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Introduction

Globally, aging-related health challenges are reshaping the foun-
dation of medical care. Korea entered a super-aged society in 
2024, with individuals aged 65 years and older exceeding 20% of 
the population, drawing global attention as the country with the 
fastest aging rate in the world [1]. Korea is not only aging most 
rapidly but is also projected to have the world’s highest life expec-
tancy by 2030—91 years for women and 84 years for men [2]. 
Although increased life expectancy is often celebrated as a major 
public health achievement, it does not necessarily correspond to a 
proportional extension of healthy life expectancy. Without such 
parallel progress, societies face the inevitability of longer life spans 
accompanied by illness or disability and a rapid expansion in pop-
ulations requiring complex medical and social care [3]. While 

healthy and independent aging remains a universal goal, the reali-
ty is that many individuals will experience prolonged periods of 
impaired health or functional dependency in later life.

Older adults often experience diminished independence due to 
functional decline associated with aging and multiple chronic dis-
eases. Most geriatric diseases are chronic degenerative conditions 
closely linked to frailty and disabilities that limit independent dai-
ly activities, thereby reducing quality of life and creating a signifi-
cant socioeconomic burden [4,5]. Thus, prolonging healthy life 
and improving health-related quality of life are central objectives 
of geriatric medicine and rehabilitation. Geriatric rehabilitation 
has evolved to help older adults with disabilities recover lost phys-
ical, psychological, or social functions so that they can regain 
greater independence, live in personally fulfilling environments, 
and sustain meaningful social engagement [4,6]. It involves com-
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prehensive programs designed to optimize the functioning of old-
er adults, particularly those who were pre-morbidly frail and have 
lost independence following acute illness or injury.

In this review, we summarize the core principles of geriatric re-
habilitation and outline the structural components necessary for 
its integration into clinical practice. Particular attention is given to 
the challenges of implementing geriatric rehabilitation in both hos-
pital-based outpatient and inpatient settings, drawing on the Korean 
healthcare system’s experience, where aging-related health concerns 
are rapidly intensifying. The discussion highlights the organization-
al, cultural, and policy factors that affect the accessibility and deliv-
ery of rehabilitation programs in real-world practice.

Ethics statement

This was a literature-based study; therefore, neither approval by 
the Institutional Review Board nor the obtainment of informed 
consent was required.

Definition and core concepts of geriatric 
rehabilitation

As population aging accelerates, geriatric diseases are becoming 
increasingly prevalent in clinical practice. Even without special-
ized geriatric care, the majority of outpatient and inpatient popu-
lations consist of older adults, and the number of the oldest old 
(i.e., those in their 80s and 90s) is rising particularly rapidly [7]. 
Most individuals in this age group experience degenerative chang-
es and are predisposed to frailty and fragility [8,9]. The demand 
for comprehensive rehabilitation addressing conditions such as 
frailty, sarcopenia, osteoporosis, fragility fractures, and disuse syn-
drome—each contributing to significant functional decline and 
increased dependence in activities of daily living—has grown 
markedly in recent decades. This growing need has sparked inter-
est in applying rehabilitation principles specifically to older adults 
who are physically frail and dependent, a movement that began to 
take shape in the early 1990s [10,11]. Grounded in the framework 
of the World Health Organization’s International Classification of 
Functioning, Disability and Health (WHO-ICF) and the WHO 
rehabilitation cycle, geriatric rehabilitation has been conceptual-
ized as a multidimensional process encompassing diagnostic, ther-
apeutic, and rehabilitative interventions [12]. Its overarching goal 
is to optimize functional capacity, enhance activity levels, and 
maintain social participation in older adults living with impair-
ments and disabilities [6]. However, for many older patients, espe-
cially those with multiple comorbidities and multifactorial deficits, 
full restoration of function may not be a realistic objective. Instead, 

the focus shifts toward achieving attainable, patient-centered goals. 
Thus, the appropriate aim is often to reach a new balance that may 
entail greater dependency while preserving autonomy and 
self-management to the greatest extent possible [13].

Geriatric rehabilitation programs emphasize patient-centered 
goals that reflect individual preferences established through 
co-creation with patients and their caregivers. These programs 
can be delivered in a variety of settings, depending on national 
policies, reimbursement structures, and local resources [13]. 
Geriatric rehabilitation may be implemented as outpatient, hospi-
tal-based, nursing home-based, or community-based services [6]. 
Patients suitable for rehabilitation are typically older adults whose 
intrinsic capacity and functional ability are compromised by mul-
timorbidity and geriatric syndromes but who retain the potential 
to improve clinically and functionally through targeted interven-
tions [14,15]. Such patients should be active participants in the 
rehabilitation process. Geriatric syndromes and diseases—most 
notably frailty (both physical and cognitive) and sarcopenia (in-
cluding age-related and secondary forms)—represent quintessen-
tial conditions embodying the core principles of geriatric medi-
cine [16-18]. Within the framework of geriatric rehabilitation, it is 
essential to recognize that geriatric syndromes do not correspond 
to discrete disease entities. Rather, they are interrelated conditions 
that profoundly affect functional ability, independence, and over-
all quality of life in older adults [19].

Frailty is a clinical state characterized by increased vulnerability 
to dependency and/or mortality when exposed to stressors [20]. 
It represents a biological syndrome of diminished physiological 
reserve and resistance to stress, arising from cumulative declines 
across multiple systems and resulting in susceptibility to adverse 
outcomes [21,22]. Frailty is a well-established predictor of disabil-
ity and mortality and is also associated with poorer outcomes fol-
lowing rehabilitation interventions in geriatric settings [23]. Al-
though various definitions of frailty exist, 2 major conceptual 
frameworks are widely recognized: the phenotype-based model 
[24] and the deficit accumulation model (frailty index) [25]. The 
frailty index is based on the accumulation of health deficits across 
physical, psychological, cognitive, and social domains. The phe-
notype-based model (Fried model) is the most widely used in 
clinical practice and comprises 5 interrelated features—slow gait 
speed, low grip strength, poor endurance, low physical activity, 
and unintentional weight loss. The presence of 3 or more criteria 
indicates frailty, while 1 or 2 denote pre-frailty. Frailty is not a 
standalone disease, nor is it a static or irreversible condition. It is a 
dynamic and potentially reversible state—especially if addressed 
during the “frailty time-window,” a critical transitional period in 
the aging process during which individuals shift from relative in-
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dependence (“full performance”) toward frailty and are at risk of 
progressing to disability [26]. This concept holds particular im-
portance in geriatric rehabilitation, as it represents a pivotal win-
dow of opportunity for timely and effective intervention [23].

Structures and settings of geriatric 
rehabilitation

The WHO Rehabilitation 2030 initiative was launched to make 
rehabilitation accessible to everyone who needs it [27,28]. This 
initiative is closely aligned with the United Nations Decade of 
Healthy Ageing and underscores rehabilitation as an essential 
component of integrated care, emphasizing its clinical value and 
social importance. Both initiatives affirm that aging well is not 
merely about living longer—it is about living better. Rehabilita-
tion serves as the driving force behind healthy aging by enabling 
older adults to recover, adapt, and thrive despite chronic condi-
tions or functional decline. The WHO Rehabilitation 2030 
framework is not only compatible with geriatric rehabilitation but 
also provides a powerful global structure that can elevate and inte-
grate it into healthcare systems worldwide [27,28]. However, the 
organization and delivery of rehabilitation vary widely across 
countries, leading to inconsistent outcomes and unequal access 
[13-15,29]. Grund et al. [6] reported substantial international dif-
ferences in how geriatric rehabilitation is structured and delivered. 
They emphasized the need to achieve consensus on what geriatric 
rehabilitation should entail and to develop internationally harmo-
nized approaches that could be applied consistently across reha-
bilitation settings.

According to the European consensus statement, the structure 
of geriatric rehabilitation encompasses both inpatient and outpa-
tient settings. Inpatient rehabilitation can take place in nursing 
homes, geriatric rehabilitation centers, specialized geriatric hospi-
tals, or acute care hospital units [14]. Admission to each setting 
should be determined by clearly defined clinical criteria that are 
objectively assessed and measured. Seamless care transitions 
should allow patients to move between different rehabilitation en-
vironments based on clinical progress and individual needs. Com-
prehensive Geriatric Assessment (CGA), incorporating the per-
spectives of patients and informal caregivers, should be applied 
within a co-creation framework to design tailored rehabilitation 
plans [22]. This structured model underscores the importance of 
defining roles across levels of care to ensure continuity, specializa-
tion, and efficiency in service delivery [30].

By contrast, the Korean healthcare system—although highly 
developed for advanced, disease-centered care—lacks an appro-
priate framework for comprehensive and integrated services such 

as geriatric care [1,31]. Geriatric rehabilitation in Korea remains 
largely concentrated in acute hospitals, with few dedicated reha-
bilitation centers or structured outpatient programs [27]. Conse-
quently, older adults frequently experience fragmented transitions 
between hospitals, community-based facilities, and long-term care 
institutions, resulting in discontinuity of care. Establishing a sys-
tematic model that clearly delineates the functions of each facility 
and integrates them into the overall healthcare system is therefore 
a critical priority [27]. Such a model must be adapted to the spe-
cific supply–demand conditions of the Korean context, where 
rapid population aging has intensified the need for rehabilitation. 
Furthermore, successful implementation requires reorganizing 
healthcare delivery to enhance interprofessional collaboration and 
to promote seamless coordination across acute, post-acute, and 
community-based care settings [32].

Recently, Korea’s national healthcare strategy for addressing the 
challenges of a super-aged society has increasingly emphasized 
community-based care [33,34]. This approach seeks to enable 
older adults to receive necessary health services while remaining 
in their homes and active within their communities—a concept 
widely recognized as “aging in place” [33]. This paradigm shift re-
flects growing recognition that institutional care alone cannot ad-
equately meet the multifaceted and long-term needs of the aging 
population. According to a survey by the European Geriatric 
Medicine Society Special Interest Group on geriatric rehabilita-
tion, the primary conditions leading to admission to geriatric re-
habilitation units were neurological disorders—predominantly 
stroke—and fractures, particularly hip fractures [14]. These find-
ings underscore the necessity of developing geriatric rehabilitation 
systems that address both acute disabling events and the long-
term functional challenges they pose.

Specific considerations for rehabilitation 
programs

In geriatric care settings, rehabilitation should aim to minimize 
functional impairment and activity limitations while maximizing 
social participation, even when restoration of pre-morbid body 
structure and function is not feasible. This often requires the use 
of assistive technologies as well as cultural and environmental ad-
aptations. Rehabilitation programs should integrate psychosocial 
components of health and well-being and employ evidence-based 
behavioral change approaches to enhance adherence and long-
term outcomes [6,13,15,35].

Treatment intensity should be individualized according to each 
patient’s needs. For older adults, adjustments are frequently re-
quired to accommodate reduced physical function and exercise 
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capacity. An exploratory study that examined the content and 
outcomes of physical fitness training in orthopedic geriatric reha-
bilitation found that most training programs were generally low in 
intensity compared with established guidelines [36]. Given these 
limitations, it is important to emphasize that effective geriatric re-
habilitation typically requires longer training durations to achieve 
meaningful improvements.

Within the broad domain of geriatric rehabilitation, patients 
present with a wide array of specific conditions, including stroke, 
Parkinson’s disease, hip fracture, amputation, chronic obstructive 
pulmonary disease, chronic heart failure, cognitive impairment, 
and COVID-19 (coronavirus disease 2019). Because each case 
involves distinct factors and varying degrees of multimorbidity, 
condition-specific protocols alone are insufficient. Environmental 
and contextual factors—such as family support, resilience, and 
patient motivation—must be carefully considered, as they strong-
ly influence rehabilitation outcomes. Evidence from systematic 
reviews and clinical experience in both geriatric rehabilitation 
clinics and inpatient units supports the use of individualized, evi-
dence-informed rehabilitation strategies tailored to older adults 
[13,23,37]. Inpatient geriatric rehabilitation encompasses a con-
tinuum of care designed to meet the needs of older adults experi-
encing functional decline. Patients may require rehabilitation fol-
lowing acute illness in an acute geriatric unit or due to chronic dis-
ease–related deterioration in a subacute unit. The indications for 
inpatient rehabilitation can extend to chronic functional decline, 
especially among those meeting criteria for frailty or sarcopenia. 
Older adults with progressive loss of independence in activities of 
daily living (ADLs), often resulting from declining mobility and 
cognitive function over 6 months to 1 year, are suitable candidates 
for short-term, comprehensive, and integrated rehabilitation pro-
grams. Additional indicators include recurrent falls, poor mobility 
following falls, and fragility fractures, all of which contribute to a 
downward trajectory in functional status. This progression reflects 
the lifelong vulnerability of frail individuals to fall-related injuries 
and subsequent disability. Without timely and appropriate inter-
vention, these patients face a markedly increased risk of severe 
functional decline or death. However, accumulating evidence 
shows that when rehabilitation services are delivered promptly 
and effectively, many older adults can regain their pre-morbid 
functional levels, highlighting the crucial importance of early re-
habilitation in preventing long-term disability [19,30,38,39] (Fig. 
1).

A multifaceted rehabilitation approach is essential to effectively 
support frail older adults within geriatric rehabilitation programs 
[40]. The RESORT (Rituximab Extended Schedule or Retreat-
ment Trial) study demonstrated that frailer geriatric inpatients 

tend to have more complex comorbidities and impaired nutrition-
al, physical, and psychological parameters. Cognitive impairment, 
delirium, comorbid conditions, and anxiety at admission were 
predictive of worsening frailty during rehabilitation. The study 
recommended that these factors be assessed and addressed early 
through interdisciplinary care [23]. The key components of mul-
tifaceted rehabilitation include physical rehabilitation, nutritional 
support, cognitive and psychological care, social and environmen-
tal adjustment, and medical optimization.

Geriatric rehabilitation team

A geriatric rehabilitation team is fundamentally multidisci-
plinary, designed to address the complex, interrelated medical, 
psychological, and social needs of older adults. Since most geriat-
ric patients present with multimorbidity, frailty, or disability, their 
care requires the coordinated expertise of multiple professionals 

Fig. 1. Critical role of early rehabilitation in mitigating long-
term disability.
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rather than a single discipline. Geriatric rehabilitation team con-
sists of the team leader, core team members, extended team mem-
bers and collaborators [6,13,35] (Fig. 2).

In Europe, most geriatric rehabilitation teams are led by geria-
tricians (95%, according to consensus surveys), reflecting the spe-
cialty’s comprehensive focus on multimorbidity, polypharmacy, 
and geriatric syndromes [14]. In Korea and several other Asian 
countries, however, teams are often led by rehabilitation special-
ists, whose expertise lies in functional restoration, physical medi-
cine, and disability management [41]. The team leader is respon-
sible for coordinating assessments, setting rehabilitation goals, 
and ensuring alignment between medical management and reha-
bilitation priorities [15]. Core team members generally include 
specialized nurses, physical therapists, occupational therapists, 
and social workers. Extended team members typically comprise 
psychologists or neuropsychologists, dietitians, pharmacists, and 
speech and language therapists. The specialized nurse plays a piv-
otal role by providing ongoing patient monitoring, wound and 
medication management, and acting as a central communication 
link among patients, families, and the interdisciplinary team. The 
physical therapist focuses on mobility enhancement, balance 
training, gait correction, fall prevention, and individualized exer-
cise regimens to restore functional movement. Occupational ther-
apists facilitate independence in ADLs—such as dressing, feed-
ing, toileting, and home adaptation—while supporting strategies 
to enhance safety and autonomy. The social worker evaluates so-
cial support networks, caregiver burden, and financial constraints, 
and coordinates access to community-based resources that pro-
mote long-term care and “aging in place.”

Among the extended team members, the psychologist or neu-
ropsychologist conducts cognitive and behavioral assessments, 
manages emotional well-being, and provides coping support for 
both patients and caregivers. The dietitian or nutritionist develops 
individualized nutrition plans targeting conditions such as sarco-
penia, frailty, and post-fracture recovery, emphasizing adequate 
protein intake and supplementation. The pharmacist ensures safe 
and effective medication use, minimizes risks associated with 
polypharmacy, and provides education on medication adherence. 
The speech and language therapist assesses and rehabilitates swal-
lowing disorders (dysphagia) and communication impairments, 
particularly following stroke or in neurodegenerative conditions.

The team operates under the framework of the CGA, which in-
tegrates multidisciplinary inputs into a unified and adaptive reha-
bilitation plan [42,43]. Families and caregivers are regarded as es-
sential partners in this process, actively participating in goal set-
ting, education, and ongoing follow-up. Regular multidisciplinary 
meetings facilitate the continuous review and adjustment of reha-

bilitation goals, early detection of complications, and effective 
communication among team members. Ultimately, the mission of 
the geriatric rehabilitation team extends beyond physical recovery 
to encompass the enhancement of quality of life, social participa-
tion, and independent living for older adults. Its effectiveness de-
pends on the ability to balance medical stabilization, functional 
restoration, and psychosocial reintegration while respecting each 
patient’s individual values and preferences.

Conclusion

Key strategies for effective geriatric rehabilitation include accu-
rate diagnosis of underlying problems and the comprehensive use 
of assessment tools—particularly the active application of CGA. 
Continuous, longitudinal monitoring of aging-related changes 
and physical and cognitive function in older adults enables the de-
velopment of tailored prevention, recovery, and adaptation strate-
gies. Appropriate and timely medical and rehabilitative interven-
tions should be implemented across various clinical settings, in-
cluding acute hospitals, post-acute care facilities, long-term care 
institutions, and home or community environments. These strat-
egies encompass multimodal exercise programs, nutritional opti-
mization, management of geriatric syndromes, and individualized 
case management approaches. Despite the growing need, aware-
ness of geriatric rehabilitation remains limited, and substantial 
policy barriers persist. Therefore, a concerted call to action is nec-
essary to highlight the essential role of comprehensive and inte-
grated rehabilitation in addressing geriatric health challenges and 
promoting healthy aging.
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