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The COVID rehabilitation paradox: why we need
to protect and develop geriatric rehabilitation
services in the face of the pandemic
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Abstract
Older multi-morbid persons often fall seriously ill due to COVID-19. To be able to participate in a social life again, they often
need special rehabilitation measures. Geriatric rehabilitation is a multi-professional service geared to these needs. Paradoxically,
however, capacities in geriatric rehabilitation are currently being reduced despite increasing demand. The reasons are manifold
and are not only due to the current situation. This article highlights the current situation leading to the COVID rehabilitation
paradox and shows ways to learn from it for the future.
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Key points

•
•
•
•

Older multi-morbid people are severely aﬀected by the COVID-19 pandemic.
Older multi-morbid and frail persons have special rehabilitation needs.
Although there is an increasing need for rehabilitation measures for these persons, rehabilitation capacities are declining.
This development represents a COVID rehabilitation paradox.

Commentary
Since the start of the COVID-19 pandemic 85.6 million
people have fallen ill with COVID-19 and 1.8 million have
died [1]. The majority of those with severe disease, requiring
hospitalisation and intensive care, has been over 65 years of
age and have pre-existing long-term conditions, disability
and/or frailty [2–7]. Outside and in the context of COVID19, there is good evidence that older people with frailty and
multimorbidity who survive severe illnesses and intensive
care are more likely than younger, ﬁtter groups to experience
complications including severe physical deconditioning,

multi-organ failure, pulmonary dysfunction, cognitive
decline, post-traumatic stress disorder and post-intensive
care syndrome [8–11].
Geriatric rehabilitation uses evidence-based approaches to
support the rehabilitation of older people with frailty and
multimorbidity after an acute illness. The aim is to enable
patients to recover and participate in social life as much
as possible. The core principles of geriatric rehabilitation
have recently been deﬁned [12]. It is delivered by a multiprofessional team comprising nurses, therapists, doctors,
social workers, psychologists and other professional groups
(e.g. pharmacists) who structure rehabilitation around the
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recovery is also essential—data from research studies such as
COGER [20] and HERO [21] will be important.
Longer-term we must face the fact that geriatric rehabilitation has, hitherto, been given inadequate priority in health
systems internationally [22]. This has manifested diﬀerently
between countries. In Germany, its development has been
stiﬂed by successive shortened rehabilitation periods and
partly ﬂat-rate payment systems in post-acute inpatient rehabilitation, which have insuﬃcient ﬂexibility to accommodate
the complex needs of the most disabled. Outpatient geriatric
rehabilitation service capacities are still insuﬃcient. In the
UK, geriatricians have found their training and deployment increasingly focused around acute care delivery at
the expense of rehabilitation, whilst arbitrary time-limits
on community-based rehabilitation have served, again, to
disinvest the most disabled. In the Netherlands, eﬃciency
savings have left the sector, previously the focus of international admiration, with limited ﬂexibility to respond to the
pandemic.
The origins of comprehensive geriatric assessment, and of
modern geriatric medicine, lie in Marjorie Warren’s identiﬁcation of unmet rehabilitation need in the long-stay patients
of the West Middlesex Hospital [23]. Now, as we face a
pandemic of unmet rehabilitation need in older people with
frailty and multimorbidity, geriatric rehabilitation could play
a similarly transformative role if we protect and develop our
services to meet the need.
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individual needs and goals of the patients and their families
in keeping with the principles of comprehensive geriatric
assessment [12].
Given the extent to which older people have been aﬀected
by COVID-19 during the pandemic, and given the emerging
evidence of complex long-term disability as a consequence
of SARS-CoV-2 infection (‘long-COVID’), there is likely
to be a growth in demand for geriatric rehabilitation in
the coming months and years. This happens whilst available
capacity and resources in geriatric rehabilitation are decreasing because of the pandemic. Internationally, we have seen
members of rehabilitation multidisciplinary teams drafted
into acute hospitals to support acute COVID care, whilst
rehabilitation facilities have been rebadged as subacute medical beds, or have been used to provide COVID-safe stepdown beds to shield long-term care facilities and care homes
from COVID-positive cases [13,14]. Attempts to ‘plug the
gap’ by providing an additional ﬁnancial resource to support community-based care [15] have not always been well
considered, as they have lacked the necessary rehabilitation
infrastructure to enable evidence-based geriatric rehabilitation. Infection prevention and control measures have further
depleted resources because social distancing and cohorting
requirements mean that the capacity of those facilities that
remain is reduced (own data, survey with eight European
countries).
This represents a rehabilitation paradox. We need geriatric rehabilitation now more than ever but the very pandemic which has generated unprecedented demand has also
depleted the resources needed to meet our patients’ needs.
The impact of the pandemic on other aspects of healthcare
delivery, including cancer care [16] and stroke care [17],
has been well documented and has been the focus of much
national and international advocacy. We have not seen a
similar eﬀort around geriatric rehabilitation and yet it is
likely, as those conditions, that the failure to deliver even
routine levels of rehabilitation for older patients will have
resulted in pent-up demand—an epidemic of frailty and
disability which is, as yet, not fully quantiﬁed.
Emerging plans for rehabilitation in the face of COVID19 which rely heavily on the experience of rehabilitation
for chronic fatigue syndrome, or which use information
technology based solutions [18] are unlikely to fully address
the needs of older people with frailty and multimorbidity,
many of whom live alone and are unable to engage with such
technology due to cognitive, sensory or physical impairment
[19].
In the short-term, we must urgently make the case to protect geriatric rehabilitation resources from further denudation. They comprise an important part of the COVID-19
response. Taking resources from them to support the same
response is counter-intuitive. As we move into a maintenance
and recovery phase of the pandemic, we must ensure that
release of resources back to geriatric rehabilitation is prioritised. Understanding the size of the challenge and what
interventions will work best in the context of COVID-19
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