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 Abstract: Rehabilitation is a fundamental pillar of universal health coverage, alongside health 
promotion, disease prevention, treatment, and palliative care. As a crucial health indicator 
following mortality and morbidity, functional optimization is a key outcome of rehabilitation. 
Traditionally associated with tertiary healthcare facilities due to its complex and 
multidimensional nature, various models have been proposed to integrate rehabilitation 
seamlessly into primary healthcare services. The primary goal of rehabilitation is to enhance, 
maintain, and, when possible, improve an individual's functional capacity. This review 
explores key aspects of elderly patient assessments conducted by family physicians to 
recommend appropriate rehabilitation programs. Additionally, it highlights the components 
of integrated preventive consultations for older adults and suggests tailored approaches based 
on evaluation outcomes.Collaboration between family physicians and medical rehabilitation 
specialists is essential for the prevention and treatment of elderly patients. A holistic, patient-
centered approach ensures comprehensive care, promoting physical independence, mental 
well-being, and an improved quality of life. 
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1. Introduction  

Given that it's estimated that at least one-third of the global population will       
require rehabilitation during the course of illness or injury, enhancing rehabilitation 
to encompass early identification of health needs and prompt referral becomes crucial. 
This approach mitigates the impact of disabling effects and optimizes overall function. 
The integration of rehabilitation services and the introduction of innovative delivery 
models benefit all levels of care, whether in urban or remote areas. The World Health 
Organization's Rehabilitation 2030 initiative actively advocates for strategies reinforc-
ing rehabilitation to meet the evolving health needs of the aging global population, 
marked by an increased incidence of both new and chronic impairments[1]. 
The role of primary healthcare is recognized in a document called the “Astana     
Declaration,” which was launched during the “Global Conference on Primary Health 
Care,” an event that took place in Astana, Kazakhstan, in 2018. Considering the global 
demographic and epidemiological trends, there is a belief that a change is necessary 

Citation:  Iancu M.A., Ivanov 
S.M., Ivanov A.M., Dumitra G.G.,    
Sandu M.N., Ticarau A., Calin 
R.D., Daniela Popescu1, Condur 
L.M.,     Popovici C., Kozma A. - 
Rehabilitation of the Elderly in 
Primary Healthcare - a narrative 
review                                                           
Balneo and PRM Research Journal  
2025, 16(1): 791 
 
Academic Editor(s):                      
Constantin Munteanu 

 
Reviewer Officer: 
Viorela Bembea 
 
Production Officer: 
Camil Filimon 
 
Received: 12.12.2024 
Published: 31.03.2025 

 
Reviewers: 
Mihai Hoteteu 
Aura Spinu                  

 
Publisher’s Note: Balneo and 
PRM Research Journal stays neu-
tral with regard to jurisdictional 
claims in published maps and in-
stitutional affiliations. 

 
Copyright: © 2025 by the authors. 
Submitted for open-access publi-
cation under the terms and condi-
tions of the Creative Commons At-
tribution (CC BY) license 
(https://creativecommons.org/li-
censes/by/4.0/). 

http://bioclima.ro/Journal.htm


Balneo and PRM Research Journal 2025, 16, 1 2 of 13 

 

regarding short-term, medium-term, and long-term strategies in health systems, spe-
cifically an integration of primary healthcare and medical rehabilitation into a unified 
concept, in order to achieve effective coordination of patient care [2]. As explored in 
the subsequent sections, the aging process is characterized by a range of mechanisms 
that can adversely affect an individual's functionality and overall quality of life. 

The aging process typically means a decline in individual physiological reserves, 
and over time, so-called "geriatric syndromes" may appear, which need to be recog-
nized, prevented, and treated. The role of the family doctor is essential in this context, 
as they are the gateway to medical rehabilitation when necessary and as long as the 
patient's condition allows [3]. This review explores key aspects of elderly patient as-
sessments conducted by family physicians in order to recommend appropriate recov-
ery programs. Additionally, this review highlights the components of integrated pre-
ventive consultations for older adults and suggests tailored approaches based on eval-
uation outcomes. Integrative preventive care in family medicine contains assessing 
risk factors and screening for frailty, sarcopenia, sensory deficits, cognitive decline 
and dementia, fall risk, osteoporosis and cardiovascular diseases (Figure1). The inter-
vention of the family doctor is personalized, providing education and support, and an 
assessment of the risks linked to polypharmacy. The integrated preventive care for 
older adults is conducted annually or as needed. 

 

Figure 1. Integrative preventive care in family medicine 

 

2. Materials and Methods  
This review outlines key research on the role of family physicians in assessing critical 
aspects of elderly patients to guide rehabilitation recommendations. A comprehensive 
search was conducted in the Medline/PubMed database using specific keywords,       
including elderly, rehabilitation, integrative preventive care, family medicine, and 
frailty, individually and in combination. Only articles published in English were       
included. The collected data was analyzed and filtered based on established best        
practice recommendations. 
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3. Frailty 

The aging process is linked to a decline in an individual's capacity to recover from sig-
nificant stressors, a characteristic referred to as "frailty"[4]. Frailty manifests at varying 
rates among different individuals, and its identification relies on a combination of clin-
ical characteristics. Fried et al. have defined the frailty phenotype as the presence of at 
least three of the following: (1) a weight loss exceeding 4.5 kg in the last year, (2) self-
reported exhaustion, (3) weakness in grip strength, (4) slow walking speed, and (5) low 
physical activity. In the Cardiovascular Health Study Collaborative Research Group 
cohort, the frailty phenotype was independently linked to falls, worsening disability, 
hospitalization, and mortality, even after adjusting for baseline disability, comorbidity, 
and various social factors. Additionally, a prefrail phenotype was identified, where in-
dividuals meeting 1–2 of the above criteria showed an elevated risk of progressing to 
frailty. This aspect is very important because, by providing the opportunity for assess-
ment, including the state of pre-frailty, this tool is useful for the early identification of 
declines in functional reserves in "apparently healthy" older adults [5].The frailty phe-
notype has undergone validation by multiple research groups and is correlated with a 
diverse range of socioeconomic, behavioral, and other clinical characteristics[6]. In the 
English Longitudinal Study of Ageing cohort, neuroticism was found to be linked with 
an increased rate of frailty progression over a 10-year period, while conscientiousness 
and extroversion exhibited a protective effect[7]. The Rockwood Frailty Index is an-
other tool that can be applied in specialties other than Geriatrics, including Primary 
Care, and quantifies the deficits present in a person using a comprehensive table of all 
possible deficits (which requires taking into account at least 30 health-related parame-
ters). These deficits evaluate symptoms, signs, disabilities, pathologies, and laboratory 
test results performed. A value >0.3 is indicative of frailty, while values between 0.15 
and 0.3 suggest pre-frailty. It is a readily accessible test for family doctors who have an 
overall view of their patients' health and/or illness [5,8]. The Groningen Frailty Index 
(GFI) also allows for the identification of pre-frailty and frailty among older adults 
through a questionnaire with 15 questions that assess functional, nutritional, and cog-
nitive status, as well as visual and auditory deficits, comorbidities, and psychosocial 
function [7]. 
Conducting systematic screening for frailty in the elderly population is a crucial initia-
tive to mitigate functional decline and reduce hospitalizations[9]. An important ele-
ment to consider is that the frailty syndrome should be regarded in relation to the pro-
gression and prognosis of various chronic pathologies, such as cardiovascular or met-
abolic diseases. Currently, the European Society of Cardiology recommends including 
the assessment of frailty as part of the general clinical evaluation of older adults in 
cardiology practice, effectively advocating for screening for every older adult patient, 
both for preventive and therapeutic purposes. The American Diabetes Association rec-
ommends screening for geriatric syndromes in patients with diabetes, considering that 
their presence can influence the management of diabetes and quality of life. The Amer-
ican Geriatrics Society (AGS) and the American Endocrine Society also support these 
recommendations. Other international professional societies share this perspective, all 
emphasizing the importance of prevention, early detection, and appropriate treatment 
of frailty as being essential in the type of progression and prognosis of various chronic 
conditions [10-12]. Another important aspect of elderly assessment is monitoring 
through telemedicine[13,14]. A study conducted by the team led by Aurelian showed 
that telemedicine can improve the doctor-patient relationship and therapeutic compli-
ance in elderly patients with comorbidities [15]. 
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4. Sarcopenia 

Sarcopenia, defined as the loss of muscle lean mass and muscle strength, plays a sig-
nificant role in mediating the relationship between frailty and disability[16]. Similar to 
frailty, there is ongoing debate regarding the definition and measurement of sarcope-
nia. Nonetheless, a growing consensus in the literature emphasizes the importance of 
incorporating the assessment of skeletal muscle into clinical routines. This enables the 
identification and potential management of individuals at an elevated risk of mobility 
issues and physical disability. 
Sarcopenia might serve as the organ-specific pathophysiological foundation for the 
progressive decline in the physical domain of intrinsic capacity. As a result, it could 
significantly impact the individual's ability to attain and sustain full functional capacity. 
This condition may emerge as a novel clinical entity, rightfully incorporated into the 
consideration of multimorbidity, playing a role as a biological substrate contributing 
to the frailty of the aging individual[17]. Various groups have proposed diagnostic cri-
teria for sarcopenia, including the International Clinical Practice Guidelines for Sarco-
penia (ICFSR), International Working Group on Sarcopenia, European Working Group 
on Sarcopenia in Older People, and the Foundation for the National Institutes of 
Health[18]. Common elements across these criteria encompass (1) the identification of 
muscle mass loss through DEXA scan and (2) a decline in physical performance 
measures like gait speed, Short Physical Performance Battery (SPPB), or handgrip 
strength[19]. 
Failure to identify it in a timely manner is associated with an unfavorable progression 
exacerbated by functional decline, falls, and increased morbidity and mortality. It is 
recommended that “older adults over 65 years should be assessed for sarcopenia an-
nually or after the occurrence of major health events.” The updated recommendations 
from EWGSOP2 (European Working Group on Sarcopenia in Older People 2018) aim 
to raise “awareness of sarcopenia and its associated risks.” In this regard, it is advised 
that family physicians treating patients at risk for sarcopenia take measures to promote 
early diagnosis and therapeutic intervention [20]. The benefits of regular physical ac-
tivity programs are numerous, impacting not only mental health but also weight, mus-
cle mass, blood pressure, lipid profile, and glycemic control. Treatment primarily re-
volves around resistance training and nutritional supplementation, often incorporating 
amino acids [21]. Essential components of management include reducing bed rest time 
and promoting early mobilization. Currently, selective androgen receptor modulators 
(SERMs) and myostatin inhibitors are undergoing trials as potential treatment options. 
 
5. Sensory deficits  

Aging is linked to the onset of sensory impairments, particularly presbycusis (age-re-
lated hearing loss) and visual impairment. Among individuals aged 65 and above, 43% 
reported experiencing difficulty hearing[22]. The pathophysiology of presbycusis is 
multifaceted, involving both central and peripheral factors. Age-related changes in the 
visual system encompass reductions in visual acuity, dark adaptation, contrast sensi-
tivity, and visual processing speed [23]. These changes occur independently of overt 
pathologies such as glaucoma, macular degeneration, or cataracts.  
In addition to the direct functional limitations stemming from these sensory changes, 
there is a intricate relationship between sensory impairments, cognitive decline, and 
mental health. Disruptions in one of these domains can exacerbate challenges in the 
others[24]. For instance, presbycusis is associated with a 30%–40% increase in the rate 
of cognitive decline (although the direction of causality is not firmly established), and 
cognitive impairment may contribute to difficulties in distinguishing speech from 
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background noise. Screening for sensory impairments and the implementation of suit-
able adaptive equipment play pivotal roles in enhancing functional outcomes among 
the geriatric population. 
 
6. Cognitive decline and dementia  

The prevalence of dementia and mild cognitive impairment tends to rise with age. Mild 
dementia is frequently underdiagnosed, particularly without specific screening. In a 
busy office setting, the Mini-Cog, involving a 3-item recall and the Clock Draw Test, 
proves to be a useful tool for screening cognitive deficits in older adults with memory 
complaints. If the Mini-Cog yields abnormal results, additional cognitive screening can 
be carried out. Other validated instruments for cognitive screening include the Mini 
Mental Status Examination, Saint Louis University Mental Status Examination, and the 
Montreal Cognitive Assessment. Aging stands out as the most significant risk factor 
for cognitive decline and Alzheimer's disease (AD)[25]. Notably, individuals often   
experience accelerated cognitive decline following episodes of hospital delirium[26]. 
Delirium is characterized by an acute disturbance of consciousness, coupled with 
changes in cognition, in the presence of a medical cause that could explain these alter-
ations[7,27]. Various factors can trigger delirium, including surgery, sedative medica-
tions, disruptions to sleep-wake cycles, infections, constipation, urinary retention,      
invasive lines, or pain. In addition to addressing reversible factors, implementing pro-
tocols for early mobilization in the ICU with the gradual reduction of sedation has 
demonstrated effectiveness in reducing hospital delirium days. However, mobilizing 
critically ill patients faces various institutional and practical barriers, along with real 
and perceived safety concerns. To address these challenges, the use of formal safety 
guidelines for mobilization can contribute to maintaining consistency and garnering 
support from the diverse members of the patient's care team. The presence of limited 
staffing for physical therapists in the ICU can further hinder mobilization efforts at 
certain institutions, underscoring the importance of clinicians advocating for appropri-
ate resources. Cognitive therapy includes a combination of four general strategies: (1) 
external memory devices, (2) metacognitive strategies, (3) attention training, and (4) 
lifestyle modification to accommodate the impairments[28]. Dietary interventions play 
a crucial role in enhancing cognition and promoting healthy aging[29]. Their benefits 
are more pronounced when implemented earlier in life and sustained over a longer 
duration. 
 

7. Fall risk 
Annually, a minimum of one-third of individuals aged 65 and above who reside in the 
community experience a fall [20,30]. Falls among the elderly are associated with signif-
icant morbidity and mortality, leading to various complications such as brain injury, 
spinal cord injury, hip fractures, and other orthopedic trauma.  
During the integrated preventive consultation of the elderly, the family doctor also as-
sesses the risk of falling. . Fall risk assessment in primary care content risk stratification 
algorithm with 12 questions, clinical assessment, assessment of the risks linked to 
polypharmacy and assessment of the risks of falling at home (Tabel 1) [31,32]. 
Table 1. Fall risk assesment in primary care 
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Assessment 
stages 

Scoring Level of 

risk of  

falling 
risk      
stratification 
algorithm 
(3±9  
questions) 

 < 4 (positive answer to 3 questions) 
 No severe fall in the last 12 months 

low risk of 

falling 
 ≥ 4 (positive 

answer to 4 
or more 
questions) 

 No severe 
fall in the 
last 12 
months  

will test strength, 
balance, and gait, us-
ing the following fall 
assessment tools: 

 

All tests negative  low risk of 

falling 

One test positive intermedi-

ate risk of 

falling  
 Gait Speed Test 

(4-metre) 
 

Gait speed of 
longer than 5 sec-
onds  

 Timed Up-and-
Go 

 

A score of ≥14 
seconds  

 30-Second Chair 
Stand 

 

below average 
scores regarding 
age and gen 

 Test 4-Stage Bal-
ance Test 

can not hold a 
position for 10 
seconds 

One severe fall in the last 12 months (any of the following) 
1. Fall with injuries (bone fracture or severe enough to 

consult with a physician) 
2. Lying on the floor/unable to get up 
3. Loss of consciousness/suspected syncope 

high risk 

of falling 

Two falls in last 12 months high risk 

of falling 
clinical  
assessment  

-check the following symptoms: dizziness, rapid, irregular heartbeat or 
pounding in the chest, dyspnea, chest pain 
-measure blood pressure, do an electrocardiogram 
-vision, hearing assessment 
-clinical examination of feet 
-identification and correction of nutritional deficiencies ( Vitamin D, cal-
cium) 
-assessment of depression and anxiety 
-assessment of osteoporosis (clinical FRAX/FRAX tool) 
-cognitive assessment 

assessment 
of the risks 
linked to 
polyphar-
macy 

-institutionalized people 
-identifying patients who use high-alert drugs because of falls risk 
-identifying patients taking 10 or more drugs 
-identifying patients with two or more comorbidities 
-identifying frailty of patient 
-identifying patients with cognitive deficits 

assessment 
of the risks 
of falling at 
home 

-caution towards carpets, electrical cords, stairs, slippery floors 
-use of night lights that turn on in the dark 
-identifying the support points in each room 
-the installation of grab bars and adapted sanitary objects 
-avoiding leaving objects on the floor or stairs 
-putting a bell on any pet's collar 
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The triage questionnaire initially includes 3 questions. If all registration answers are 
Yes to these questions, the evaluation continues with the other ques-
tions[32,34,35](Tabel 2). If one of the four tests evaluating strength, balance, and gait, 
using the following fall assessment tools, will be positive, it is estimated that the risk 
of falling is intermediate [31,32,34]. If in the last year he had at least one severe fall 
(Tabel1), or two light falls, the risk of falling is considered to be high[32,34]. 
Table 2. Risk stratification algorithm (3±9 questions) in primary care [32-35]  
 

 Questions Scoring 

Yes No 

1 Have you fallen in past year? 2 0 

2 Are you worried about falling? 1 0 

3 Do you feel unsteady when standing or walking? 1 0 

4 I use or have been advised to use a cane or walker 2 0 

5 I make sure when walking by leaning on surrounding objects 

(wall/furniture) 

1 0 

6 I need to push with my hands to stand up from a chair 1 0 

7 I have some trouble stepping up onto a curb 1 0 

8 I often have to rush to the toilet 1 0 

9 I have lost some feeling in my feet 1 0 

10 I take medicine that sometime makes me feel light-headed or 

more tired than usual 

1 0 

11 I take medicine to help me sleep or improve my mood 1 0 

12 I often feel sad or depressed 1 0 

 
The prevention of falls holds substantial value for individuals, the healthcare system, 
and society at large. Risk factors for falls are typically classified into two categories: 
intrinsic factors, which are related to the individual, and extrinsic factors, which are 
related to the environment. Intrinsic factors encompass advanced age, chronic diseases, 
muscle weakness, balance control issues, gait disorders, altered mental status, and the 
effects of medications.  
Environmental factors are identified as the primary cause of approximately half of all 
falls[28]. Examples include uneven or slippery surfaces, loose rugs, inadequate lighting, 
and obstacles[36]. These environmental factors can be exacerbated by behavioral ele-
ments such as inattention or hurrying, discomfort during a task, or moving beyond 
one's limits of stability. 
Assessing and modifying the home environment can decrease the risk of falls in the 
elderly. Occupational therapists, in particular, play a significant role in recommending 
modifications like removing loose rugs, installing nightlights, and adding bathroom 
grab bars, proving more effective in fall prevention[37]. Exercise, enhancing strength, 
balance, and reducing fear of falling, has a substantial impact on fall. A significant im-
provement in physical activity was observed following programs designed for the el-
derly in specialized centers and after participation in therapeutic education pro-
grams[38,39].Exercise programs targeting balance, functional training, and multicom-
ponent approaches are particularly effective, with tai chi showing promise[40]. 
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Weighted stair-climbing exercise and pilot programs combining various interventions 
have also demonstrated positive outcomes [41].  
Also, chronic pain and cognitive impairment correlate with a higher risk of falls, and 
their interrelation has been established [42]. Sensory deficits (vision, hearing), along 
with cognitive disorders of various degrees up to dementia, depression, and behavioral 
and personality disorders, can contribute to the occurrence of falls [43]. The risk of fall-
ing may also be exacerbated by the administration of various medications, such as an-
tihypertensives (vasodilators, diuretics) that can induce orthostatic hypotension, anti-
diabetics that carry a risk of hypoglycemia, anticholinergics that can cause confusion 
up to delirium, antidepressants, antipsychotics, or benzodiazepines that may lead to 
reduced vigilance and/or extrapyramidal syndromes [43,44].  
A multifactorial assessment of fall risk is very important in medical practice and in-
cludes evaluating gait and balance, medication assessment (Beers Criteria), cognitive 
evaluation (MMSE - Mini Mental State Examination), fear of falling, cardiovascular as-
sessment, vestibular disorders, sensory evaluation (hearing, vision), depression assess-
ment, nutritional evaluation, and, last but not least, assessment of fracture risk (FRAX 
test)[32,44,45]. There is  a gap in clinical practice for the prescription of rehabilitation 
programs in patients with osteoporosis [46].  
All these aspects are components of the clinical evaluation performed by the family 
physician during integrated preventive consultations [32,45,47].  
Interventions can be preventive, focused on minimizing risk factors or therapeutic 
[32,47,48]. Medical rehabilitation procedures should be recommended as early as pos-
sible [32,48]. A healthy diet, physical therapy, physiotherapy, balneotherapy, and psy-
chotherapy are some of the recommendations that can contribute to the concept of 
healthy aging [32,49]. Cognitive training, addressing the link between attention and 
falls, has been incorporated into therapy programs for the elderly, leading to improved 
outcomes compared to programs focusing solely on strength and balance [44,45,47]. 
 
8. Hip fractures 

One of the primary concerns leading to functional decline, nursing home admission, or 
even mortality is a femur fracture resulting from a fall. Hip fractures in the elderly often 
stem from low-trauma incidents, such as simple falls, compromised balance, and oste-
oporosis [32]. Managing femur fractures is a complex, multi-professional, and interdis-
ciplinary process, with various papers and guidelines available for reference [49]. As 
the aging population grows, hip fractures become an increasingly prevalent issue. The 
risk of falls and subsequent low-trauma fractures rises with age, occurring both indoors 
and outdoors throughout the year. Frail individuals face a higher risk of indoor falls 
due to potential "traps"[50]. The functional independence of patients with peripros-
thetic fractures is significantly impaired and correlates with frailty status and advanced 
age [51]. 
The beneficial role of physical exercise included in rehabilitation programs for patients 
with osteoporosis or vitamine D deficite is well known [52-55]. To enhance outcomes 
after fixing a fractured bone, a physiatrist should assess pre-traumatic mobility and 
activity levels. Utilizing tools like the Parker mobility score provides valuable insights 
into walking habits and outdoor activity levels, offering predictive information about 
the overall outcome [56]. Commencing rehabilitation involves early discussions about 
discharging patients back home, with active involvement of patients and their primary 
care physician from the outset [32,42]. A thorough examination of the home environ-
ment is crucial for identifying potential risks for future falls [32]. Modifying elements 
in the bathroom, toilet, and bedroom can enhance safety at home. Occupational thera-
pists and physiotherapists demonstrate the use of walking aids and provide assistance 
for daily living [45,47]. Additionally, considerations for social support, including home 
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help, nursing assistance, and meal services, should be initiated early on to       en-
courage compliance [45,47]. Rhythmic gymnastics programs adapted for the elderly 
are recommended to improve flexibility in the hips, knees, and shoulders [58].  

 
9. Stroke recovery 

Stroke stands as a prominent cause of disability in the elderly, with 17% of all stroke 
patients being over the age of 85 (American Heart Association, 2018). Within this age 
bracket, stroke patients experience lengthier hospitalizations and a higher likelihood 
of institutionalization[49].  
The elderly stroke population faces distinctive challenges, including multiple medical 
comorbidities and cognitive impairment, contributing to poorer functional out-
comes[50]. 
The initial consequences of a stroke in the acute phase are widely acknowledged. How-
ever, for numerous stroke survivors and their families, the acute stroke marks the com-
mencement of an enduring battle with physical impairment and subsequent disabil-
ity[57]. Over time, the immediate clinical repercussions of the stroke are further com-
plicated by various medical, musculoskeletal, and psychosocial challenges. The pri-
mary healthcare physician holds a crucial role in optimizing chronic disease control 
and addressing and minimizing any complications that may arise. 
A history of prior stroke is an important risk factor for subsequent stroke development. 
Individuals who have experienced a stroke are four times more likely to have another 
stroke compared to matched controls [58]. Implementing secondary preventative 
measures, such as antithrombotic therapy, treating hypertension, managing diabetes 
mellitus, lowering elevated low-density lipoprotein (LDL) cholesterol and triglyceride 
levels, anticoagulation for atrial fibrillation (AF), and smoking cessation, can effectively 
reduce the recurrence rates[57-59]. 
Early rehabilitation within the first 20 days post-stroke is associated with improved 
functional outcomes, as supported by studies such as AVERT in Australia[59]. A team-
based, multidisciplinary rehabilitation approach is generally preferred over an individ-
ual consultative approach. Prospective studies have compared inpatient rehabilitation 
settings (IRF) to skilled nursing facilities (SNFs), showing self-care score improvements 
at discharge, with more substantial gains in function for IRF patients after 6 months[60]. 
A study conducted by Usuda showed that the functional independence of patients with 
stroke after stroke rehabilitation in cerebrovascular diseases was correlated with the 
duration of hospitalization, age, and disability severity, but not with dementia or a past 
history of cerebrovascular diseases [59]. 
Comprehensive rehabilitation guidelines by the American Heart Association/Ameri-
can Stroke Association cover all care levels, including nursing needs and prevention of 
complications. Domains of rehabilitation include aphasia, cognitive rehabilitation, falls 
prevention, gait training, hemineglect, apraxia, orthotics, and various global strategies 
like task-oriented and repetitive therapy. Specific strategies for upper extremity in-
clude constraint-induced movement therapy, while bodyweight-supported treadmill 
training is explored for the lower extremity. 
The guidelines also discuss the evidence behind specific interventions such as 
Transcutaneous Electrical Nerve Stimulation (TENS), music gait therapy, robotic-as-
sisted therapy, biofeedback, water-based therapy, and acupuncture. Pharmacologic in-
terventions like fluoxetine have shown mixed results in motor recovery, with ongoing 
studies exploring CCR5 receptor antagonism and transcranial magnetic stimulation 
(TMS) in chronic stroke patients [58]. Emerging neuromodulation techniques, includ-
ing intracallosal inhibition and paired associative techniques, offer promising avenues, 
but the optimal timing, dosage, and combination of therapies for sustained benefits 
remain uncertain [58,59]. 
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In summary, stroke survivors often experience diverse medical, musculoskeletal, and 
psychosocial complications in the months to years following the initial event[64,65]. 
These complications can compound the original disability caused by the stroke. Pri-
mary care physicians, given their advantageous position, are frequently tasked with 
addressing these complications[59]. Given the prevalence of stroke, primary care phy-
sicians can enhance care by comprehending the potential complications that may 
emerge in the aftermath of a cerebrovascular event. 
 
10. Cardiac rehabilitation  

The consequences of coronary artery disease (CAD) may significantly limit functional 
independence of elderly patients. While cardiac rehabilitation (CR) exercise programs 
have been shown to improve health outcomes such as exercise capacity, the specific 
impact on elderly patients with coronary artery disease remains a critical consideration. 
A study was conducted that aimed to evaluate the effects of a 20-session CR program 
on the physical fitness and functional independence of elderly individuals with CAD 
[56].  
The results demonstrated that participation in the CR program was effective in enhanc-
ing objective measures of physical fitness. The inclusion of both aerobic and resistance 
training components contributed to improvements in cardiovascular endurance, upper 
and lower body strength, and balance-coordination. These findings are consistent with 
previous studies emphasizing the value of combined aerobic and resistance training 
for older patients in CR [56-58].  
Furthermore, the study highlighted the significance of maintaining muscular strength 
and endurance for elderly individuals, essential components for preserving independ-
ence in activities of daily living[59]. The observed improvements in the Cardiac Sur-
gery-Prom instrument scores underscored the positive impact of the CR program on 
musculoskeletal fitness and overall physical independence, particularly notable for   
female patients[58,59]. However, the study noted a discrepancy between objective per-
formance-based measures of physical fitness and self-reported assessments[57]. This 
disparity may be attributed to factors such as patient perception, habitual routines, and 
the limitations of self-report instruments in capturing subtle but clinically relevant 
changes in functional status. Recovery programs that involve physical activity in water 
play an important role in the rehabilitation of patients with cardiovascular diseases: 
arterial hypertension, heart failure [58]. In a cross-sectional study conducted by-
Iovanovici et al., patient age, weight, and heart failure-related comorbidities were iden-
tified as key predictors of physical health [59]. 
To summarize, the study suggests that CR exercise programs incorporating aerobic and 
resistance training components can effectively enhance physical fitness and functional 
independence in elderly patients with CAD and other comorbidities. The comprehen-
sive approach targeting cardiovascular health, muscle strength, and balance-coordina-
tion contributes to improved outcomes and underscores the importance of tailored in-
terventions for this population group. Also, through counseling and active monitoring, 
the family physician can enhance adherence to chronic treatment in cardiovascular dis-
eases, independence in activities of daily living, and physical capacity of people with 
cardiovascular diseases. A study led by Neamtu AC shows that using tools to assess 
adherence to rehabilitation programs brings benefits to both physical and mental 
health, even improving adherence to treatment for patients with cardiovascular condi-
tions (such as hypertension). On the other hand, pharmacological treatment helps en-
sure good results during regular physical exercise [59]. The limited number of cardio-
vascular rehabilitation centers and the uneven coverage of these services by health in-
surance restricts public access to them, especially in rural areas.  
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11. Conclusions  

Rehabilitating elderly patients poses unique challenges, given the confluence of age-
related changes, comorbidities, and psychosocial factors. Compared to younger indi-
viduals, elderly patients often necessitate lower medication doses, extended rehabilita-
tion periods, and heightened attention to cognitive and physical impairments. 
Healthcare providers involved in their care should be well-versed in the distinctive 
needs of this population and should adhere to the fundamental principles of geriatric 
medicine. An integrated approach to elderly patients is crucial and necessitates a mul-
tidisciplinary team, including specialists from Family Medicine, Geriatrics, Balneocli-
matology, and Physical and Rehabilitation Medicine, with each discipline clearly de-
fined in its responsibilities. 
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