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ABSTRACT
Background: The number of older persons with frailty is increasing, and rehabilitation to
improve the consequences of frailty are important for both the individual and society. However,
the perspective of older persons themselves in research and planning of interventions is scarce.
Aim: The aim of this study was to describe frail older persons’ everyday lives and their experien-
ces and views of rehabilitation.
Material and methods: Twenty older persons were interviewed, and analyses were performed
using a qualitative content analysis method.
Results: The two main categories were ’Frailty impacts everyday lif�e and ’Experiences and percep-
tions of rehabilitation’. The participants described that they had to adapt their everyday lives in
line with their health conditions. They all used strategies and were dependent on support in
their activities of daily living. Their social network had decreased. All participants strived to stay
active and independent, and wanted rehabilitation and support from professionals, experiencing
decreased access to rehabilitation.
Conclusions and significance: Frail older persons are a vulnerable group who often need sup-
port in everyday life. There is room for improvement when it comes to helping frail older per-
sons to stay active and facilitate participation in both individual and group interventions.
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Introduction

In Sweden, about 10% of citizens are aged 75 or older
and this proportion is expected to increase in the com-
ing decade [1]. Most older persons feel relatively well,
manage themselves at home and only rarely use pri-
mary or hospital care [2,3]. However, the risk of multi-
morbidity and disabling conditions that could result in
frailty increases with age. A systematic review based on
21 cohorts shows that about 11% of community-dwell-
ing older persons are frail, and about 41% are pre-frail,
although the prevalence differed [4].

Frailty can occur as the result of several medical con-
ditions and can be defined as a clinical state with an
increase in vulnerability for developing dependency and/

or mortality when exposed to stressors [5,6]. Morley
et al. [6] describe physical frailty as a medical syndrome
with multiple causes that is characterised by diminished
strength and endurance and reduced physiologic func-
tion, which increases vulnerability and frailty.

Frailty is associated with significant costs for
healthcare and community services compared with
the total population of community-dwelling older per-
sons. Hospitalisation is one risk that increases with
frailty [7,8]. It also leads to reduced autonomy, well-
being, quality of life, risk of loss of activities of daily
living (ADL) [9] and participation restrictions [10].
Hence, it is an important issue for healthcare to iden-
tify older persons with frailty to meet their needs
from a holistic viewpoint and to offer interventions
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and rehabilitation tailored for frail older persons that
also consider the degree of frailty [8,11–13]. More
efficient routine clinical practices must be developed
to meet the complex needs of patient-centred care
[6,14,15]. For example, Nord et al. [16] have shown
promising results in a recent study when it comes to
reducing the need for hospital care days by introducing
comprehensive geriatric assessment (CGA) in primary
care. CGA has also shown positive effects on the activ-
ities of daily living for frail older persons [17].

While the vast majority of research on frailty focuses
on developing and distributing assessment scales of the
physical and medical conditions [8], there are also a
number of studies with interventions aiming to improve
the consequences of frailty [18,19]. In a systematic
review of randomised controlled trials, De Labra et al.
[19] showed that frail older persons benefit from
rehabilitation with exercise interventions, with positive
effects on falls and fear of falling, mobility and muscle
strength. Takatori and Matsumoto [20] also concluded
that exercise combined with social participation could
play a role in reversing frailty progression. Other studies
have found that occupational therapy can contribute to
improvements in ADL, mobility, quality of life and
social participation [18,21–23], though additional
research is needed [22]. Multi-professional interventions
such as home visits and meetings with information and
discussions were found to have long-term effects of
postponing dependency in ADL among older persons at
risk of developing frailty [24].

Previous studies have shown a need for more
knowledge about frailty, emphasising the importance
of including the perspective of frail older persons
when improving and planning for rehabilitation and
healthcare for this group, through assessments and
interventions together with the interprofessional team
and relatives [25,26]. For example, Rose et al. [27]
described how frail older persons perceived that they
could participate in shared decision-making in
rehabilitation if they were provided with enough
information, and sufficient motivation, self-confidence
and family support. Recent studies have also sug-
gested that the perspective of the older person with
frailty needs to be included in research
[14,15,25,28,29]. Berge et al. interviewed frail older
persons who had participated in a randomised con-
trolled trial (RCT) about their involvement in
research [28]. They conclude that there seems to be a
variation in how frail older persons want to and can
be involved in research, but that their voices need to
be heard to avoid health services being based on the
wishes and perspectives of other stakeholders.

Studies including frail older persons’ experiences of
rehabilitation are few, especially concerning their past
experiences of rehabilitation, but there are studies includ-
ing older persons involved in the rehabilitation program.
In a qualitative study, community-dwelling older persons
described their experiences of home rehabilitation as a
process that was ongoing, with the goal of continuing to
perform meaningful activities [30]. In a rehabilitation
context for older persons, an agency-centred approach is
suggested where efficient interventions could be depend-
ent on the older person’s life and previous experiences,
never viewing the person as “only a patient” [31].

Even though previous studies have emphasised the
importance of considering the perspective of the frail
older person at high risk of hospitalisation in rehabili-
tation and research, studies are still scarce. Including
their perspectives on living with frailty and their
experiences of rehabilitation could contribute to the
further development and improvement of targeted
care and rehabilitation. Therefore, this study aims to
describe frail older persons’ everyday lives and their
experiences and views of rehabilitation.

Methods

Design

In this qualitative study, we used individual interviews
with open-ended questions as we wanted to explore and
describe the participant’s own experiences and perspec-
tives [32]. The interviews were analysed using content
analyses according to Graneheim and Lundman [33].

Participants and settings

Participants were recruited from the longitudinal
pragmatic intervention study “Proactive healthcare for
frail elderly persons” [34]. The project is a rando-
mised multicentre study (with a quantitative and
qualitative approach) with the aim of evaluating the
effect of targeted primary care for frail older persons.
An intervention group was selected according to a
scientifically developed prediction model [35]. A vali-
dated algorithm that included ICD-10 diagnoses, care
visits, age and gender was used to identify frail old
persons at a high risk of hospitalisation from medical
records [35]. Nine primary healthcare centres (PHCs)
in €Osterg€otland in the southeast health region of
Sweden were included in the intervention, together
with ten PHCs in the same region as controls. The
older persons in the intervention group were invited
to take part in the intervention, which involved the
offer of a health visit with a comprehensive geriatric

2 M. M. JOHANSSON ET AL.



assessment (CGA) screening by a nurse and a phys-
ician. Based on this screening, an individual care plan
was prepared and, if necessary, a member of rehabilita-
tion staff (occupational therapist/physiotherapist) from
the existing healthcare institution (primary care, home
healthcare or community care) was contacted for fur-
ther assessments and possible interventions. This
meant that the interventions were individual-based and
varied for different people. The control group received
the usual care. For more details, please see the study
protocol [34]. Participants in this qualitative study
were part of the intervention group and had been
invited to a health visit in connection with the start of
the main study, but it was not known to the research-
ers at the time of the interview whether they had
received any further rehabilitation interventions in the
project. We used a purposive sample [36] as we
wanted to have a broad (in turns of living situation/
area/region/gender) and representative overview from
the intervention group in the main project and of frail
older people still living in their own homes in a region
in central Sweden [32]. Inclusion criteria were age over
75, being part of the intervention group, living in
ordinary housing, having self-reported dependency in
at least one ADL activity on the ADL staircase [37]
and/or self-reported pain and/or balance problems in
the baseline questionnaire included in the project. The
participants were invited by letter, including written
information about the study. They were then thor-
oughly orally informed about the study by phone, and
again before the interview started.

A total of 29 people were contacted, nine of which
declined to participate. The 20 participants who con-
sented to participate represented eight out of the nine
PHCs that took part in the intervention. Their age
ranged between 78 and 92 years old, with a mean age
of 85.5 years. More than half were women (n¼ 12;
60%). Seven people lived alone and thirteen lived with
a spouse or partner. One participant had just moved
from ordinary housing into a nursing home when the
interview took place. They were all living in ordinary
housing when they were included in the main study
[34]. Thirteen participants lived in apartments and six
in houses. The majority lived in or near a city, while
five people lived in more rural locations.

Data collection

The interviews were conducted between November
2018 and February 2019 by the second author. All
interviews, except for one, took place in the person’s
home. One person chose to come to the geriatric

clinic for the interview. The interviewer had the
experience of rehabilitation of older persons, working
as an occupational therapist. The interviews were
recorded and lasted between 15 and 67min, with a
mean duration of 43min. An interview guide with
open-ended questions was used to capture the partici-
pants experiences and needs for rehabilitation. The
following key questions were asked. When needed
explorative questions and follow-up questions were
used such as “Can you tell me more about that?”

� Can you describe an ordinary day and what you do?

� Can you describe your capability in everyday life?

� What does rehabilitation mean to you?

� Have you been offered any form of training/treatment/advice to
increase function in everyday life?

� Can you see any obstacles to taking part in training or
rehabilitation?

� Do you know where to turn if you need help with rehabilitation?
Please describe how and where.

Data analyses

The interviews were transcribed verbatim and ana-
lysed using qualitative content analyses [33]. At first,
the authors (MJ, MN, A€O) read all the interviews sev-
eral times to get a good understanding and overview
of the material. In the second step, the authors sepa-
rated the text into meaning units (1–3 sentences) that
described the participants’ everyday life and their
experiences, needs and perceptions of rehabilitation.
In a third step the meaning units were condensed
(keeping close to the text), and in the fourth step,
they were labelled with codes. The codes were meant
to reflect and describe the condensed unit briefly. At
first, all authors coded some interviews separately and
then compared codes and discussed them together.
After discussion, the codes were sorted into groups by
authors MJ and A€O in which similarities and differ-
ences were compared. The groups were then sorted
into subcategories and categories. During all steps,
reflective discussions were held between the authors
resulting in moving forward and backward between
the different steps until a consensus was reached
within the group. Quotations are used to illustrate the
text. Examples of the analyse process can be seen in
Table 1.

Ethics

All participants gave their informed written consent
prior to participation. All data were coded to ensure
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confidentiality and the quotations are anonymized. The
regional ethics committee in Link€oping approved the
main study (Dnr: 2016/347-31) as well as this qualitative
study (Dnr: 2018/115-32). The study was conducted in
accordance with the Declaration of Helsinki [38].

Results

Two main categories and seven subcategories emerged
(Table 2). The results are presented under each cat-
egory below.

Frailty impacts everyday life

All participants described how living with frailty
affected everyday life.

Adaptation and strategies in everyday life

All participants described that they had been forced
to adapt to their functional limitations to manage
everyday life and the activities they used to do.
Adaptations included strategies, such as taking fre-
quent breaks, simplifying or giving up activities, such
as driving or cooking, or using various technical aids.
One participant who wished to remain independent
described having to accept that not every household
chore was carried out:

’I think it’s a little bit nice to manage on my own, as
much as possible. Although it is clear, there is a lot
that is being neglected, but, but that’s how it is, yes.
Life goes on.’ (14)

The participants described their limited functions
and energy due to pain, poor sleep, poor balance, and
side effects of medication.

’And it varies. Some days I feel nothing, and some
days I have to hold onto furniture and [my wife]
and… not to fall over.’ (8)

The participants told how they still strived to do
everything they could do by themselves and continue
with the habits and routines that they had done
before. Limitations due to a fear of falling or ending
up in a situation they could not cope with were
described. Many had personal alarms for home care
services as a source of security. The participants said
that they usually had to bring company outside the
home for shopping or going to the doctor. One per-
son described that he had certain routines for daring
to go out, such as always bringing a mobile phone.
The participants also described how activities took
longer to perform, for example, due to moving more
slowly with a walker.

A need for help and support in activities of
daily living

All participants reported being dependent on support
in everyday life in some way. Several had support
from relatives such as spouses and children, not being
able to cope by themselves:

’But I would hardly manage alone. I do not know; I
have not thought about… I do not want to think
about that idea. But one must face the reality, and it
is probably that I can’t cope alone.’ (8)

Many of them also expressed a situation of sadness
when they needed assistance in their shared house-
hold, and not being able to contribute to the house-
hold chores:

’Yes, I cannot move so much, you know, I cannot lift
so much then, you know. And I understand that [my
wife] gets tired of me sometimes, because she has to do
everything.’ (12)

Many performed the simpler everyday chores
themselves, such as getting up and getting dressed
and making something to eat. Someone stated that
cooking was an activity they really wanted to do, but
that it took too much effort.

Table 2. Categories and subcategories.
Categories Subcategories

Frailty impacts
everyday life

Adaptation and strategies in everyday life
A need for help and support in activities

of daily living
A decreasing social network

Experiences and
perceptions
of rehabilitation

The importance of staying active
Experiences of rehabilitation
Thoughts on rehabilitation
Accessibility as an obstacle to rehabilitation

Table 1. Examples of the coding scheme with subcategories and categories.
Meaning unit Code Subcategory Category

To train on something so that it goes better in everyday life. Training Thoughts on rehabilitation Experiences and perceptions
of rehabilitation

It’s not easy to get old anyway, much that deteriorates then
when it comes to hearing and sight and ability to think.
It’s a fate you have to find yourself in.

Getting old Functional
limitations

Adaptation and strategies
in everyday life

Frailty impacts everyday life

I would not be able to do without her. If I were to be alone,
I would not be able to cope.

Wife helps A need for help and support
in activities of daily living

Frailty impacts everyday life
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It was common for the participants to also receive
support from the home care service. It was perceived
differently; some participants were very satisfied:

’Otherwise, you can imagine that you get up and get
dressed and so on. But I get help with that. I think it
feels, it feels good. They do not hunt for one or the
other but take it at my pace.’ (2)

Others wanted far more continuity and more
knowledgeable and professional staff. A few partici-
pants took care of relatives themselves, dealing with
those activities and social groups outside the home
that was important in order to have some recreation
of their own. Many everyday tasks felt cumbersome
and difficult. One participant mentioned that it was
no fun getting help from acquaintances; instead, they
wanted to socialise in other ways and preferred to
turn to volunteer organisations for help.

A decreasing social network

The participants described how their social networks
gradually had shrunk. Most of their social contacts
were with their close family, either in person when
relatives came to visit or by telephone, which was
considered important.

’The phone is very important, that is. That’s my
contact with the outside world, you could say. So, the
phone, if I were to… if I got rid of it now, I would
miss it.’ (2)

Other important sources of social contact included
neighbours, former colleagues and contacts created
through social activities. Some indicated that these
social contacts occurred regularly, especially when it
came to social activities in groups. However, it was
also mentioned that everyday variations of their func-
tional limitations affected their opportunities to estab-
lish new contacts or keep appointments.

Some participants mentioned that the home care
service staff were important social contacts. They could
even be experienced as friends. One person mentioned
the lack of proximity and that the home care service
staff could sometimes give a hug, which was greatly
appreciated. One disadvantage of home care services
was that there were so many different people. Here,
the contact person was important for continuity. There
were, however, several wishes for increased social con-
tact and interaction for more stimulation and variation
in everyday life. One participant felt that the range of
leisure activities for the elderly was very limited and
mentioned that bingo, for example, is not appreciated
by everyone. A desire was also expressed for more spe-
cial caf�es and restaurants in the immediate area as

meeting points where, for example, visually impaired
people could get help and support.

Experiences and perceptions of rehabilitation

Living with frailty affected the participants’ current
opportunities to exercise and participate in various
forms of rehabilitation. All had experienced previous
periods of rehabilitation due to various reasons.

The importance of staying active

Almost all participants said that they had the motiv-
ation and willingness to train and stay physically
active, doing things, and that they could see the
importance of rehabilitation. However, their func-
tional limitations had a major impact on how the
day went.

’I try to [stay active]. Now I have not been out. I am
trying though. I was out for a while and walked with
a walker in the parking lot here. So, to get your legs
up and running.’ (3)

They performed some quiet activities to “keep up”.
Reading newspapers, watching TV/films, and listening
to the radio were described as important activities,
and doing crosswords, sudokus, puzzles and needle-
work were also mentioned.

They expressed a desire for rehabilitation such as
training to help them feel better and to gain increased
mobility, alleviate pain or cope with more things that
they were unable to do now. Based on previous expe-
riences, many participants felt that they would be
supported by a group and thus better motivated to go
and train.

’And it is just that when you do the exercises at home,
it won’t be the same. You cheat. And everyone says
the same thing, that is. There, we usually talk at the
pool there, and everyone says it, it is much better,
group exercises rather than individual exercises.
Because it will not be the same.’ (11)

Others, however, experienced the benefits of exer-
cising at home and not having to go to another loca-
tion. Many participants said that old age means one
cannot expect to be as physically active as before.
One participant described how intrinsic driving force
and initiative had become worse over time and that
on some days it was difficult to get things done,
which also affected whether or not training was car-
ried out at home. The motivation to exercise at home
was also negatively affected by the fear of falling and
getting hurt.
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’Yes, so I am very scared to fall. Because… it sounds
a little harmless to fall, but it is not. (laughter) It is
really scary.’ (9)

Experiences of rehabilitation

All participants had had many previous contacts with
health care and rehabilitation services during their
lives. They expressed that they had received very
good support and care from rehabilitation professio-
nals, with clear goals and training in relevant tasks in
both outpatient and inpatient care. They were also
pleased with other interventions, such as getting tech-
nical aids and housing adaptations:

’I got this special chair [disability work chair on
wheels]. Now I got it, after the last foot operation.
And then I was so proud so I thought, I can do
without this, I do not need help. But then my
occupational therapist insisted that I have a chair, at
least. And that has been my salvation. Because I have
taken care of the household and so on.’ (14)

Many described how they had received individual
home training programmes but had found it difficult
to manage this on their own for a longer time. They
missed the continuity of having someone to give
them instructions, support them and follow up on
results. Previous rehabilitation periods were carried
out in connection with, for example, hip or arm sur-
gery, but follow-up of both rehabilitation and self-
training at home was experienced as being insufficient
or even omitted.

’It was meant to be that [rehabilitation after surgery],
but I haven’t heard anything from them [the
physiotherapists] at all. There have been a lot of things
going on, but it all came to nothing.’ (12)

However, some of the participants mentioned hav-
ing long periods of rehabilitation, e.g. with the same
physiotherapist, and described their experiences as
positive, instilling trust and confidence.

It was also mentioned that some expectations of
the previous rehabilitation periods were not met, such
as getting certain housing adaptations, receiving suffi-
cient instructions regarding training or satisfaction
with the effects of training. A couple of participants
felt that they had been pushed too hard in hospital
care. They described that pain and reduced energy
had not been considered by the rehabilitation staff.
Negative experiences from short-term care (commu-
nity care) also emerged where some participants expe-
rienced harsh treatment from ward staff and a poor
rehabilitation environment with many seriously ill
patients on the same ward. However, when elaborat-
ing on their experiences of rehabilitation, participants

described that it was difficult to know who every pro-
fessional was that they had met on various occasions,
and thus what could be considered rehabilitation.

Thoughts on rehabilitation

The participants described rehabilitation as some
form of help to regain abilities to manage everyday
life, focussing on exercising and training to improve
for example physical functions, getting started, feeling
better or improving health. They also mentioned the
significance of rehabilitation for everyday life. One
participant said:

’Well, I guess it means that you should exercise
something so that will improve everyday life.’ (4)

Even if some participants described their owner-
ship of the rehabilitation process, many of the partici-
pants emphasised that rehabilitation also had to
include professional support, such as physical therapy,
receiving technical aids, water gymnastics or a med-
ical procedure. Two of the participants did not
express any perception of the concept, and one asso-
ciated it with getting a massage from a spouse. One
participant indicated that rehabilitation is about being
able to work despite having a disability.

Accessibility as an obstacle to rehabilitation

All participants described that they experienced their
ability to move around in the community as
impaired, and they were dependent on being close to
both care and rehabilitation facilities. This was
ascribed to functional limitations, illness, and their
day-to-day conditions. Most of the participants had
stopped driving and had limited opportunities to
use transport services, or relatives who would be
able to help. Weather conditions (e.g. snow), diffi-
culties getting in and out of cars and difficulties with
parking facilities were also described as obstacles.
The transport service trips were described by the
participants as a time-consuming and laborious part.
The journey, combined with training, took too
much energy.

’But for me, it’s too far to go so I only drive one day a
week then. Because otherwise it will be too much. Not
for the sake of gymnastics, but it is the ride back and
forth that is difficult.’ (11)

Even small details could be an almost impossible
obstacle to overcome:

’I took part in water gymnastics for as long as I did,
so I… But then it became impossible, you know,
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because then, I couldn’t, I couldn’t… The changing
room, you know, it was about not being able to hang
up my clothes… Because there are little things like
that that get so big.’ (15)

The participants stated that they would call their
primary healthcare centre when they would need care
and to get in touch with rehabilitation professionals.
However, contacting healthcare was described as
increasingly difficult:

’But then I also really thought that I might call a
physiotherapist to hear if I can have some exercises
myself, at home. I’ve been thinking about that every
day for a week now, but it has not happened so I
haven’t heard if I could get there.’ (4)

Uncertainty about what rehabilitation there was,
what could be achieved with rehabilitation, and who
they had been in contact with before was described
by several participants.

Financial obstacles were also described. One par-
ticipant however was not aware of the right to get
assistive technology and had bought some assistive
technology himself, including the walking aids he
needed. Another obstacle was described when it came
to getting to and from rehabilitation facilities using a
transport service which was perceived as expensive.
There was also a noticeable reduction in the com-
munity’s access to rehabilitation facilities due to eco-
nomic cutbacks.

Discussion

This study focuses on frail older persons, their every-
day lives, and their experiences of rehabilitation. The
results show that all participants value being – and
want to be – physically active and independent in
everyday life, but they did not always manage this
due to illnesses and functional limitations. Their
health conditions made dealing with everyday life
complicated, and they were prevented from participat-
ing in rehabilitation and social activities outside the
home due to factors such as changes in the structure
of their day, difficulties sleeping and pain. They had
to adapt to and accept these facts and did so in differ-
ent ways – sometimes in line with what earlier
research has reported [39,40]. For example, in the
study conducted by Dun�er [39], older people valued
being independent and maintaining their autonomy,
and in order to do so, they had to adapt to their level
of strength and get help from different sources. In
our study, all participants were dependent on help in
some way and from different sources and were aware
that they could not cope on their own. To help

community-dwelling frail older persons remain active
and to enhance independence, a holistic approach is
suggested for interventions and rehabilitation, with
respect to both their complex medical needs and the
perspective of the individual [41,42]. Occupational
therapy can be helpful both with ADL training, tech-
nical aids or education to home care staff.

All participants in our study described previous
experiences of rehabilitation that were both positive
and negative. Many of the participants had positive
experiences from group-based training, however,
transportation has now become a barrier. Obstacles to
taking part in rehabilitation and exercise programmes,
such as transportation and mobility problems and
functional limitations, have also been highlighted in
other studies [43–45]. In a study where people with
mild frailty were interviewed about what they want
from a home-based health promotion programme,
most of the participants identified advice on physical
exercise to improve mobility and a focus on inde-
pendence as being important. Social networks were
also mentioned as an important topic [40].

The participants in our study also described their
experiences of the positive effects of group rehabilita-
tion when it came to physical exercise, and how this
was helpful for their motivation to exercise. Earlier
research has also pointed this out [46]. Participants in
our study also highlighted their own role in their
rehabilitation process, and how they experienced a
lack of motivation. A lack of motivation to exercise
on their own, a fear of falling and a fear of doing the
wrong movement were examples of obstacles to fol-
lowing exercise programmes alone at home. A need
for professional support was expressed, such as having
the same physiotherapist for a longer period and fol-
low-up sessions. Earlier research has also identified
this need. Facilitators for physical exercise as part of
rehabilitation include participating in group exercises
and follow-ups carried out by professionals [47], and
supportive coaching and “oneself” are essential for
recovery [48]. As described in the review conducted
by Franco [43], environmental barriers were also
mentioned, such as stairs, heavy doors and distance
hindering participation and accessibility.

The importance of person-centred, tailored inter-
ventions and continuity for frail older people is clear
from both the results of this study and earlier
research [11]. Striving to continue living at home and
a desire for continuity in contact with rehabilitation
staff and home service staff were also seen in
Bj€orkman Randstr€om et al.’s study [30]. It was also
shown in our study that some had difficulties
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knowing whom to contact and what kind of training
was available if, for example, they had problems with
balance. It is therefore important that their contact
nurse or physician at the PHC has good knowledge
about local rehabilitation arrangements, as well as
knowledge about what physiotherapists and occupa-
tional therapists can do for frail elderly persons. In
terms of primary care teams, rehabilitation staff such
as physiotherapists and occupational therapists are
organised in special rehabilitation centres and these
are not located at the PHC. Most of them do not
serve a specific area or a specific PHC. In rural areas,
physiotherapists and occupational therapists are
sometimes located at the PHC. In Sweden, a new gov-
ernment reform aims to give citizens “good quality,
local healthcare” [49]. Whether nor not this reform
will benefit frail older people when it comes to
rehabilitation is a question for future studies.

Some misconceptions about what rehabilitation
and occupational therapy mean, as it comes to older
persons was spoken, some participants referring it to
work and not being in need of that in their current
living situation. The same misconception about occu-
pational therapy for older people has also been noted
in an Australian study [50]. As professionals, we need
to improve the information we provide to older peo-
ple about their rights, where to get support with
rehabilitation and what different professions can offer.
Information about what occupational therapy and
physiotherapy can provide for this group can also be
improved on a societal level. Many of the participants
in our study were unsure whom to contact when they
needed rehabilitation (physical training, technical
aids, etc.), and the information on websites, for
example, does not reach most frail older adults. This
must also be considered when planning for future
care and the fact that many want to stay at home if
possible. Rehabilitation for frail older people should
not only be delivered by professional rehabilitation
staff, but the whole team should work with a rehabili-
tative approach including the home-service staff.

Decreased social contact due to the loss of friends
(as a result of old age) and problems with mobility
and transportation for social participation were also
mentioned by many participants. Suggestions for solv-
ing these issues included more meeting points near
where they lived and more variation in leisure activ-
ities at activity centres for older people. Social partici-
pation and knowledge of local services have also been
highlighted in other studies as important aspects of
health promotion programmes [40,51].

This study took place just before the Covid �19
pandemic, and social contact for older people has cer-
tainly not improved since then [52]. Having a phone
was mentioned as an important part of their social
life, but none mentioned using any other information
and communication technology (ICT) as a tool for
social contact or healthcare contact. This is both a
challenge for the rehabilitation of frail older persons
and an issue for future studies [53]. ICT use among
frail older persons has also been noted by other
researchers as being less frequent than among non-
frail older persons [54,55]. Coaching for physical
training and everyday life activities, conducting fol-
low-ups and participating in groups that use ICT
requires further investigation in connection with frail
older adults. The fact that many older adults currently
have neither the necessary knowledge and nor ICT
devices must be considered when planning studies
[53]. The fact that social isolation due to the Covid-
19 pandemic has probably made many older people
more physically inactive is also a challenge for health-
care [56]. This was not a concern at the time of data
collection but is certainly an issue for further studies.

Methodological considerations

As we wanted to explore frail older persons own
experiences and perceptions, using a qualitative design
with individual interviews was chosen [36]. Even
though this study is limited to the experiences of 20
participants in the intervention group, we managed to
include both genders and different living statuses and
ages to ensure variation in their experiences. It was
obvious that they all had some experience of rehabili-
tation in different ways and settings, and both
inpatient and outpatient perspectives emerged. This
strengthens the transferability of the study [32].
However, we did not know at the time of inviting the
participants whether they had received any special
rehabilitation within this project. One interview was
very short, lasting only 15min. However, this
respondent was very direct and answered the ques-
tions without hesitation. None of the respondents
mentioned or referred to the main project when it
came to special rehabilitation interventions. Many of
them referred to experiences that were before the
main project started and interventions that presum-
ably were not connected to the health visit. Therefore
we don’t know whether including participants from
the control group would have made any difference in
the result.
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To enhance trustworthiness, the interviewer had
previous knowledge of working with rehabilitation
and older people. This was an advantage when creat-
ing a good atmosphere, and for being able to under-
stand and ask follow-up questions when required.
The analyses have been carried out by all the authors,
further enhancing transferability. The fact that we dis-
cussed codes and categories throughout the analyses
strengthens the results and their credibility [33]. The
findings of this study are limited to a Swedish context
in terms of the healthcare and rehabilitation structure.
However, they can probably be transferred to other
settings in the Western world where the organisation
of healthcare and socio-economic standards is similar.

Conclusions

Frail older persons are a vulnerable and heterogeneous
group, and often have a great need for support in
everyday life. Our study is based on the perspectives of
the older persons themselves. From their perspectives,
access to rehabilitation and support can be improved.
Individual assessments and person-centred care are
necessary. However, there seems to be room for
improvement when it comes to helping frail older per-
sons to stay physically active and facilitating participa-
tion in both individual and group interventions. It is
suggested that future studies focus on how frail older
persons can be informed, motivated and supported in
rehabilitation and everyday life, and in enhancing inde-
pendence at home. A future challenge is to study how
information and communication technology could be
used in healthcare interventions and rehabilitation for
community-dwelling frail older persons.

Clinical messages

� Frail older persons’ perspectives need to be consid-
ered when planning for rehabilitation and health-
care interventions.

� Physical and informational access to rehabilitation
needs to be improved and adapted for frail
older persons.

� Adapted group interventions for physical exercise
and social contact are needed.

� Knowledge of rehabilitation is important for all
healthcare professionals.
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