 

formalised approach would be required for future studies. Effective mentorship and 

support is an essential component of clinical trials (375) and can aid participant 

retention. Regular face-to-face or virtual mentorship would be incorporated into the 

RePAT intervention and methods and theories of delivery explored. 

 

5.6.5.2 RePAT content 

Results suggest that more precise definitions of underlying and unresolved physical 

and psychological issues are required as participants reported some confusion over 

terminology. Review by a linguist for structure, language and syntax may be 

beneficial or further refinement through consensus methods. 

Fidelity ratings and interview findings for item nine, support in future decision-

making, highlighted the need to refine this item. The guidance contained conflicting 

information on whether this item was referring to an assessment of an individual’s 

capacity or the need for support in decision-making if they lacked capacity. Further 

exploration is required to understand the impact that capacity, or lack of has on an 

individual’s decision making in rehabilitation and how clinicians can support this. 

Item 11, which considered goal setting faced similar challenges in terms of fidelity 

and clinician acceptability and training. On reflection, assumptions were made on 

clinicians existing levels of goal-setting expertise and practice. The results found that 

only 32% of clinicians set goals with patients during routine clinical care. This could 

be due to cited time pressures or a lack of training. Further research is required on 

the feasibility of goal setting within the acute inpatient geriatric population before 

this item can be further refined. 
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5.6.5.3 Implementation into usual care 

An essential component of intervention development is to consider how the 

intervention will be implemented into clinical practice (95) following a definitive trial. 

RePAT was completed alongside usual care, but participants reported that RePAT 

could replace usual care and be integrated into paper-based or electronic systems 

and note-keeping. Digital health records form part of the NHS ambitions for digital 

transformation outlined in the 2019 NHS Long Term Plan (397) to support health 

user journey across all health settings. 

 

5.7 Conclusion 

The RePAT intervention was found feasible to be delivered in the acute hospital 

setting for frail older people. Physiotherapy and occupational therapy participants 

reported that RePAT was acceptable and had a positive impact on their 

understanding of rehabilitation potential, providing structure and support for their 

clinical reasoning and decision-making. They were able to complete the tool 

alongside usual clinical care in a timely manner and with a high level of fidelity. 

Thirteen out of 15 items scored highly in terms of a priori fidelity criteria. A number 

of improvements to the RePAT intervention were identified. These included clarifying 

definitions and terminology relating to underlying and unresolved physical and 

psychological issues, supporting patient’s decision making and goal setting. Although 

there was a case for providing a yes/no decision on rehabilitation potential within 

the tool, participants recognised that binary responses would not take into account 

the dynamism of frailty and patient and carer choices. Integrating or replacing 

existing written and electronic assessment documentation with RePAT was 

considered feasible. 

Patient participants, although unable to comment directly on RePAT reported 

activities which were most likely as a direct result of the tool being used in the study 

setting. Differing methods or timing of semi-structured interviews would need to be 

considered for future definitive studies to establish patient and carer experiences of 

RePAT. 
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The number of completed RePAT interventions and interview data provides enough 

evidence to suggest a positive effect on the assessment of rehabilitation potential. 

The next stage would be to design and complete a randomised controlled trial to 

establish the effectiveness of the RePAT intervention in predicting rehabilitation 

potential amongst frail older people. 
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Chapter 6 – Discussion 

The overall aim of this PhD was to explore and develop the theory underpinning 

rehabilitation potential in older people living with frailty and to model and test the 

RePAT intervention in the acute hospital setting. The MRC framework for developing 

and testing complex interventions was followed (91, 104) to provide structure and 

transparency in the process. 

The overall findings of this thesis will now be discussed in relation to existing 

literature. The wider implications of the RePAT intervention, including clinical and 

research implications, strengths and limitations of the overall study design and 

future recommendations, will then be presented. 

 

6.1 Summary of key findings 

The research found that rehabilitation potential was a complex, poorly understood 

and poorly defined concept, judged differently by different people at different times, 

in keeping with previous research (129, 134). There was little published evidence 

identified from the mapping review which specifically described rehabilitation 

potential amongst older people living with frailty. This study found that there was 

considerable variation in the few definitions of rehabilitation potential and in some 

cases, an absence of a definition. Rehabilitation potential was found to broadly 

encompass two different, but interrelated concepts of prognostication and outcome 

measurement. Rehabilitation potential for prognostication involved the prediction of 

what could be achieved in programmes of rehabilitation. Rehabilitation potential as 

an outcome measure considered what had been achieved as a result of the 

rehabilitation intervention. Current tools and approaches were found to provide a 

snapshot of individuals’ abilities and conditions which failed to capture the dynamic 

nature and fluctuations associated with frailty and rehabilitation. New aggregative 

approaches to measures and abilities over time were recommended which allowed 

for the prognostication of outcomes and potential benefits of rehabilitation 

interventions.  
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Focus groups of healthcare workers from two countries highlighted that even trained 

and experienced staff considered rehabilitation potential to be a complicated 

phenomenon which involved complex and nuanced decision-making. Predictions on 

rehabilitation response and benefit were found to be based on a number of clinical 

factors which were considered alongside patient and carer needs and wants. Ethical 

dilemmas associated with resource availability and allocation and differing concepts 

of benefit among stakeholders were exposed which may suggest that clinicians 

should receive training in the factors which influenced their decision-making, 

trajectories of frailty, recovery and rehabilitation responses.  

The RePAT intervention was developed by synthesising findings from the earlier 

studies and a Delphi consensus approach which suggested that the intervention 

should encapsulate more than a retrospective analysis of rehabilitation 

effectiveness. Rather it should involve a complex process of prognostication based 

on patient and system-level factors which reflected the complexity of frailty, ill 

health, hospital care and rehabilitation interventions. As a result, a definition of 

rehabilitation potential and a 15 item rehabilitation potential assessment tool and 

training package were developed as the RePAT intervention. Although there was a 

case for providing a binary decision on rehabilitation potential within the tool, 

participants recognised that this approach would not take into account the 

dynamism of frailty, acute ill health and patient and carer choices and was therefore 

not included. 

The feasibility study found that the RePAT intervention could be delivered in the 

acute hospital setting by physiotherapists and occupational therapists. It was 

acceptable and had a positive impact on staff participants understanding of 

rehabilitation potential, providing structure and support for their clinical reasoning 

and decision-making. They were able to complete the tool alongside their usual care 

in a timely manner and with a high level of fidelity. These included clarifying 

definitions and terminology relating to underlying and unresolved physical and 

psychological issues, supporting patient’s decision-making and goal setting. Although 

patient participants were unable to identify how the RePAT intervention differed 

from routine care, there was evidence of positive rehabilitation activities, such as a 

holistic, patient-centred and multidisciplinary approach, being completed which is 

not routine care on acute wards. The number of completed RePAT interventions and 
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interview data provides evidence to suggest a positive effect on the assessment of 

rehabilitation potential and supports the ambition for future research using the 

intervention.  

 

6.2 Findings in relation to the existing literature 

6.2.1 Rehabilitation potential  

Overall findings suggest that assessments of rehabilitation potential involved 

understanding patient characteristics, abilities and motivation, along with system-

level factors such resource allocation and availability. A definition of rehabilitation 

potential was developed, which formed the basis for components of the RePAT 

intervention (Figure 25). 

 

 

Aggregative approaches to rehabilitation potential assessment were required to fully 

appreciate and evaluate the nuances, fluctuations and complexities associated with 

frailty, multimorbidity and acute ill health. This is in contrast to other studies of 

rehabilitation potential and geriatric rehabilitation where single time points of 

assessment were adopted (129, 134, 190) and condensed to dichotomous categories 

of rehabilitation potential or no rehabilitation potential. Reductionist approaches to 

rehabilitation assessments and decision-making are not uncommon (137) but risk 

ignoring opportunities for improving an individual’s health and well-being. Previous 

attempts to develop assessment tools in older people’s rehabilitation have failed to 

Rehabilitation potential is a process which involves complex clinical 

judgment and prognostication of the projected benefits of undertaking a 

targeted programme of rehabilitation. The assessment of rehabilitation 

potential should take into account physical and psychological factors 

identified during multidisciplinary assessments along with individual 

patient needs and wants and the availability of family support. It involves 

developing an understanding of who will participate with rehabilitation, in 

and outside the therapy setting, who can support this and who is likely to 

benefit.  

Figure 25 - Definition of rehabilitation potential. 
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take into account the complex presentations, performance, trajectories and 

contextual factors of rehabilitation interventions (130, 134, 187). Rehabilitation 

potential in acquired brain injury and stroke survivors was also found to be complex 

and poorly understood and influenced by contextual factors (76, 145, 147, 149). 

Frailty makes for a very unpredictable rehabilitation context as individuals living with 

frailty who receive care in the acute and subacute setting often present with a 

complex constellation of multimorbidities and superimposed illnesses. Evidence 

suggests that these are best managed using a holistic, multi-professional and person-

centred approach (68, 398). This PhD study found that rehabilitation potential 

assessments should adopt a similar approach. Frailty is characterised by diminished 

strength, endurance and reduced physiologic function, increasing an individual’s 

vulnerability for dependency and or death (18). The benefits of frailty identification 

and stratification cannot be ignored, but the term ‘frailty’ does not necessarily 

resonate with the wider population. Frailty is a clinical concept used by health 

professionals, but members of the public were said to associate frailty with an 

irreversible state at the end of life, where malnourishment and high dependency on 

others for care are the norm (399). It has been suggested that frailty’s association 

with a deficit or problem-based model further reinforces dependency amongst older 

adults, whereas a capabilities-based approach would change attitudes (400). Whilst 

it was not the aim of this thesis to explore perceptions of frailty, these are important 

when considered against the possible biases in clinicians decisions into resource 

allocation amongst older adults (77). Understanding lay perspectives of frailty and 

health can influence professional perceptions of illness and disability (401) and how 

individuals experience them. 

The RePAT intervention and theories underpinning rehabilitation potential 

assessments in the acute setting share similarities with other contemporary work 

into this field. In a study published after the development of RePAT, Najem et al. 

(321) proposed that assessments of rehabilitation potential and suitability should 

include a number of factors to reduce the impact of bias in clinical decision-making. 

They presented the Montreal Referral Framework (402), which outlined referral 

considerations to post-hospital inpatient rehabilitation facilities in Montreal. This 

framework considered access to inpatient rehabilitation facilities and was not frailty 

specific. The Montreal Referral Framework (402) was developed by an expert group 
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of local clinicians and administrators but, it was unclear who they were, what 

evidence base the framework drew upon and how it was developed. Rehabilitation 

potential was said to include four key components: 

 

1. Favourable prognosis for improvement at the level of autonomy. 

2. Potential for recovery, learning potential or potential to compensate for 

incapacities. 

3. Capacity to understand and to follow simple instructions. 

4. Capacity to participate actively in rehabilitation. 

Najem et al. (321) proposed that this framework can help guide clinical decision-

making and raise awareness of conscious or unconscious biases but that further 

research was required to promote to transparency and equity of rehabilitation 

selection. The RePAT intervention included these components and sought to address 

these recommendations through a robust and systematic approach to intervention 

development. 

 

6.2.2 Rehabilitation potential and prognostication 

The results of this study indicate that rehabilitation potential involved 

prognostication about the proposed benefits of targeted rehabilitation programmes. 

Predicting outcome and benefits was said to comprise of a number of patient and 

system-level factors. Assessments of underlying comorbidities, acute conditions and 

the impact these had on functional abilities were found to be essential in 

understanding an individual’s rehabilitation potential. This finding is consistent with 

those of Najem et al. (321) who proposed that assessments of rehabilitation 

potential amongst older adults should consider pre-existing health conditions, 

disease severity, levels of cognitive impairment and the endurance of the patient to 

tolerate rehabilitation interventions. Interestingly, the RePAT intervention did not 

include items relating to endurance. This may be especially pertinent in a frail 

population where the ‘effort’ required to gain benefit from rehabilitation to improve 

quality of life may be substantial (330, 403). Knowledge of comorbidities has been 

suggested as a key component of prognosticating rehabilitation potential and 

outcomes (69, 70, 134, 150, 187, 190, 193, 196, 215, 218). Trajectories of recovery 
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and response to rehabilitation interventions are less certain in older people living 

with frailty and this makes predicting outcomes and benefit more challenging. As the 

research base for rehabilitation grows, predictive variables will provide greater 

clarity in navigating decisions about rehabilitation potential and benefit. Promising 

work using artificial intelligence and computer-driven algorithms may help guide 

clinical decision-making (130, 225) and understand trajectories of recovery and 

decline but alone they may not be helpful in determining if an individual has 

achieved their optimal level of attainment across functional and wider holistic 

domains. Further research is required to better understand this area which has the 

potential to improve the management of ill health, delivery and funding of 

rehabilitation programmes (404). 

This study identified a lack of a standardised definition of rehabilitation potential, 

which may introduce subjectivity and bias into decisions on rehabilitation potential. 

This has been viewed as particularly challenging in making decisions based on 

prognosis, the utility of rehabilitation and its predicted outcomes (321). In 

interventions provided to older people living with frailty, this presents a particular 

challenge where trajectories of recovery are less certain due to the complex 

interplay of comorbidities, acute ill health, personal and social factors. Given the 

heterogeneity in presentation, service provision and possible outcomes, it is perhaps 

unsurprising that assessments of rehabilitation potential are fraught with uncertainty 

and challenges. Similar difficulties have been experienced in stroke rehabilitation (76, 

145). Clinicians must also make decisions on predicted response to rehabilitation 

interventions in the knowledge that people respond and recover at differing times 

and rates (76). It is in this context that the RePAT intervention was developed to 

support and guide complex clinical decisions in the acute setting. 

 

6.2.3 Rehabilitation potential and volition 

This study found that assessments of rehabilitation potential required a thorough 

understanding of volitional factors (motivation, participation) and factors which 

influenced these including: mood, cognition, communication and behaviours. These 

factors were included in the RePAT intervention. Rehabilitation has been described 

as not an isolated event, rather it is expressed through experiences of the patient 

and their interactions with clinicians delivering rehabilitation programmes. It is often 
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considered as an educational process which seeks to improve the physical, sensory, 

intellectual and social functioning of an individual within the constraints of disease or 

impairments (44). Interventions which target physiological levels are relatively easy 

to predict, whereas those, like rehabilitation, require volition and human behaviour 

are less predictable (75, 405) but crucial in changing human behaviours (75). Volition 

has been described as the effort expended by an individual during rehabilitation 

interventions (405) and is critical to rehabilitation success. This finding was also 

reported by Rentz (69) who defined rehabilitation potential as an: 

“Estimation of the patient’s personal strengths (level of 

motivation/cooperation, cognitive status and personality constellation).”  

Volition, how it is assessed and maximised should be an essential part of 

rehabilitation interventions, given the importance it plays in dictating how an 

individual interacts with the rehabilitation programme. The Rehabilitation Treatment 

Specific System (RTSS) seeks to make this relationship explicit, encouraging 

researchers to consider methods to enhance patient participation and motivation 

(406). Further research is required to understand the impact of volition in frailty 

rehabilitation and how the rehabilitation process might positively interact with 

volition. The impact that cognition, mood, motivation and comorbidities has on 

rehabilitation outcome merits further exploration. Furthermore, the development of 

standardised clinical tools which assess rehabilitation motivation and participation 

amongst older people living with frailty would likely aid rehabilitation decision-

making and ultimately, the effectiveness of rehabilitation interventions and resource 

utilisation. 

Interestingly New (70) proposed that similar factors should be considered in 

rehabilitation selection assessments and recommended that those with personality 

or conversion disorders should be considered with caution due to the impact these 

had on rehabilitation participation. This was mirrored by Najem et al. (321), who 

suggested that low motivation and depression may limit an individual’s ability to 

improve with rehabilitation. These findings could be somewhat limited by the poor 

design of the assessment tools cited in the papers. This study found that these 

components were especially pertinent in the acute care setting where patients were 

less likely to have the opportunity to be active partners in rehabilitation programmes 

and assessments. Focus group study findings suggest that this was due to 
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paternalistic and contextual constraint of the hospital environment. A note of 

caution is due here since this may lead to premature assumptions of ‘no 

rehabilitation potential’ (77). This is augmented in patients with cognitive 

impairments who are often considered poor rehabilitation candidates (80) despite 

emerging evidence suggesting that positive rehabilitation outcomes can be gained 

with specialist input over longer periods of time (118). 

 

6.2.4 Rehabilitation potential and clinical reasoning 

This study found that different models of clinical reasoning were used when 

assessing rehabilitation potential. Theories underpinning clinical reasoning have 

been extensively explored in the field of medical education, but the evidence for 

AHPs and nurses is less well defined. Differing approaches may be influenced by 

profession-specific training and professionalization and may explain why previous 

attempts to quantify rehabilitation potential amongst practitioners have been 

challenging (129, 134). Rehabilitation potential and the RePAT intervention were 

found to use predictive or conditional models of clinical reasoning where judgements 

regarding specific interventions and prognoses are used. Predictive reasoning allows 

practitioners to embrace the complexities of clinical presentations, outcomes and 

timeframes and requires biological, psychological, environmental and personal 

factors to be taken into account (388, 389). It encourages practitioners to consider 

what is and is not amenable to change. This is in contrast to previous work which 

condensed rehabilitation potential to dichotomous variables (129, 130, 134, 190, 

191). The RePAT intervention was developed to embrace and make sense of the 

uncertainties and fluctuations associated with rehabilitation decision-making using a 

predictive reasoning approach. Khamati (389) proposed that complex decision-

making and reasoning is fraught with uncertainty in terms of treatment outcomes, 

but through the use of conditional or predictive reasoning, clinicians can recognise 

and reconcile these challenges. The application of such approaches enables critical or 

potentially irreversible decisions, such as access to rehabilitation services following 

acute care, which can have a significant impact on quality of life and well-being to be 

deferred until uncertainty is reduced or resolved (389). Methodical approaches to 

clinical decision-making, as demonstrated in RePAT, have the potential to improve 

patient outcomes and service utilisation (49). 
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6.2.5 Rehabilitation potential and shared decision-making 

Central to the NHS Long Term Plan (397) and aspirations of healthy ageing proposed 

by the World Health Organization (244) is the principle of person-centred care. The 

RePAT intervention was developed to support these ambitions by ensuring that 

items such as ‘what’s important to you’ and family involvement were included. How 

effective they were in achieving these ambitions remains unclear. These items aim to 

change the dynamic between the healthcare provider and recipient, paving the way 

for patients to become informed and equal partners in choices about their care. 

Shared decision-making approaches are fundamental to future models of health and 

social care provision (3, 397) and describe: 

“An approach where clinicians and patients share best available 

evidence when faced with the task of making decisions, and where 

patients are supported to consider options to achieve informed 

preferences.” [(407), p1] 

Shared decision-making approaches have, on the whole, been welcomed by 

healthcare practitioners. A survey of 126 rehabilitation physicians positively rated 

shared decision-making in rehabilitation settings, rejecting the notion of paternalistic 

approaches to care (121). Due to the multi-disciplinarity of rehabilitation practice, 

disagreements between the right course of action amongst team members may lead 

to ineffective implementation of care and lead to patient dissatisfaction and 

disengagement from rehabilitation programmes. This study found that 

disagreements on the right course of action between practitioners and patients was 

not uncommon. Differences in opinions on an individual’s rehabilitation potential 

were identified by Chang et al. (129) who found that 63.2% of care home residents 

believed their physical abilities would improve with rehabilitation compared to 9.8% 

of their professional carers. Mismatches between expectations merit further 

exploration to maximise the benefits of limited available rehabilitation interventions. 

 

6.2.6 Rehabilitation potential and ethical considerations 

Evidence identified and developed during this PhD suggests that rehabilitation 

potential encapsulated more than a clinical term or construct for selection to 

rehabilitation programmes. Rather it encompassed political, economic and ethical 
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dimensions which represented clinicians’ attempts to contend with resource 

rationing. Ethical dimensions of practice have been widely explored and this study 

suggests that making decisions about who and how to allocate resources pervaded 

clinicians understanding of rehabilitation potential. However, the realities of clinical 

practice led to dissonance and pressure amongst service users and providers as 

identified in the focus groups (chapter three), Delphi consensus (chapter four) and 

feasibility study semi-structured interviews (chapter five). Surprisingly, items in the 

Delphi consensus relating to resource allocation failed to reach the pre-determined 

consensus level and were excluded from the RePAT intervention. A possible 

explanation for this could be the strong belief that rehabilitation potential should be 

considered in terms of the individuals’ potential rather than the systems’ ability to 

deliver that potential. Alternatively, further Delphi rounds may have led to consensus 

and inclusion of this item in the RePAT intervention. 

Where studies have explored factors underpinning rehabilitation decision-making, 

resource availability has been cited as influential in decisions about rehabilitation 

potential in geriatric (77, 79, 321), generalist (70), stroke and ABI rehabilitation (76, 

145, 147-149). This is in contrast to the studies which evaluated the effectiveness of 

interventions, where rehabilitation potential was described in dichotomous terms 

where ethical dimensions of practice and resource allocation were seldom 

considered (69, 129, 130, 150, 187, 190-192, 203, 207, 209, 218, 223). These findings 

are likely explained by differing research methods adopted in this study where the 

qualitative studies explored factors underpinning rehabilitation decision-making 

compared to the quantitative studies which explored effectiveness. 

Resource allocation is commonly understood in terms of utilitarian or egalitarian 

principles. Utilitarian describes the belief that health resources should be distributed 

to maximise the overall well-being of the health of society (408) and egalitarian 

principles propose that inequalities should be eliminated, so all groups of people are 

equal. Five themes were identified in a systematic review which explored equity in 

healthcare resource allocation: equalisation across the health service supply/access 

and outcome chain, need of potential to benefit, groupings of equalisation, caveats 

to equalisation and close enough is good enough (409). Lane et al. (409) presented a 

useful framework to navigate the complexities of resource allocation decision-

making (Figure 26). 
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Figure 26 - Operational definition of equity framework (409). 
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Of particular relevance to this study is the relative potential to benefit, which 

outlined the need to understand the benefit from multiple perspectives including 

service users, commissioners, clinicians and researchers to ensure that no one group 

is disadvantaged or denied access based on specific characteristics. Khoo et al. (410) 

found that patients aged under 65 years with perceived limited rehabilitation 

potential were admitted for in-patient neurorehabilitation and that selection bias led 

to better outcomes for younger patients. They proposed that this may be due to 

societal expectations that they should be given the opportunity for rehabilitation due 

to their age. 

Evidence based-practice deems that best available evidence informs clinical decision-

making. Assessments and decisions on rehabilitation potential should be based on 

coherent variables that are applied equitably. Older adults may be denied access to 

rehabilitation services which may be beneficial to them based on arbitrary age limits 

rather than evidence of benefit. Non-clinical variables, including time, finance and 

resource allocation, have been suggested as being equally influential in clinical 

decision making (411). This study has found that rather than ignoring non-clinical 

variables, these should be openly discussed and considered as part of clinical 

development and to foster open and honest discussions with service users and their 

families regarding resource allocation and availability. Healthcare practitioners 

should be mindful of their potential bias and should analyse their own attitudes to 

prevent any unconscious ageism that may build unjustified barriers to access (321). 

The RePAT intervention sought to provide structure and opportunities for clinicians 

to reflect on their biases and non-patient factors which influence their decision-

making. 

 

6.2.7 Rehabilitation potential and outcomes 

This study found that rehabilitation potential involved predictions about the 

proposed benefits of targeted programmes of rehabilitation. This is consistent with 

other studies into rehabilitation potential (76, 129, 134, 145, 147, 149). 

Rehabilitation typically seeks to optimise an individuals’ health, but health should 

not purely be viewed as an absence of disease. Gladman (52) argues that health 

professionals’ failure to make this distinction has led to rehabilitation practice and 

research to be poorly defined and operationalised. This lack of understanding may be 
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partly responsible for frailty rehabilitation research’s focus on physical aspects of 

health rather than the wider impacts of ill health on well-being, quality of life and 

social participation. The WHO ICF (44) seeks to support the shift away from the 

negative connotations of disability towards understanding the dynamic and 

individualised interplay and influences of internal and external factors of health and 

well-being . Assessments of health conditions, impairments, activities, the 

environment and participation were reflected in the RePAT intervention. The ICF 

may help guide clinical decision-making but its adoption into clinical practice has 

been slow (412). Atkinson et al. (49) developed a clinical reasoning tool to guide 

critical thinking amongst novice and expert physical therapists based on components 

of the ICF, which shares many similarities with the RePAT intervention. Results from 

the study indicate that the tool aided clinical decision-making and professional 

development. Greater awareness, through reflective practice, can assist practitioners 

in becoming more aware of the social and cultural constructs behind their practice 

and in turn, enable them to support their patients in coming to terms with their 

changing health, function and well-being (334). Such skills are especially important in 

frailty rehabilitation where abilities and conditions fluctuate and have profound 

impacts on an individuals health, well-being and identity (413). 

Rehabilitation aims to restore the functional capacities of disabled individuals and 

prevent further disability (44). Specialist post-acute older people’s rehabilitation may 

provide individuals with significant improvements in physical function, quality of life 

and falls self-efficacy (34). Findings from this study suggest that rehabilitation 

benefits in older people living with frailty may be broader by seeking maintenance or 

managed decline in abilities. Rehabilitation is often predicated on the notion of 

improvement, however physical improvement may not be the realistic nor desired 

outcome of rehabilitation in this population. It has been suggested that individuals’ 

health and well-being may be enhanced by supporting their adaptation to 

irreversible or progressive conditions (52) through adaptive or restorative 

rehabilitation (206). Rehabilitation decision-making in the acute setting may go 

beyond “we need to get you stronger to get home” [(414), p409]. This has important 

repercussions in terms of rehabilitation potential, which was found to encompass 

prognostication of rehabilitation benefits and participation. The heterogeneity of 

individuals’ natural unassisted recovery from acute episodes and rehabilitation 

trajectories, predicting who will improve, maintain or lose their functional 



 

243 

 

independence and quality of life presents particular challenges in this population 

(109). 

Reablement approaches which seek to support individuals to regain or maintain 

independence and resume activities of daily living (188, 374); may offer an 

alternative approach to rehabilitation for those whom improvement is not viable. 

The effectiveness of these approaches remains inconclusive (374). Further research 

is required to understand the trajectories of recovery and rehabilitation response to 

providing greater clarity in rehabilitation decision-making. 

 

6.3 Strengths and limitations 

The strengths and limitations of individual study components have been presented in 

the discussion section of each chapter, but a number of additional factors need to be 

considered. 

 

6.3.1 Research methods and approach 

A key strength of the overall study design was the use of a recognised framework for 

developing complex interventions, the MRC (91, 104). As outlined in chapter one, the 

MRC has been widely used in complex intervention design and more specifically, in 

the development of interventions for older people (105). It encourages researchers 

to consider factors relating to intervention design, evaluation and implementation. 

However, the MRC has been criticised for lacking detail required during intervention 

development, theory and implementation (95, 100, 105). To further enhance the 

strength of the overall study design, a number of approaches were used. The TIDieR 

checklist and guide (158), presented in chapter four, enabled robust reporting of the 

RePAT intervention components, theories and processes (Appendix O). Reporting on 

the overall study was completed using the Criteria for Reporting the Development 

and Evaluation of Complex Interventions in Healthcare guide (CReDECI2) (415). 

CReCEDI2 allows formal reporting on the quality development and evaluation on a 

wide range of study designs. It provides important information on the intervention 

design, theory, implementation components, outcomes and fidelity of processes 

(416). This can be found in Appendix GG. 
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One strength of this study was the use of a sequential exploratory mixed methods 

approach. The study was conducted in line with Tashakkori and Creswell’s [(417), p4] 

definition of mixed methods research: 

“In which the investigator collects and analyses data, integrates the 

findings and draws inferences using both qualitative and quantitative 

approaches or methods in a single study or a program of inquiry.”  

Mixed methods approaches are widely used in health research, intervention 

development and evaluation (91, 104, 106, 153). They are driven by the research 

question, embracing the methodological strengths of both methods. Such 

approaches may be criticised as quantitative and qualitative research belong to 

separate and seemingly incompatible research paradigms due to the methods of 

data collection, analysis and underpinning theories of research methods. However, 

proponents of this approach argue that the incommensurability of world views can 

be reconciled through using both approaches to address a research question (418). 

Therefore mixed methods approaches are commonly viewed as aligning to a 

pragmatic paradigm (155). Mixed methods approaches are particularly useful when 

addressing complex, multifaceted issues (419) such as frailty, multimorbidity and 

rehabilitation potential as was the subject of this thesis. The methods used within 

this thesis followed a sequential exploratory approach providing an incremental 

progression throughout the thesis. Findings were considered separately, enhancing 

the overall validity of the study (153). Findings from the mapping review and focus 

groups (chapter two and three respectively) were then synthesised using the 

Triangulation protocol (159, 160) allowing data to be transformed to develop the 

theory underpinning rehabilitation potential and the RePAT intervention. 

These methodological approaches allowed the complexities and nuances of 

rehabilitation potential to be explored. Rehabilitation, frailty and multimorbidity are 

complex constructs both in terms of how they are delivered and measured. Research 

studies frequently apply a medical reductionist approach rather than seeking to 

understand the complexities of rehabilitation practice. Single disease models of care 

have historically dominated health research and although there is strong evidence to 

suggest that these approaches are effective for individuals with single diseases, they 

can lead to chaotic or siloed care for those with multimorbidities (420). This thesis 
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and the subsequent RePAT intervention sought to make sense of these complex 

forces. 

A limitation of the overall study remains the lack of a clear outcome measure which 

quantifies rehabilitation potential. The identification of relevant outcomes measures 

is one of the most important components in modelling and testing complex 

interventions. It informs what the expected intervention outcomes should be and 

potential confounding factors that should be controlled during clinical trials (345). 

The methods used within this thesis did not lead to the identification of a primary 

outcome measure. This may be explained by a number factors: the feasibility study 

did not seek to identify a primary outcome measure or the effectiveness of the 

RePAT intervention, rather it sought to explore the feasibility and acceptability of 

delivery in the acute hospital setting. The success of an intervention differs according 

to perspective. Servicer users, providers, clinicians and researchers may have 

different notions of success. At an organisational level, a successful outcome may be 

a reduced length of hospital stay, timely discharge from acute care, reduction in 

readmission rate or optimal use of resources. Clinicians may measure success by 

agreements on an individual rehabilitation potential or by using validated outcome 

measures. At a patient or family level, success or benefit may include changes to 

function, quality of life or social participation. Further research is required to explore 

the link between rehabilitation potential and how its outcome is measured and 

linked to primary research outcomes for future definitive trials. 

The generalisability of the results of this thesis need to be considered. Frailty is 

considered synonymous with older age. However, recent studies suggest that adults 

under the age of 65 are living with frailty and multimorbidity (282, 421). Older 

people may present with distinct issues related to ageing such as comorbidities, 

sensory loss and poor social support. It has been suggested that biological rather 

than chronological age may be a better measure (422). This study specifically 

explored rehabilitation in older adults living with frailty therefore, findings can only 

be applied to this population. Frailty identification tools such as the Clinical Frailty 

Scale (25), Edmonton Frail Scale , Frailty Phenotype (24), and Electronic Frailty Index 

(423) should be used in future trials of the RePAT to ensure that frailty is correctly 

stratified based on biological rather than chronological criteria. 
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Findings from the focus groups (chapter three) and Delphi consensus (chapter four), 

suggested that an optimal assessment of rehabilitation potential was best delivered 

in an individual’s usual place of residence. The feasibility study (chapter five) was 

completed in the acute hospital setting and therefore, may not have provided a 

comprehensive picture of an individual’s abilities and rehabilitation potential. 

Furthermore, this PhD study proposed that rehabilitation potential assessments 

should be iterative to take into account the fluctuations and variations in clinical 

presentation, abilities and performance. Whilst the RePAT intervention required 

participants to consider these factors over multiple time points, the intervention was 

only completed once. Future studies using the RePAT intervention should consider 

longitudinal assessments. Some patients may demonstrate their potential later than 

others (76) once they have recovered from their acute event or returned to their 

usual place of residence. This was found to be especially pronounced in those with 

cognitive impairments who were believed to perform better in familiar, non-

institutionalised settings, as evidenced in chapter three. A recommendation from 

this PhD study is that clinicians should be trained to be aware of the limitations of 

rehabilitation potential assessments in the acute hospital environment where 

patients are recovering from periods of ill health and the constraints of the hospital 

environment. 

 

6.3.2 Patient and public involvement 

Patient and public involvement in intervention development, evaluation and 

implementation have been strongly advocated by a number of national and 

international funding bodies (161, 162). Researchers have recognised the value that 

different perspectives have in enhancing the quality and generalisability of research 

practice (268). A key strength of this PhD was the contributions that PPI had on the 

study design, conduct and analysis. PPI contributions were outlined in each chapter 

but need to be considered in relation to the overall study. This PhD sought to 

develop an evidence-based rehabilitation potential assessment tool which embraced 

a person-centred approach. MK’s (PPI collaborator) and the Dementia and Frail Older 

Person’s PPI group at the University of Nottingham involvement was critical in 

refining the overall research question, aspects of study design, conduct and future 

dissemination. The innovative qualitative analysis training course, designed as part of 
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this thesis and described in chapter three and in Cowley et al. (169), enabled MK and 

members of the group to provide different perspectives to ensure that the service 

users voices (269) were not lost during data analysis and synthesis. In addition, this 

has been suggested to mitigate against the dominant perspectives pervading 

qualitative data analysis (268) enhancing the credibility and transferability of 

research findings (166). The potential benefits of partnership working have been 

slower to be realised by older people (168) despite being frequent consumers of 

health and social care. Dewar (391) noted that there were more limited 

opportunities for older people to be active PPI members, but this study has shown 

that with the opportunity and supportive training they can enhance analysis and 

bring a patient and carer centred view of the findings which would not have been 

possible with just the research team (169). 

 

6.4 Research implications 

6.4.1 Recruitment and retention of participants 

This study found that it was feasible and acceptable to deliver the RePAT 

intervention in the acute care setting amongst physiotherapists, occupational 

therapists, patients and their family members. Recruitment and retention of both 

staff and patient participants are critical to the success of clinical trials. Recruitment 

in the hospital setting has been found to be fraught with challenges associated with a 

busy, confusing environment and the onset of acute ill health amongst older adults 

(376). Twenty-six older adults identified as frail and in receipt of care in the acute 

hospital setting were recruited to the RePAT feasibility study (chapter five). Of these 

26, eight lacked capacity and required consultee agreement. This has implications for 

future trials, as adults lacking capacity are frequently excluded from clinical trials due 

to poor cognition (376), their complex presentations or being deemed “too frail” to 

recruit and retain in studies (380). However, including this patient population is 

essential in informing the rehabilitation frailty evidence base on which clinical 

decisions are predicated on. In addition, such approaches contribute to the lack of 

generalisability for the wider population (424). Further research is required to 

compare the impact, challenges and strategies on drop-out rates or refusals amongst 
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older people living with frailty to enhance their continued involvement in studies 

(381). 

Rehabilitation research has been criticised for failing to accurately describe the 

intervention components and for the absence of clear and consistent relationship to 

treatment outcomes, hindering progress in the field (425). This has been described 

as the black box of rehabilitation practice. This statement is broadly supported by the 

findings of this study, whereby rehabilitation potential was found to be used as entry 

criteria for studies (185, 200, 222, 410) but poorly defined and its assessment 

components rarely articulated. An implication of these findings is that rehabilitation 

potential or no rehabilitation potential, should not be used as a proxy entry criteria 

for entry into research studies without the application of a clear definition and how 

rehabilitation potential is assessed and measured. This PhD represents the first 

attempt to provide a definition of rehabilitation potential in older people living with 

frailty. Lack of clarity in the definitions and how they are operationalised in the 

research setting further adds to the confusion and proliferation over the use of the 

term and adds little to the evidence-base. Unifying theories may afford rehabilitation 

research greater status synonymous with resource allocation and quality of service 

delivery (426). 

The feasibility study described in chapter five failed to identify and recruit older 

adults residing in care homes. Whilst this may represent a failure in the sampling 

strategy, it may also be explained by staff participants underlying belief that 

residents of long term care facilities have no rehabilitation potential. It is estimated 

that there are in excess of 450,000 care home places in the UK (427) for adults living 

with complex health and social care needs. One in seven people aged 85 years or 

more resides permanently in a care home (115). Rehabilitation has the potential to 

offer these residents support and benefits in terms of quality of life, social 

interactions and independence, yet evidence suggests that residents are frequently 

denied access to programmes of rehabilitation which may be beneficial (392, 393, 

395). Robbins et al. (394) found that hospital staff believed that care home residents 

could access further rehabilitation once they were discharged home and this may 

explain why many do not refer to rehabilitation based on the belief that they will be 

safe for discharge and can access services once home. In the future, it will be 
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important to explore care home residents access to rehabilitation interventions both 

within the research and clinical setting. 

 

6.4.2 Implementation of the RePAT intervention 

The RePAT intervention was designed for use in the acute hospital setting, but 

evidence was identified, which drew from both community and hospital settings and 

participants working across multiple healthcare settings. Recent healthcare policy in 

the UK (397) has seen a drive for care and rehabilitation to be delivered in 

community-based settings, focusing around individuals’ usual place of residence. 

Although the location of assessments may change, components of the RePAT 

intervention are likely to remain pertinent to older people living with frailty. 

Understanding their needs, wants, abilities and the complexities of multimorbidity, 

frailty, recovery from acute episodes and rehabilitation response remain critical 

factors to consider in rehabilitation decision-making. However, until credible 

alternatives for hospital care are offered, acute care admissions will continue to be 

the fall-back position. 

 

6.5 Clinical implications 

6.5.1 Evidence-based practice 

The RePAT intervention was developed by synthesising findings from the earlier 

studies and a Delphi consensus approach. Knowledge of intervention effectiveness 

was found to be essential in assessments of rehabilitation potential and a core 

component of evidence-based practice. Evidence-based practice involves the 

conscientious and judicious use of current best evidence in conjunction with clinical 

expertise and patient values to make decisions about the care of individual patients 

or the delivery of health services (280). This definition draws together many of the 

complex forces involved in assessments of rehabilitation potential. Recent systematic 

reviews have identified a number of variables which predict outcomes of 

rehabilitation interventions amongst older people living with frailty (68, 113, 114, 

222, 238, 398, 428). The integration of evidence is critical in informing clinical 

decision-making on individual’s rehabilitation potential but currently fails to take into 
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account human factors such as volition and behaviour which are essential for 

successful rehabilitation outcomes. Najem et al. (321) proposed that selection of 

patients that have the best potential to benefit from rehabilitation interventions is 

compromised by the lack of precise measures to realise this. This can lead to 

subjectivity in interpreting evidence and heightened risk of conscious or unconscious 

bias in clinical decision-making. The RePAT intervention sought to address this by 

providing clinicians with a framework for rehabilitation potential assessments and 

subsequent clinical decisions aimed at reducing subjective biases or at the very least, 

making the clinicians more cognoscente of them. 

 

6.5.2 Clinical decision-making and the feedback loop 

Feedback mechanisms are critical to evidence-based practice and clinical decision-

making. Methods which allow health professionals to articulate their clinical 

reasoning can support metacognition (429). Metacognition describes the awareness 

or analysis of individuals thinking either during or after an event. It has been 

suggested that such methods are widely used during undergraduate education but 

have been poorly explored in clinical practice (49). The RePAT intervention could be 

facilitating metacognition and critical thinking by providing clinicians with a 

structured approach to assessments and clinical decision-making. Clinical decision-

making is central to clinical practice and is predicated on the outcomes of previous 

decisions whereby clinicians become aware of their abilities and limitations in 

decision-making through feedback (390). This has been referred to as clinical 

calibration (Figure 27). 
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Figure 27 - Clinical calibration adapted from Ball et al. (390). 

 

This study found that clinicians were often unaware of the outcomes of the decisions 

they made in the acute setting regarding rehabilitation potential and outcomes of 

rehabilitation interventions they implemented on discharge from acute care. Ball et 

al. (390) suggest that unknown outcomes are treated as favourable and can lead to 

poor calibration, which is detrimental to diagnostic accuracy and future decisions. 

Although this model refers specifically to diagnoses, similar findings were reported in 

this study in relation to the prognostication of rehabilitation potential. Current 

models of healthcare have been criticised for being siloed (43, 111), whereby 

clinicians delivering care and making decisions in an acute care setting fail to observe 

the outcome of their decisions. Failure to capitalise on individual and organisational 

learning can have significant impacts on patient outcomes, experience and resource 

utilisation. This is an important consideration for clinical practice, service planning 

and delivery where robust mechanisms for reviewing outcomes of clinical decision-

making are required to improve the efficacy and benefit of rehabilitation 

interventions. 

This study has highlighted the paucity of frailty specific predictive models of 

rehabilitation. In the absence of such models, trials of rehabilitation were suggested 

as useful in informing rehabilitation potential decision making. These findings 

correspond with previous research into rehabilitation potential (70, 76, 145, 147, 
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149) and wider aspects of rehabilitation practice (127, 184, 192, 204, 206, 209, 210, 

212, 213, 221). Findings from this study suggest that trials of rehabilitation were less 

accessible in the acute hospital setting due to pressures in the system and a 

perceived lack of rehabilitation facilities. Greater numbers of patients present to the 

acute hospital setting for unplanned care, accompanied by significant reductions in 

bed stock, placing the system and clinicians under greater pressures (430). These 

pressures were described by participants in the focus group (chapter three) and 

feasibility study findings (chapter five). 

It may be argued that, like mental capacity, everyone is assumed to have 

rehabilitation potential until proven otherwise and that trials of rehabilitation may 

prove to be the best vindication of an individual’s rehabilitation potential. 

 

6.5.3 Goal setting 

The RePAT intervention included specific items relating to goal setting, set against 

the backdrop of understanding individual needs and wants. Goal setting plays an 

important role in rehabilitation practice, providing motivation, monitoring 

achievement and structuring rehabilitation interventions (75). The feasibility study 

found that these predominantly focussed on patient participants returning to their 

usual place of residence. These results reflect those of van Seben et al. (431) who 

found that inpatient adults aged ≥80 years in receipt of inpatient geriatric 

rehabilitation chose goals related to going home and once they had returned home, 

their goals changed to reflect their desire to regain pre-morbid levels of function and 

independence. The potential dissonance between short, medium and long term 

goals should not be overlooked in clinical practice whereby individuals could be 

discounted as having no rehabilitation potential early in their recovery and 

rehabilitation trajectory. Further research is required to understand optimal 

methods and approaches to goal setting in this population (284). 
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6.6 Future research 

Computer-driven learning may assist in identifying factors predictive of rehabilitation 

outcome, but alone they may not be helpful in determining if an individual has 

achieved their optimal level of attainment across functional and wider holistic 

domains. The RePAT intervention presents the first attempt to address this gap. The 

number of completed RePAT interventions and interview data provides enough 

evidence to suggest a positive effect on the assessment of rehabilitation potential. 

The next stage would be to design and complete a randomised controlled trial to 

establish the effectiveness of RePAT in predicting rehabilitation potential amongst 

frail older people and if providing the right rehabilitation at the right time improves 

outcomes.  

Prior research into rehabilitation potential has largely seen the term used as an entry 

criteria into rehabilitation studies but has failed to establish the effectiveness of 

rehabilitation potential assessments. A successful rehabilitation potential assessment 

is one that can correctly predict which patients will and won’t respond to 

rehabilitation interventions. Future trials into rehabilitation potential should, 

therefore, use the RePAT intervention at baseline, provide rehabilitation 

programmes to all and then use longitudinal data to establish who had rehabilitation 

potential (or not). This would then allow the sensitivity, specify and negative 

predictive values to establish the effectiveness of the RePAT intervention. 

This PhD study found that clinicians faced ethical dilemmas in assessing 

rehabilitation potential which required them to consider how rehabilitation 

resources should be allocated. Further research into how clinicians operationalise 

these decisions and communicate with service users is required. The RePAT 

intervention training and trial on the ward was found to raise awareness of patient 

and non-patient related factors in rehabilitation potential assessments and these 

changed behaviours and beliefs merit further exploration. 

Rehabilitation has often been predicated on the notion of improvement but 

approaches which seek maintenance, managed decline or palliation may offer 

greater benefits for older people living with frailty (79, 240, 241). The next stage 

would be to explore the effectiveness of such interventions and the experiences of 

those delivering and receiving them. 
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6.7 Conclusion 

This PhD study built the theory and provided definitions behind assessments of 

rehabilitation potential in older people living with frailty and developed an evidence-

based assessment tool for use in the acute healthcare setting, the RePAT. 

Rehabilitation potential was found to be a complex, and poorly understood term, 

poorly judged by different people at different times. In the absence of predictive 

variables for rehabilitation, practitioners made complex decisions based on 

rehabilitation response, performance and outcomes, balanced against the realities of 

patient choice, resources and ethical considerations. The use of the term 

rehabilitation potential may represent knowledge of clinical, patient and 

organisational level factors but also an economic or political construct. At its best, it 

may be dependent on the therapist or healthcare context in which assessments take 

place and may, therefore, be a poor method of predicting response to rehabilitation 

and outcomes. 

As our understanding of frailty and multimorbidity evolves, we will be better 

equipped to develop and test interventions which attenuate frailty to promote 

healthy ageing, well-being and quality of life. Nolan et al. (34) recommend that frailty 

levels alone should not replace clinical judgements but provide practitioners with a 

better understanding of the relationship between frailty and outcomes in the context 

of rehabilitation service provision.  

The RePAT intervention was found to be deliverable, acceptable and tolerated in the 

wards and provided a structured, transparent, evidence-based approach to support 

decision-making into rehabilitation potential. Its content allowed clinicians to 

embrace the complex and dynamic forces at play in frailty rehabilitation and 

recovery from acute ill health to aid decision-making in an effort to select the most 

appropriate treatment. A structured approach allowed practitioners to make explicit 

their reasons behind rehabilitation decision-making and rehabilitation potential by 

understanding individual needs, wants, abilities and volitional factors the 

complexities of multimorbidity, frailty, recovery from acute episodes and 

rehabilitation. Uncertainty is inherent in clinical practice and the RePAT intervention 

provided structure to clinical reasoning in prognostication of rehabilitation outcomes 

with a person-centred approach.  
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This study found that clinicians were often unaware of the outcomes of the decisions 

they made in the acute healthcare setting regarding individuals rehabilitation 

potential and outcomes of rehabilitation interventions they implemented on 

discharge from acute care. Critical to the notion of rehabilitation potential was the 

need for robust mechanisms for reviewing outcomes of clinical decision-making to 

improve the efficacy and benefit of rehabilitation interventions. 

Rehabilitation is a process which requires an active partnership between provider 

and recipient and the RePAT intervention encourages the assessment of 

participatory and volitional factors. Even with the evolving evidence base, 

practitioners will still need to make decisions on rehabilitation potential and 

individuals suitability for rehabilitation programs on the background of finite 

resources. The RePAT intervention sought to encourage practitioners to become 

cognoscente of ethical dilemmas and biases. This study lays the groundwork for 

further research into rehabilitation decision-making amongst older people living with 

frailty. The research process detailed within this thesis was feasible and the RePAT 

intervention is now ready for further clinical and cost-effectiveness evaluation.  
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