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ARTICLE INFO ABSTRACT

Keywords: Background: Physical activity (PA) and good nutrition are key to maintaining independence and reversing frailty
Older people among older adults.

Rehabilitation Objective: To evaluate the feasibility and acceptability of training volunteers to deliver a remote multimodal
Deconditioning . . 1d 1 ith frail fter hospital disch

Exercise intervention to older people with frailty after hospital discharge.

Nutrition Design: Quasi-experimental mixed-methods feasibility study.

Setting, and Participants: Twenty-seven older adults (mean age 80 years, 15 female) with frailty (Clinical Frailty
Status >5) were enrolled from a National Health Service South England hospital, UK.

Intervention: Volunteers were trained to deliver a 3-month intervention, comprising exercise, behaviour change,
and nutrition guidance in a group, or one-to-one, using telephone or online platforms.

Measurements: Feasibility was assessed by determining the number of volunteers recruited, trained, and retained;
participant recruitment; and intervention adherence. Interviews were conducted with 16 older adults, 1 carer,
and 5 volunteers to explore intervention acceptability, and were analysed using reflexive thematic analysis.
Secondary health outcomes, such as physical activity and appetite, were compared at baseline, post-intervention,

and follow-up (3-months).

Results: The intervention was safe and acceptable to volunteers, and older adults with frailty. Five volunteers
(mean age 16 years, 3 female) completed training, and 60 % (n = 3) were retained. Seventeen participants
completed the intervention (8 online; 9 telephone). Participants attended 75 % (IQR 38-92) online sessions, and
80 % (IQR 68.5-94.5) telephone support. Volunteers provided emotional support to older people with frailty and
encouraged health behaviour change. Older people learnt from each other’s shared experiences in the online
group, and telephone calls provided them with reassurance and monitoring. Key components to success were
volunteers received comprehensive training and support from a health practitioner, while key barriers were that

participants lacked social support and experienced exercise discomfort.

Conclusion: With appropriate training and support, volunteers can safely deliver a remote multimodal inter-

vention for older adults with frailty following discharge from hospital.

* Corresponding author at: Faculty of Medicine, University of Southampton, University Hospital Southampton NHS Trust, Tremona Road, Southampton SO16 6YD,

UK.
E-mail address: s.j.meredith@soton.ac.uk (S. Meredith).

https://doi.org/10.1016/j.tjfa.2025.100092
Received 4 December 2024; Received in revised form 22 May 2025; Accepted 4 September 2025
Available online 3 October 2025

2260-1341/© 2025 The Author(s). Published by Elsevier Masson SAS on behalf of SERDI Publisher. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).



https://orcid.org/0000-0003-4925-002X
https://orcid.org/0000-0003-4925-002X
mailto:s.j.meredith@soton.ac.uk
www.sciencedirect.com/science/journal/22601341
https://www.elsevier.com/locate/tjfa
https://doi.org/10.1016/j.tjfa.2025.100092
https://doi.org/10.1016/j.tjfa.2025.100092
http://crossmark.crossref.org/dialog/?doi=10.1016/j.tjfa.2025.100092&domain=pdf
http://creativecommons.org/licenses/by/4.0/

S. Meredith et al.

1. Introduction

Approximately 47 % of older people in hospital aged over 65 are
affected by frailty [1]. Frailty is characterised by a cumulative decline in
biological reserves leading to impaired homoeostatic recovery following
stressor events [2]. It is associated with increased risk of
post-hospitalisation, disability, and mortality [3-5]. Moreover, the
prevalence of deconditioning during hospital admission impacts signif-
icantly on the ability for older adults to maintain independence [6]. Key
interventions for frailty management and to address deconditioning
post-hospitalisation include exercise, and nutrition support, under-
pinned by behaviour change strategies [7-9]. However, in practice,
access to models of care, such as multidisciplinary reablement services
to support older people on discharge, is restricted by the health system’s
capacity to deliver these services. Community reablement is also highly
variable across regions [10] and is unlikely to integrate optimum exer-
cise and nutrition support to target older peoples’ individual needs [11,
12], and at a critical time to prevent further deconditioning on discharge
into the community. Therefore, development and implementation of
exercise and nutrition interventions following acute care is a vital
consideration in practice. The effectiveness of these interventions may
be influenced by mode of delivery such as remote support options
[13-15], and multidisciplinary approaches, particularly those involving
volunteer-led initiatives [16-19]. Functional decline due to frailty, and
associated challenges in navigating both physical (e.g., traffic) and so-
cial environments (e.g., social networks) can create barriers to health-
care access for older adults [20]. Remote exercise and nutrition support
options may help to overcome these barriers, increase accessibility to
rehabilitation, improve inclusivity and reduce social isolation. Since the
coronavirus pandemic, remote provision of healthcare, including frailty
management, has become increasingly prevalent [15,21]. Rehabilita-
tion at home is a safe and simple way to improve disability in older
people with moderate, but not severe, frailty [22]. A review of
telehealth-delivered exercise interventions indicated moderate im-
provements in older adults’ mobility and strength, and small improve-
ments in balance [15].

Building capacity and capability to motivate and support older
adults’ exercise training and nutritional care, requires a multi-agency
approach, including contributions from the volunteer sector (i.e.,
diverse members of the community working for an organisation without
getting paid) [22]. Volunteering offers improved psychosocial health for
patients and carers, enhances staff capacity within organisations and
provides skill development for the volunteers themselves [23,24]. This
has led to calls for a strategic integration of volunteering within NHS
trusts and wider community healthcare systems, positioning volunteers
as an integral part of health-care [25]. NHS volunteer guidance advo-
cates developing inclusive approaches to attract volunteers from diverse
backgrounds, enabling NHS trusts to better connect with the commu-
nities they serve [25]. For example, research shows the value and
acceptability of volunteers from a range of backgrounds, including
younger and older volunteers with no clinical experiences to support
exercise participation for older people in hospital and community set-
tings, as long as they received support from a central volunteer trainer
[26,27].

Emerging evidence highlights the value of volunteer-led physical
activity (PA) and nutrition interventions to support older adults’ health
after hospital discharge [16,19,26]. A randomised controlled trial found
that nutrition-related discussions and strength exercises with older
adults performed by trained volunteers, resulted in a 25 % reduction in
prevalence of impaired nutritional status, and improvement in frailty
[17]. While volunteer-led approaches are not a replacement for
professional-led interventions, they are an important adjunct to
healthcare. In previous research hospital staff acknowledged challenges
with limited staffing and time to promote increased mobility of older
people on hospital wards and valued volunteers to support them in that
role, in which mobility volunteers were viewed as part of the healthcare
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team [26]. However, few interventions have explored the feasibility of
volunteer-led PA and nutrition interventions delivered remotely (i.e.,
using online, or telephone-based methods). More insight is needed to
explore the acceptability and feasibility of remote volunteer-led multi-
modal interventions, including development of volunteer support,
training and recruitment, and detailed exploration of implementation
barriers and facilitators [28]. Furthermore, behavioural change ele-
ments have not been considered in previous volunteer-led interventions
delivered to older people living with frailty.

A systematic review recommended that home-based health in-
terventions for older people living with frailty need to be underpinned
by behaviour change components and highlighted the importance of
several behaviour change strategies to improve physical function,
including social support, education, and environmental modifications
[9]. Hence, a further gap this study addresses is inclusion of volunteer
behavioural change training to underpin exercise and nutrition com-
ponents with behaviour change support. To increase participants’ con-
fidence and autonomy to engage with PA and nutrition, volunteers
delivered the intervention using ‘healthy conversation skills’ developed
by the NHS initiative of ‘making every contact count’ (MECC) [29]. The
MECC approach advocates person-centred conversations and has foun-
dations in self-determination theory, in which health behaviour change,
such as improved exercise participation and adherence, are increased
and sustained through providing an environment that fosters autonomy
(e.g., health behaviours align with personal values), competence (e.g.,
confidence and skills to engage in health behaviours), and relatedness
(e.g., perceptions of personal connection with others) [30,31].

This study aimed to explore the feasibility and acceptability of
training volunteers to deliver a remote multimodal intervention,
including exercise, behaviour change and nutrition guidance, for older
people living with frailty after hospital discharge.

Objectives of this study were to:

1. Develop a training programme for volunteers to support intervention
delivery.

2. Assess the feasibility of recruiting, training, and retaining volunteers.

3. Assess the feasibility of recruiting and retaining older adults with
frailty to the study.

4. Determine the acceptability of the intervention and explore barriers
and facilitators to implementation.

2. Methods
2.1. Study design

This quasi-experimental mixed-methods feasibility study was con-
ducted at a South England NHS hospital, registered on ClinicalTrials.
gov: NCT05384730 (17/05/2022). A feasibility study was chosen to
determine whether the remote volunteer-led multimodal intervention
was appropriate for further evaluation with a RCT, and to assess whether
findings could be shaped to be relevant and sustainable.

2.2. Ethics

Ethical approval was received from Health Research Authority
(HRA) Wales REC 7 on 30 May 2022 (22/WA/0155). Ethical issues
relating to the use of volunteers in delivery of a health intervention to
older people with frailty, such as safety and fidelity of intervention
components, were addressed through:

1) Volunteer eligibility criteria, including completion of NHS volunteer
basic health and safety training and criminal record checks.

2) The development and delivery of a comprehensive volunteer training
programme, including competency checks.

3) Leadership and ongoing support from a health practitioner.
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4) Establishment of clear volunteer roles, i.e., encouraging and sup-
porting, not prescribing, or changing the intervention.

5) Development and implementation of risk assessments and correct
processes to escalate safety concerns.

2.3. Volunteer recruitment and training

Volunteers were recruited by hospital voluntary services. Inclusion
criteria required volunteers to be >16 years, able to provide informed
consent and have completed basic clearance checks (e.g., criminal re-
cord checks and mandatory training). Individuals unable to safely
complete exercises or commit to intervention training and imple-
mentation were excluded.

Volunteer training and support, detailed in our protocol paper [32],
was conducted by the research team (SJM, LH) and comprised 3 com-
ponents; 1) seated resistance exercise, including theory and practice 2)
Nutrition Wheel training [33], and 3) behaviour change training, via
‘healthy conversation skills’ (HCS) through a self-directed online mod-
ule. Volunteers were trained to safely facilitate group and one-to-one
sessions, with action plans in place to escalate any adverse events to
the research team. Once the three training components were completed,
the trainer shadowed volunteers during the first month of intervention
delivery. Competency was observed and assessed against a framework
developed by the research team, which included exercise, nutrition, and
behaviour change components (see supplement). Volunteers were
encouraged to deliver the intervention independently with continued
support (including regular supervision meetings) once their compe-
tencies were signed off by the trainer. Additional one-to-one training
sessions, emotional and confidence support (e.g., weekly check-ins with
the trainer) were available, if necessary, based on fidelity checks and
volunteer feedback. Volunteers kept an attendance record during the
intervention. The training package was developed and refined through
previous research [13,19,26].

2.4. Participant recruitment

Older adults on acute medical wards were informed about the study
by clinical staff, and if interested, informed consent was obtained by the
research team. Inclusion criteria were older adults >65 years, able to
provide written consent, medically optimised for discharge, with a
clinical frailty scale >5. Exclusions were inability to safely complete the
exercises (per clinician advice), planned discharge to rehabilitation
units or care homes, and those receiving end of life care.

2.5. Intervention

Trained volunteers delivered a 3-month exercise, nutrition, and
behaviour change programme, either online (Zoom), or by telephone,
depending on participant preference. Online sessions included 1-8
participants and consisted of real-time group exercise training, followed
by group nutrition discussions. Telephone support consisted of one-to-
one nutrition support and an exercise review (participants completed
exercises in their own time). Volunteers were assigned to days and times
to fit their schedule and were encouraged to maintain consistency.
Participants receiving telephone support were called weekly, and par-
ticipants receiving the intervention online were offered support 3 times/
week. Participants chose how many online sessions to attend to improve
autonomy. Internet-enabled tablets were provided to address digital
inequality, and technical support including a home visit to help set up
Zoom, and troubleshooting leaflets were available as needed.

Exercises consisted of seated resistance band training for 20-30 min,
developed from previous volunteer-led projects [19]. Eight major mus-
cle groups were exercised, and participants were encouraged to progress
intensity through increasing repetitions and the resistant grade of the
exercise band. Participants were encouraged to complete the exercises
2-3 times per week consistent with physical activity recommendations
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for older adults [34]. The Nutrition Wheel was used to identify risk of
undernutrition [33], and guided participants to appropriate nutritional
advice as needed. The Nutrition Wheel is an interactive tool developed
from the Patients Association Nutrition Checklist and used to engage
individuals in conversation about unintentional weight loss and
malnutrition. Based on participants’ answers, volunteers provided
suitable nutritional information including educational booklets, recipe
ideas, national helplines or, if necessary, signposted participants to their
general practitioner (GP)/practice nurse. Consistent with the Nutrition
Wheel questions, volunteers also engaged participants in weekly
person-centred nutrition topics, such as snacking and fortifying food
with additional energy, protein and other nutrients, food shopping, and
cooking. Exercise and nutrition discussions were underpinned by HCS,
to support positive behaviour change through participant-centred con-
versations [35]. For a detailed intervention description please refer to
our protocol paper [32].

2.6. Data collection

2.6.1. Primary outcome measures

Feasibility of implementing the intervention was determined by 1)
the number of volunteers recruited, trained, and retained, 2) participant
recruitment, retention, and adherence to the intervention, and 3)
recorded adverse events. Adherence to the intervention was assessed
objectively by the proportion of sessions participants attended, which
was recorded by volunteers using session registers.

Acceptability was explored via semi-structured interviews with older
adults, carers, and volunteers conducted by SJM and LH in-person or
over the telephone. Interviews were audio-recorded and guided by
Normalisation Process Theory (NPT) to explore social implementation
processes, barriers and facilitators [36].

2.6.2. Secondary outcome measures
Secondary outcome measures included:

1) Self-reported PA measured using the physical activity scale for the
elderly (PASE) [37].

2) Device-based PA assessed using wrist-worn accelerometers
(GENEActiv, Activinsights, Kimbolton, Cambridge, UK) were used to
examine total PA (TPA), light PA (LPA), and moderate-vigorous PA
(MVPA) [38]. GENEActiv accelerometers measured triaxial move-
ment acceleration in gravity (g) units (1 g = 9.81 m/s2) at a fre-
quency of 100 Hz continuously over a period of 7 days.

3) Activities of daily living measured using the modified Barthel Index
[39].

4) Appetite measured using the Simplified Nutritional Appetite Ques-
tionnaire (SNAQ) [40].

5) Well-being assessed using the Warwick-Edinburgh Well-Being Scale
(WEMWRBS) [41].

6) Anxiety and depression symptoms measured using the Hospital
Anxiety and Depression Scale (HADS) [42].

7) Quality of life (QOL) measured using the EuroQol-5 Dimensions-5
Levels (EQ-5D-5 L) questionnaire [43].

8) Self-efficacy in managing chronic disease measured using the 6-item
Lorig scale [44].

A description of each outcome measure is detailed in our protocol
paper [32]. Secondary outcomes were assessed at baseline (0-7 weeks
post-discharge), post-intervention, and 3-months follow-up.

2.7. Analysis

Statistical analysis was conducted using the statistical software SPSS
(V.29). Feasibility measures were analysed using descriptive statistics,
including median (interquartile range [IQR]); mean (standard deviation
[SD]); and number (%). Secondary outcome measures were assessed for
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normality and described using parametric or non-parametric statistics
accordingly. Baseline outcomes were compared with measurement post-
intervention and at 3-month follow-up using repeated measures analysis
of variance (ANOVA) for normally distributed data, and Friedmans tests
for non-normally distributed data. Statistical significance was consid-
ered when p < 0.05, and adjusted p-values were applied for pairwise
comparisons. A basic cost-analysis of the training programme was
performed.

2.8. Accelerometer data processing

GENEACctiv data were processed in R (R Core Team, Vienna, Austria)
using the open-source GGIR software package (http://cran.r-project.or
2). Previously validated acceleration threshold values (in older adults)
were used to quantify the time (minutes.day ') spent on average in each
intensity category: TPA, LPA, MVPA, and sedentary time (sedentary to
LPA = 255 g min~'; LPA to MVPA 588 g min~, for 60 s epochs) [38].
Accelerometer non-wear time was identified using the standard devia-
tion and the value range of each accelerometer axis [45]. Days where
accelerometer wear-time was <16 h and, or participants with <4 days
wear-time were excluded from analyses.

2.9. Analysis of intervention acceptability

Interviews were transcribed verbatim and analysed using reflexive
thematic analysis (RTA) [46]. RTA offered a nuanced, detailed under-
standing of the implementation barriers and facilitators, capturing older
adults’ complex meanings assigned to their health and recovery after a
hospital stay, and the multicomponent intervention supported by vol-
unteers. RTA was performed by SJM, who is a white British female
researcher with a background working as an exercise instructor. Initially
SJM aimed to analyse the data deductively using concepts and cate-
gories generated by NPT [36]. However, the familiarisation process
revealed complex meanings and narratives beyond purely using NPT in a
deductive way. Therefore, to situate the analysis close to participants’
lived experiences SJM inductively coded the data, capturing both se-
mantic and latent meanings behind the data, and then used NPT to
facilitate understanding of these meanings within an implementation
framework. From a relativist (i.e., knowledge is relative to differences in
perception) and constructivist (i.e., knowledge is constructed and sub-
jective) position SJM coded and grouped the data into themes working
in an iterative way through the six phases of RTA, described in detail
elsewhere [46]. NVivo software (V.12) was used to organise the data
during RTA.

3. Results
3.1. Feasibility of delivering the volunteer training programme

Five volunteers were recruited and 3 were retained (60 %) at the end
of the study (Table 1). Most volunteers did not have previous volun-
teering experience (60 %), and no experience delivering exercise (80 %),
or nutrition support (100 %). Volunteers participated for 16-38 weeks
(mean 26.20 £ 7.60). Two participants withdrew from volunteering due
to college commitments.

Each volunteer completed a median of 5.5 h (IQR 4.75-7.0) of
training. The cost of training a volunteer was estimated to be £160.12.
The trainer (SJM) shadowed each volunteer for 1-2 sessions before their
competencies were signed off. Once volunteers completed their com-
petencies, they were encouraged to lead the support sessions from the
hospital office where a member of the research team was on-hand if
required.

3.2. Feasibility of delivering the frail2fit intervention

Participant characteristics are presented in Table 1. Twenty-seven
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Table 1
Characteristics of volunteers and participants signed up to the Frail2Fit
intervention.

Characteristics Participants (n = 26) Volunteers (n = 5)

80.3 + 7.0
67-94 (range)

16.40 + 0.49
16-17 (range)

Age” (years)

Gender
Male 11 (42.3%) 2 (40%)
Female 15 (57.7%) 3 (60%)
Ethnicity
White British 25 (96%) 2 (40%)
White South African 1 (4%) 0 (0%)
Asian British 0 (0%) 1 (20%)
Chinese 0 (0%) 1 (20%)
Polish 0 (0%) 1 (20%)
Marital Status
Divorced 7 (26.9%) 0 (0%)
Married 11 (42.3%) 0 (0%)
Widowed 7 (26.9%) 0 (0%)
Single 1 (3.8%) 5 (100%)
Care
No Care 11 (42.3%)
Formal Provision 13 (50.0%)
Informal Provision 2 (7.7%)
Residence
Private home living alone 6 (23.1%)
Private home living with family 12 (46.2%)
Sheltered accommodation 8 (30.8%)

MMSE® 28 (24.8-29.0)
21-30 (range)
Charlson Comorbidity Index” 4 (4.0-5.3)
Clinical Frailty Scale® 6 (5-6)
5-7 (range)
No. of Medications” 9 (6.0-11.3)
0-14 (range)
0-5 5 (19.2%)
6-10 13 (50.0%)
>10 8 (30.8%)
Length of hospital stay (days)b 15 (8.8-22.5)

2-44 (range)
Smoking status

Never 11 (42.3%)
Ex 13 (50.0%)
Current 2 (7.7%)
Pack yearsb 4.0 (0.0-23.5)
0-55 (range)
Alcohol consumption® 0 (0-6.0)
0-14 (range)
BMI (kg-m?)° 25.5 (20.7-28.0)
Underweight (<18.5) 2 (8%)
Healthy weight (18.5-24.9) 11 (42%)
Overweight (25-29.9) 8 (31%)
Obese (30-39.9) 4 (15%)
Severe obesity (>39.9) 1 (4%)
Reason for hospital admission
Fall 11 (42%)
Infection 4 (15%)
Acute Kidney Injury 2 (7%)
MSK causes 2 (8%)
Metastatic liver lesion 1 (4%)
Hyponatraemia & delirium 1 (4%)
Abdominal pain 1 (4%)
Lymphoedema 1 (4%)
Aortic dissection 1 (4%)
Giant cell arteritis 1 (4%)
Peripheral oedema 1 (4%)

? mean + standard deviation.
b median and interquartile range; MMSE, mini-mental state examination; BMI,
body mass index.

participants signed up to the intervention, and 17 completed (Fig. 1).
Eight participants completed the intervention online, and 9 opted for
telephone support. Overall, volunteers delivered 45 online sessions and
90 telephone calls January—October 2023. Volunteers completed 2-14
online sessions each (median 11 [IQR 6.5-13.5]), and 10-36 support
calls (median 13 [IQR 10-28]).
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Off study: n =117
Ineligible: n = 67

Pre-screened: n = 257

e Already physically active: n = 25
e Already has structured exercise support e.g., community group,

!

or physiotherapy: n =12
e Not frail: n=10 N
e  Referred to rehabilitation services: n = 8

Approached after pre-
screening: n = 144

Unable to consent due to confusion / delirium / cognitive
impairment: n =3
End of life care/palliative care: n = 3

!

Bedbound / unable to sit unaided: n =2
Deceased at follow up: n =2
Sensory impairments e.g., blind, deaf: n =1

Completion of informed
consent: n =27 o

Did not start intervention: n =4
Deterioration in health and mobility and subsequent
need for specialised care: n =4

Cannot speak or understand English — no funding for
translation services: 7 = 1

!

Participant: n = 45
e Inconvenience of study, including questionnaire completion

and wearing an accelerometer: n = 10
Unable to contact on follow up: n =9
Not interested in seated exercise: n = 8

Believes they are too old for exercise: n =5
Preference for face-to-face support, and/or reluctant to access

Started intervention: Withdrawn: n =6
n=23 — e Unrelated fall and hip fracture: n = 1
e Lack of social support: n =2
l e Disease progression: n = |
e Hospital readmission: n = 2

Completed intervention: n =17

online or telephone support: n = 4
Feels too unwell / ongoing medical treatment: n = 4

e Settling at home is more of a priority e.g., set up of social care:
n=3
e  Fatigue and pain: n =2

Unknown: n =5

Fig. 1. Frail2Fit screening and recruitment flow diagram.

3.3. Adherence

Over the 3-month intervention participants in the online group
completed 4-15 sessions each (mean 10 + 3.07), and participants in the
telephone group received 6-9 calls (mean 7.11 + 1.10). Of the online
sessions offered, participants had a 19-92 % (median 75 % [IQR 38-92])
attendance rate, and of the telephone calls arranged, 67-100 % of the
calls were completed (median 80 % [IQR 68.5-94.5]).

3.4. Nutrition wheel

Eighteen participants completed the nutrition wheel and 9 (50 %)
were considered at risk of malnutrition. Of those at risk of malnutrition
all were offered resources in the post, and 5 accepted the nutritional
advice.

3.5. Secondary outcomes

Self-reported TPA (PASE), QOL (EuroQol Index), and appetite
improved significantly post-intervention with a sustained improvement
in TPA and appetite at 3-month follow-up (Table 2). There was a non-
significant improvement in functional ability (Barthel), self-efficacy,
QOL (VAS), and well-being post-intervention. There were no signifi-
cant differences in anxiety or depression over time (Table 2).

Multiple imputation was used to handle missing GENEActiv data (8
% of cases), in which 5 imputed datasets were aggregated into a final
pooled dataset for analysis. There was a non-significant improvement in
inactivity, LPA, MVPA, and TPA post-intervention (Table 2).

3.6. Adverse events

One adverse event was reported in which a participant had shoulder
pain after strength training. Volunteers escalated the adverse event to
the trainer (SJM), who contacted the participant to modify their exercise
program.

3.7. Acceptability of the frail2fit intervention

Sixteen older adults (aged 67-92 years; 10 female), one female carer,
and five volunteers (aged 16-17 years; 3 female) were interviewed.
Thirteen sub-themes have been organised under three higher order
themes influenced by NPT [36]: implementation contexts, mechanisms,
and outcomes (Fig. 2). Table 3 illustrates themes with data extracts
edited to remove superfluous material.

3.8. Contexts

3.8.1. Main theme: impacts of acute illness and hospitalisation on a frail
older body

Participants had reduced strength and function at hospital discharge,
resulting in diminished independence and need for formal and informal
care, which impacted confidence and wellbeing. Participants reported a
lack of PA on the wards, which had a significant impact on functioning.
Staff perceptions of older adults’ ability to mobilise safely in hospital
influenced dis/encouragement of patients’ independent activity. Staff
didn’t have the capacity to support patient’s mobility, subsequently it
was easier if patients stayed close to their beds, for example, staff
dissuaded independent toilet use. Isolation due to infection control
reasons and poor availability of walking aids were also reasons for
participant’s reduced activity in hospital.

3.8.2. Main theme: when you are frail it is safer and easier to stay at home

Physical restrictions and decreased confidence after acute illness
caused challenges for older adults to leave their homes. The remote
support provided was an appropriate format to reduce social isolation
and improve intervention inclusivity.

Subthemes:

1. Accessibility is challenging

Most participants felt unsafe mobilising out of their homes due to
physical restrictions, and reduced confidence. For example, alterations
in senses such as hearing and eyesight, prompted older adults to give up
driving. Participants illustrated a lack of confidence to mobilise out of
their homes due to poor pavement quality and traffic, and a fear of
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Table 2

Secondary outcome data.

The Journal of Frailty & Aging 14 (2025) 100092

Outcomes Baseline (n = 17) Post-intervention (n =  3-month follow-up (n=  Significance (P < F-Statistic Post-hoc pairwise comparisons
%
17) 17) 05%) x>-Statistic B-P B-F P-F
PASE Score” 32.8 +£35.2 50.8 + 31.1 46.2 + 39.8 p=.01% F(g, 32) = 5.26 p= p=.04* p=.44
.006*
Modified Barthel Index” 18.0 (14.0-20.0) 19.0 (17.5-20.0) 20.0 (16.5-20.0) p=.14 XZ(Z) =57
6.0-20.0 (range) 7.0-20.0 (range) 4.0-20.0 (range)
EuroQol VAS® 58.2 + 24.2 65.6 + 22.4 55.8 +22.9 p=.28 Fi, 32 = 1.3
EuroQol Index” 0.683 0.733 (0.570-0.803) 0.720 (0.456-0.813) p =.04* xz(Z) =6.48 p=.04* p=.31 p=1.0
(0.489-0.708)
—0.098-0.840 0.365-0.950 (range) 0.132-0.942 (range)
(range)
SNAQ" 14.2 £ 3.3 154+ 2.3 15.6 + 2.0 p=.01% F(2, 32= 5.05 p= = p=
0.03* 0.01* 0.56
SNAQ <14 6.0-18.0 (range) 10.0-18.0 (range) 11.0-18.0 (range)
n=7 (41 %) n=3(18%) n=2012%) p=.02% 2A(2) = 8.4
WEMWBS* 49.5 £ 8.2 50.2 +£9.3 51.4 £ 9.6 p=.50 Fe, 329 = 0.71
32.0-61.0 (range) 30.0-61.0 (range) 30.0-62.0 (range)
Self-efficacy” 37.4+9.2 41.8 £ 6.5 40.9 £10.2 p=.13 Fo, 320 = 1.9
19.0-51.0 (range) 30.0-51.0 (range) 22.0-55.0 (range)
HADS"
Anxiety 4.0 (2.0-6.5) 4.0 (2.0-6.5) 4.0 (2.5-6.0) p=.96 X2(2) =0.30
Depression 0.0-11.0 (range) 0.0-10.0 (range) 0.0-8.0 (range)
6.0 (3.5-8.0) 3.0 (1.0-5.0) 4.0 (3.0-7.0) p=.03* x3(2) = 6.89 p=.10 p=10 p=.08
0.0-14.0 (range) 1.0-11.0 (range) 1.0-16.0 (range)
Device-based (GENEActiv) 24-h movement behaviour
Compliance” Baseline Post-intervention 3-month follow-up (n=  Significance
16)
(n=16) (n=16) 6 (6-6) (P < 0.05)
Total days worn 6 (6-6) 6 (6-6) 1.36 (0.37-2.67)
Non wear ( % per 0.79 (0.34-3.55) 0.87 (0.18-9.73)
day)
Physical activity
(minseday™)
Inactive® 751.42 + 51.86 744.39 + 43.84 731.01 £ 52.69 p=.18 F(o, 30) = 1.84
Light" 29.95 + 21.07 38.88 + 24.98 33.37 + 24.67 p=.10 Fa.4s, 2218) =
2.79
Moderate-Vigorous® 18.72 + 17.25 23.08 + 18.87 21.02 + 18.12 p=.30 Fa.23 1837 =
1.20
Total® 48.67 + 37.83 61.96 + 43.24 54.39 + 42.16 p=.16 Fa.37, 2056) =

2.11

PASE, physical activity scale for the elderly; VAS, visual analogue scale; SNAQ, simplified nutritional appetite questionnaire; WEMWBS, Warwick-Edinburgh mental
well-being scale; HADS, hospital anxiety and depression scale; LPA, light physical activity; MVPA, moderate-vigorous intensity physical activity; B, baseline; P, post-
intervention; F, 3-month follow-up. 18 % of baseline data was collected in hospital either on the participant’s date of discharge, or 1 day before discharge, and 82 % of
baseline data was collected out of hospital 3.9 + 1.4 weeks post hospital discharge.

2 Mean =+ SD.

b Median (Interquartile Range).
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Fig. 2. The main themes and subthemes showcasing the acceptability of the Frail2Fit intervention.
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Table 3

The main themes and subthemes influencing the acceptability of the interven-
tion have been displayed with supporting quotations, detailed with participants’
contextual information (participants have been given pseudonyms to protect

anonymity).
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Main theme: Implementation context

Subtheme L2

Subtheme L1

Quote examples

Main theme: Implementation context

Subtheme L2

Subtheme L1

Quote examples

Impacts of acute illness
and hospitalisation on a
frail older body

When you are frail it is
safer and easier to stay
at home

Accessibility is
challenging

Stephanie, the wife, and
main carer of George
(aged 85, CFS 7) described
her frustration with the
lack of encouragement
George received to move
independently: ‘During
his time in hospital he was
scarcely ever out of bed.
And if he was out of bed,
he was on the Sara Stedy,
so he wasn’t walking. And
1 found it very difficult -
everybody’s in
pyjamas.... And I s’pose
that’s safer for them
(staff), because nobody
can accuse them of
neglect if somebody falls.’
Alice (aged 77, CFS 5)
reported a lack of
encouragement from staff
for patients to use the
toilet independently: ‘I
think they looked a bit
surprised when I asked if I
could go to the loo after
I'd been stuck in bed for
ages. They sent someone
to escort me to the loo and
back. I was a bit
concerned that they didn’t
encourage you to get up
and go to the loo... It’s
much easier for them to
stick an incontinence pad
on you than to get up and
take you to the loo and
wait for you outside, and
then walk you back to
your bed.’

Carley (aged 72, CFS 6)
showed the impact of
illness on her wellbeing
and confidence: ‘It just
feels as though my whole
body seems to be playing
up a bit and I'm not that
old. And so it’s had an
effect on my wellbeing,
not just my physical, but
psychological wellbeing
as well... Yeah, it takes a
bit of confidence to move
around now too.’

Beryl (aged 67, CFS 6)
described how simple
every day movements
were an effort: ‘Just to go
out into the kitchen and
lift the kettle up to make a
cup of tea was so difficult.
And I was so shocked at
how weak I felt when I
came home from
hospital’.

Edith (aged 78, CFS 5)
showcased her fear
mobilising in an unsafe
environment and liked the

Economic inequality in a
pressurised health and
social care system

Internalising negative
stereotypes and societal
views

idea of remote support:
‘T've got a walker which
I'm not 100 % happy, or
comfortable using,
because the pavements
are so rickety with all the
digging up that they’ve
done over the year. And
another thing is the
pavements aren’t very
wide. We have such a lot
of heavy traffic,
transporters, and skip
lorries; big container
lorries come thundering
down, and if you’'re a bit
unsteady on your legs it’s
a bit daunting really.
Especially when they go
by, there’s this great rush
of air that’s left.... 'm
frightened of falling over
which doesn’t help.... I
think it’s good you can do
these zoom meetings - I
thought it was ideal. I
mean, it’s easier than
going to a Church Hall
and doing exercises in a
class — which I did do
before I had my hip
(operation).’

Karen (aged 76, CFS 7)
highlighted experiencing
disability stigma: ‘It’s
difficult when somebody
doesn’t understand how
you are - I am not stupid!
Because you sort of stop in
the middle of sentences,
and forget words, and
things like that, doesn’t
mean to say you're
stupid... And I hate it
when people assume that
you're stupid, that you've
got no dignity... It’s more
to do with being in a
wheelchair I think - how
they perceive you.’

Alice demonstrated how
feeling self-conscious of
her ageing body and the
way her ageing body
looked and performed led
her to give up yoga: ‘I did
Yoga for 20 years; I've
given it up, because I got
so puffy at the beginning
of the year. I didn’t want
to be the old person in the
corner that everyone was
looking at. And I think
that’s the other thing, you
got to feel comfortable in
a group. And you’ve got to
choose the group where
people are going to be like
you. It’s no good doing a
class full of fit 35 year
olds.’

Daniel (aged 68, CFS 6)
felt lonely, and neglected
by health and social care:

(continued on next page)
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Main theme: Implementation context

Subtheme L2

Subtheme L1

Quote examples

Main theme: Implementation context

Subtheme L2

Subtheme L1

Quote examples

Exercise is medicine but it
hurts

‘Nothing at all. He
(consultant) said do what
you want — have a
cigarette, have a glass of
wine... that’s the only
response I got...... Isee
three carers, they don’t
talk, they just come in and
go. I don’t have anyone I
can have a conversation
with. So, I'm stuck in front
of the television all the
time, all day...... They
(carers) cook my
breakfast, lunch, and
dinner and they make my
bed, and that’s about it
really. But a couple of
weeks ago, I got food
poisoning and I found out
what it was; it was a carer
giving me out of date
food! I was on the toilet
for three days running!”’
After intermediate care
finished, Sophia (aged 88,
CFS 6) was able to afford
private care with carers
who had the capacity to
help with her meaningful
activities, including
support with intervention
exercises and walking:
‘It’s only 2 weeks
(intermediate care). So, I
thought, well, I don’t
really want these (carers)
anyway, cos they don’t do
what I want them to do;
no, a bit lazy; can’t see for
themselves..... These
other people I pay, they
work for themselves;
they’re highly trained;
they’ve been in hospitals
and working agencies, but
they do it for themselves
now.... We do the
exercises every day, and
more so sometimes than it
says... 'm doing it all
with my carers. We did
more than 8 (reps) - one of
the carers was so
vigorous. And we’ve got
these bands of course. My
yellow one’s up there. So,
I'm egged on by them,
they don’t let me slack
off... if you’re with
someone, they encourage
you, ‘we’ll do our
exercises now’. So, you go
and do it...

Alice illustrated the
‘dilemma’ between beliefs
that exercise is beneficial
for health and the
difficulty of exercising
with frailty: ‘It’s a
progressive disease which
has no cure; nothing is
going to alleviate it other
than exercise, which will

Main theme: Implementation mechanisms

Subtheme L2

Training and volunteer
support was key to safe
and effective
implementation

Subtheme L1
‘Whenever I didn’t
know what to say, she’d
always be there’ —
inexperienced
volunteers needed
practical and emotional
support

stabilise it... if physical
exercise were a pill, it
would be the most
successful drug ever
invented...... The
problem is when you're
old, and tired, and you
can’t breathe, it is difficult
to motivate yourself to do
it. Whereas, when you're
younger, and you don’t
have any of these
problems, it’s hard even
then, but when I was
younger, I used to get up
and go to the gym for an
hour before I went into
the office or take the dog
for a 4-or-5 mile walk. I
never used to think about
it; it just used to be part of
my routine. But, I think,
when you get older, and
you get medical problems,
it becomes much more
difficult, and yet, it's a
trap - you know that you
ought to do it, but then
your body says, ‘ah, can I
just sit in this chair and
watch TV'. It’s a dilemma,
so anything that makes
you do it has got to be
good.’

Quote examples

Josh (volunteer) alluded
to the support he received
from the trainer: ‘She told
me a lot about what I
should be doing. And she
was very patient with me.
She was always very
encouraging; always very
positive. I felt like that’s a
very important thing. You
want to encourage people;
you want to make sure
they stick with it to the
end. Whenever I didn’t
know what to say she
always stepped in and
helped me. And it was
very good to see someone
there always to support
me, teach me what to do,
and what tosay...... There
were a couple of people
that did not get much
better. It was quite
difficult hearing their
stories. Some of them
suffered terrible falls, and
they had to be re-admitted
to hospital and they had
this pessimistic view on
their lives. I didn’t really
know what to say to them.
I tried to be
sympathetic.... really
there’s nothing I could
do... gradually I did get
better dealing with
situations like these.

(continued on next page)
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Main theme: Implementation context

Subtheme L2

Subtheme L1

Quote examples

The exercise intervention
was acceptable for older
adults without complex
needs

Training structure and
resources shaped
volunteer expectations
and prepared them for
their role

Whenever I didn’t know
what I was going to say,
she’d (trainer) always be
there. And she’d always
take over the phone call.
She’d always teach me
how; different things to
say in different kinds of
situations. That was quite
helpful.’

Aidan (volunteer)
approved of the training
content and structure: ‘I
enjoyed the training; it
was straightforward;
pretty easy to learn; to
understand... It was
everything I needed to
know... I was trained in
the exercises first, so [ had
a bit more time to learn
each exercise, and when I
could apply it, I could
apply it well. With the
nutrition support, there
was less to learn so I
picked it up quickly. And
then, I delivered the
nutrition support as well
as Iwould have.. I actually
felt it was very well set up.
And you have the online
site where you can track
your hours. And the
booklet which helped you
understand everything
about the exercise. I don’t
think anything was
missed.’

Emily (volunteer) found
role play useful: ‘I liked
with the exercises we
were able to go through
them; that you showed us
how to do it. I thought
that was extremely
helpful. And that we had a
go. Because, I feel doing
them in front of people
first, if you’ve never done
such a thing before, is
quite stressful. And it’s a
bit awkward. So, I think
the fact that we got to do it
during our training was
good because showed us
that it’s not actually that
scary. And it got us into
that mind set.’

Thomas (aged 83, CFS 6)
indicated the value of
progressing resistance
training: ‘The bands are
very good aren’t they?
Cos they give that little bit
more... I can do all these
things (exercises), quite
easily now. So, I prefer to
use the stiff one
(resistance band). I use
that all the time now.’
Shirley (aged 78, CFS 5)
found the intervention
helped build her

A hybrid approach
including telephone and
online support would be
beneficial

confidence to exercise: ‘It
(seated exercise) sounded
less demanding. And I felt
that may be an incentive
to keep me doing it, which
has proved to be the case.
I have found myself doing
it on non-zooming days a
lot more that I thought I
would.’

Carley would have liked
to progress to standing
exercise: ‘I was interested
that we didn’t do any
standing up exercises; it
was all seated. And I
wondered what the reason
for that was. I know that
the Physiotherapist that I
saw at Southampton, she
was encouraging me to
march on the spot, and try
going upstairs, leading
with both legs after a
while. And standing at a
table or counter, and
moving my legs to the
side. I tried to do that a bit
as well. But in the group
exercises, it was all seated,
wasn’t it?”

Jenny (volunteer) spoke
about online nutrition
support: ‘The thing with
being online, I think it’s
quite a sensitive topic. So,
1 think people would want
to talk about it on their
own. If you were to do it
in a group, as well, you
have to go a bit faster to
get through everyone.
And, people might not
elaborate as much, and,
again, people might not
want to share because of
other people there. So, I
think it was good for
generalising, and
certainly for the wheel,
for the ... questions really,
but for a general chat
about nutrition I think it
was a bit harder to do it in
a group. Just because
there were too many
people I think.”

Aidan (volunteer)
explained the advantage
of exercising online: ‘The
exercise session online,
that was definitely helpful
because you could see, the
patients could see how
you were doing the
exercises. So, they could
imitate it, which you
wouldn’t be able to do on
a telephone call. The
patients who have the
telephone support, one
question I did get asked
was, about halfway
through the 3-month stint,

(continued on next page)
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Nutrition guidance was
useful but lacked depth
in response to a complex
nutrition landscape

they did wonder if they
were doing the exercises
right, cos you can’t
visualise the exercises on
the phone calls.’

Teresa (volunteer) saw
benefits and
disadvantages from both
modalities and suggested
a hybrid approach would
work better: ‘I feel a blend
between zoom and
telephone support. So,
calling the people that do
zoom every couple of
weeks, or something to
get an in-depth update of
where they’re at would
help a bit more to know
exactly how each
participant is doing.’
Jenny (volunteer) found
the nutrition wheel a good
conversation starter: ‘I
think it was helpful for us
starting it (nutrition chat)
because the questions....
it gives them something to
talk about. And I think
that was good because
they were encouraged to
talk more about their
situation.”

Sophia used the nutrition
wheel advise to fortify her
meals: ‘I make a salad, and
1 have smoked salmon or
ham. I always have a
boiled egg; I have a lot
more eggs now. And I
have cheese, so keep
building it up. Like when
you're eating the little
new potatoes, put butter
on, or spread on, so
there’s lots of things like
that... I am putting on
weight. Quite slow, but I
am.’

Joyce (aged 86, CFS 5)
showed the influence of
traditional diets on her
perception of nutrition
advise in the programme:
‘I could have contradicted
because a lot of things that
Ilearnt I've had to
relearn. Because, over the
years, they’'ve changed.
Something that we put
into diets in 1950, are
now taboo. And those
things have never left my
mind. And I did feel that,
because the rest of the
group of us were of the
same age era, that they’d
probably perhaps didn’t
know, or understand, the
up-to-date. It’s a funny
thing to say, ‘they say
now, no salt; people
shouldn’t have salt in
things’. Well, I was

10

Supported and encouraged
by the people who care
helps overcome
adversity

Volunteers were caring
and joyful

brought up, in our era, I
was brought up with salt
being put into vegetables
to cook. And I still do put
salt in, because if I don’t I
get cramps.’

Samuel (aged 70, CFS 5)
showed the non-
judgmental support he
received from the
volunteers: ‘What was
very good was they didn’t
push it too much. When I
said I exercise 3 times a
week, they didn’t push
that and say, ‘oh, you
should be doing this; you
should be doing that” -
they didn’t push
anything... They just
encouraged you, which
was good.... They were
polite, finding out what
I'd been doing, and what I
hadn’t been doing I s’pose
but not criticising me for
not doing it... They’'re
concerned about you,
getting people back to
normal, aint they?’
Shirley highlighted the
transfer of positive
emotions from the
volunteers: ‘Lovely.
Cheerful, Emily, that little
smiley face every time
was just lovely. And it just
cheered up the day, it
really did. Jenny, a little
more serious, but still very
confident; very friendly,
and cheerful.’

Joyce indicated that
volunteers built up her
confidence to exercise:
‘T'd like to think that
they’d go on and do
something because they’d
give anybody
confidence.... They were
giving you confidence to
do the exercises.’

Emily (volunteer)
showcased how she gave
participants emotional
support: ‘I'm a very
sensitive person, so it did
make me quite upset
inside for that person. But
I was just happy that I
could be there, and just
listen to her - kind of help
by just listening. It’s
difficult in that situation
because you don’t want to
say something that’s not
true like, ‘it will get
better’, because you never
know, it could get worse.
But you want to be there
for that person as much as
you can. I didn’t know her
very well, I didn’t know
what to say, but I think

(continued on next page)
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Online group support
was like a virtual cuddle

just listening and kind of
being very supportive, so
she knew that I was
emotionally with her. And
I wasn’t judging her or
anything. I think that was
important to her. I think
she really needed that as
well. So, I was glad I could
give that, and it was hard,
but I think it wasn’t
something I couldn’t
handle. I think me
handling it helped her as
well which is all you can
ask for really.’

Shirley felt a sense of
relatedness in the group
and described how she
helped to reassure others:
‘I enjoyed doing the one
online. It was interesting
talking to people to see
what other people were
feeling and how they were
all doing.... You sort of get
that feeling that you're
part of something... it was
fun. Strangely enough, I
would find myself looking
forward to the next
one..... I found her
(participant) progress was
very slow, but she seemed
to want the praise from
me because I'd been
through it already, in
having my hips replaced. I
said, ‘oh, that’s really
good’, I could see her
smile, and I felt it was
encouraging her to keep
going. Because, in the
beginning, she was in a lot
of pain, and she’d been
through a lot. And she
needed that little booster,
that little cuddle even if it
was over the air, through
the zoom. I built up quite
a friendship.’

Emily (volunteer)
indicated the group was a
positive vicarious
experience for older
adults experiencing
similar problems and
helped reduce loneliness:
‘I think being around the
same sorts of people
helped her. Because she
did get better -
emotionally, and
physically. I think the
others inspired her in a
sense that, she saw that,
‘aw, they’re doing it;
they’re going online;” and
they were determined as
much as she was. And I
think that gave her a bit of
support, because there’s a
limit to how much a 17
year old can give support

11

Surrounded by friends
and family’s love was
vital to recovery

about someone’s physical
condition, in the older
aged, if that makes sense.
I'm very well, and fit, and
everything, and I don’t
have any conditions. So, I
think surrounding herself
with people, similar age;
similar problems; is very
good, cos it allows her to
not feel as alone.... It’s the
little talks as well, that
benefitted them.
Especially if someone
lives alone, even around a
stranger or a volunteer
asking them, how was
your day? I think that can
have a positive impact...
That feeling someone is
interested in them; and
someone actually cares
about their day. I loved,
during these little chats, I
saw a lot of smiles.’
Stephanie was the main
carer for her husband,
giving George endless
encouragement and love
in the hope that his health
would improve: ‘I tried to
fit them (exercise) in
wherever we could. And
sometimes he was keen,
and sometimes he wasn’t.
So, on the whole, we were
managing exercises 4
times a week. And we
gave ourselves a rest on
Sunday.’

Karen’s husband ensured
she ate properly: ‘I eat
better because my
husband cooks. I never
was one to eat well,
because I just didn’t eat.
But he cooks for me;
makes sure I have a meal
every day. I wouldn’t
bother.’

Beryl highlighted the
support she received from
her sisters: ‘My sisters, oh
boy, I don’t know what I
would have done without
them?! My sisters were
going shopping for me.
And she works full-time,
bless her heart, and she’s
still doing this for me and
my other sister. I would sit
here Thursday evenings
and write a list. And then,
Friday mornings, she
would phone me, and I
would relay down the
phone what I needed, and
she’d write the list her
end. And then, bless her
heart, she would go
shopping. She would
deliver it, and she’d pack
it away; and we’d have a
hug, and I'd say, ‘thank

(continued on next page)
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Digital coaching and
access swayed how
support was received

youw’, and off she would
go. And that’s how I did it,
so I had food. I couldn’t go
out; I wasn’t well enough.
There was no way; I
couldn’t even walk; the
idea of just walking from
my front door to the gates,
it was like, ‘I can’t do it’. it
would have been like
walking a mile.’

Samuel opted for
telephone support,
indicating his struggles
with using digital
software due to his
perceptions of being too
old and his fear of
artificial intelligence (AI):
‘The computer itself I'm
hopeless. So, Al won’t
affect me... I don’t use it.
It’s a younger generation
thing, init?... Cos I'm still
living in the last century,
that’s why. I'm hopeless
online, I don’t do things
online much.’

Mark (aged 85, CFS 5)
described his fear of being
scammed through using
unfamiliar technology
and the help he received
from his wife: ‘I'm 85,
how the hell canItalk to a
computer?! ..... And then,
this business about people
taking all your money. If
anything comes up, and
I've got to pay, that’s it. [
just delete it...... My wife
would say, ‘no, Mark,
press this button; press
that button’. I haven’t got
a clue. She done all of it. If
it weren’t for my wife I
wouldn’t be doing it.”
Carley showed her
previous digital
knowledge and
experiences helped her
access online support
sessions: ‘I guess I use
zoom quite a bit, so, I
mean, in that sense there
was no problem. I didn’t
have to be trained about it
to join.”

Beryl received digital
support from the research
team: ‘Thanks to you, you
helped me with that by
bringing me a tablet to
make use of until the
course finished... If you
remember the couple of
times I phoned I perhaps
got a little bit, you know,
not terribly good with
things, computers and so
on, cos I don’t possess one
of my own. But I was
encouraged, and people
was very helpful; helping

12

Implementation outcomes
Subtheme L2
Intergenerational
understanding —
working with older
adults helped transform
young volunteers’
perspectives

Presence of beneficial
change influenced long-
term activity

‘T've got a bit more meat
on my bones’ —
improved weight and
appetite

me to get it right so that I
could go online and join
in.

Quote examples

Participants’ illness stories transformed Josh’s
(volunteer) perspectives on some of the struggles older
adults with frailty endure: ‘It was definitely very
difficult, but I feel it was important to hear about these
sorts of things - to really hear about people’s
perspectives. It’s not something we hear about every
day, so, it’s important to acknowledge that there are
people like this in this world.’

Emily (volunteer) explained how she helped change
older peoples’ negative ageing stereotypes into a more
positive outlook: ‘I had someone tell me that, ‘I’'m 80,
I've got nothing to look forward to anymore’. That
really stuck with me, I thought, ‘that shouldn’t be the
case’, because an 80 year old could still live for 30
years; there’s still so many good things you can do
when you're older. If you stay fit and healthy, then you
can do more of those things. And you cannot lose that
sense of life, and happiness in life, and that motivation,
which I think is important because age doesn’t matter.
I mean, obviously, as you grow older, you're less
energised, but there’s still so many things you can do. If
you lose all that hope, then you don’t get to experience
all that stuff. So, I think it’s important to give that
reassurance, and motivation - it’s important to raise
that thought with older people.’

Jenny (volunteer) found a renewed sense of confidence
and altruism through volunteering: ‘I want to be a
Dentist in the future and I think this really helped with
my communication skills with older people, and it
brought me out my comfort zone. I think that’ll really
benefit me in the future.... It really boosted my
confidence talking to someone on the phone, I used to
be really nervous.... Helping others makes you feel
fulfilled in what you’re doing, and I think that’s the
biggest takeaway, seeing me help other people; that’s
really benefitted me.’

Shirley experienced exercise benefits, motivating
adherence: ‘I have 3 trigger fingers between the two
hands. And since doing the hand exercises, they are
triggering a lot less than they ever have before... I have
found myself doing it on non-zooming days a lot more
than I thought I would. Cos, my family all went, ‘oh,
yeah?!” - I think I've surprised most of them... I do
need to keep going with the band... If I've gone
through the programme with the bands, I must admit
afterwards, I feel quite perky, awake, and alert.’
Thomas was put off exercising from a lack of perceived
progress: ‘I hardly progressed at all... The net result,
after all these weeks, I don’t feel much better than
when I started, which is a disappointment. I thought
they (exercises) would (help me), because exercises are
good, and I expected them to bring me on quite
quickly. But it hasn’t worked out that way... I feel bad
ifIdon’t do them - I'll regress. But I'm not improving to
what I expected. I don’t want to regress, going back
rather than forward. But the trouble is, it doesn’t seem
to be improving. If I was (improving) I would readily
be going through them (exercises) again.’

Margaret (aged 75, CFS 5) reported improved weight
after returning home: ‘I put it on very quickly.
Obviously, the drinks (oral nutritional supplements)
were helping, and perhaps I was eating a bit better
when I come home, cos I wasn’t all that keen on the
hospital food.’

Beryl had reduced appetite after discharge from
hospital and indicated exercise as a way to improve
hunger: ‘T would force myself to eat; actually, make
myself eat; ‘I've got to eat this!” And it would be a real
struggle to chew it and swallow it. But I thought, ‘I've

(continued on next page)
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Table 3 (continued)

Main theme: Implementation context

Subtheme L2 Subtheme L1 Quote examples

got to do this’, because I'm gonna waste away, cos I
knew I'd lost weight. I was looking skinny - all my
clothes looked like a sack....... I felt good after I'd
finished the (exercise) session on the Monday. I used to
think it won’t be long until lunchtime, so I'd be feeling
even peckish.... My clothes size is 10, and they were
just hanging on me. I can still fit my hand in there
(trouser leg), but it’s not as bad; I've got a bit more
meat on my bones...... I'm now able to go out and
choose what [ want to buy myself, seeing it on the shelf
and in the freezer - I think, ‘oh, I fancy that!”

falling. Therefore, participants were appreciative of remote support.

2. Internalising negative stereotypes and societal views

Older adults with frailty were more likely to stay home and were
careful where they exercised to avoid judgment from others, built from
internalising negative ageing stereotypes and disability stigma. Feeling
their bodies were being negatively judged led some older adults to avoid
intergenerational exercise spaces, and individuals with debilitating
long-term health conditions were frustrated with society’s lack of
symptom understanding, indicating instances of disability stigma.

3.8.3. Main theme: economic inequality in a pressurised health and social
care system

Older adults with frailty who were isolated and receiving inadequate
social support struggled to participate in the intervention. Insufficient
personal care was described as a key barrier to intervention engagement,
in which participants concentrated their limited energy on receiving
care for their basic needs. For example, a female participant with Par-
kinson’s Disease explained carers put her to bed for the night too early:
‘One (carer) came at half past 3 in the afternoon!” Unsurprisingly, ex-
ercise and nutrition support were not her priority. Comparatively,
having money and a better education meant that older adults with
reduced independence could access better care and had more expansive
ideas and beliefs of how to manage their health. For instance, when free
intermediate care ceased, economically stable participants were able to
afford healthy food delivery services and private social care to meet their
needs.

3.8.4. Main theme: exercise is medicine but it hurts

This theme captures older adults’ conflict between wanting to rest
and avoid exercise discomfort yet believing exercise ‘is medicine’
improving health and wellbeing and preventing decline. Positive ex-
pectations, learnt from previous exercise experiences, health practi-
tioner advise, and rehabilitation classes, motivated exercise
participation. Despite the dominant belief that ‘exercise is medicine’
older adults with frailty found exercise uncomfortable, especially after
deconditioning caused by illness and a hospital stay. Fatigue and pain
were often reported as barriers to exercise. The discomfort and effort
required to exercise led to reduced confidence and joy to move in later
life. Participants highlighted the importance of pacing daily activities to
suit their frail older bodies.

3.9. Mechanisms

3.9.1. Main theme: training and volunteer support was key to safe and
effective implementation

This theme captures the importance of volunteer training and sup-
port to enable volunteers to implement the intervention safely and
effectively while also ensuring volunteers felt supported in their role.

Subthemes:

1. ‘Whenever I didn’t know what to say, she’d always be there’ — inex-
perienced volunteers needed practical and emotional support
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Volunteers were students with no previous experiences supporting
older adults with frailty, so they required support from the trainer to
overcome anxiety, and to ensure they flourished in their role. Volunteers
illustrated challenges to process and act on difficult emotional conver-
sations and explained the importance of the trainer’s guidance. The
volunteers stayed within their role and participants needing specialist
advise were handed over to the trainer. Volunteers got support from
other volunteers on the programme, in which they felt more confident
working together, allowing shared responsibilities. Most volunteers felt
their experience could have been improved through establishing better
communication amongst themselves, such as a volunteer WhatsApp
group.

2. Training structure and resources shaped volunteer expectations and
prepared them for their role

Volunteers enjoyed training which prepared them adequately for
delivering the intervention. Volunteers approved of the training book-
lets, the training structure, found shadowing other volunteers, and role
play helpful. Though the main training was acceptable, most volunteers
found the recruitment process and basic volunteer checks a difficult
time-consuming process.

3.9.2. Main theme: the exercise intervention was acceptable for older adults
without complex needs

Participants enjoyed the whole-body strengthening exercise and
viewed the 12-week programme as a suitable length to gain support. The
booklet was a useful addition to volunteer support, and the sessions
enabled participants to effectively learn the exercise routine and boost
independence. Participants who did not identify as ‘frail’ and had a fa-
miliarity with more complicated exercise found the seated exercise too
easy. Comparatively, participants further along the frailty trajectory
found the exercises challenging and those with poor exercise confidence
viewed the support sessions as a valuable introduction to exercise
training.

Despite the overall usefulness of exercises after a hospital stay, the
programme was unable to specially tailor to individuals. The seated
exercises were unable to fully cater for variations in ability, and some
participants were concerned that some of the exercises were inappro-
priate for specific health conditions. Moreover, participants and volun-
teers would have liked the addition of standing exercise to progress
mobility.

3.9.3. Main theme: A hybrid approach including telephone and online
support would be beneficial

This theme illustrates the advantages and disadvantages to online
and telephone support and highlights that a combination of both would
be more efficacious. Both forms of remote support were reported as a
convenient option to access post hospital discharge, and allowed
emotional support and reassurance, monitoring exercise and nutrition
progress. However, volunteers felt they had the opportunity to chat
more about participants’ lives and personal goals over the telephone,
while facilitating group conversations online, particularly around sen-
sitive nutrition topics, was challenging.

Exercising online ensured correct exercise technique, while moni-
toring exercise fidelity over the telephone was difficult. The telephone
support lacked social interactions and group belonging, and the onus
was on the participant to schedule in their exercise sessions. Despite
depth of conversations over the telephone, the volunteers felt they built
a better rapport with participants online, as they could see each other
and they had more opportunities to chat, given the higher weekly fre-
quency of these sessions compared to calls. Volunteers felt a combina-
tion of online and telephone support would be beneficial in future
interventions.

3.9.4. Main theme: nutrition guidance was useful but lacked depth in
response to a complex nutrition landscape
Using the Nutrition Wheel, undernutrition was targeted as a
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conversation starter. Volunteers explained the tool was easy to use, and
helped signpost participants to appropriate nutrition advice, for
example, participants fortified their meals to increase calorie and pro-
tein intake. The nutrition leaflets were useful, however participants
sometimes struggled to read through the leaflets comprehensively and
retain the information. Most participants expected more nutrition con-
versations, which appeared to reduce after implementation of the
Nutrition Wheel.

Participants indicated a desire for detailed nutrition discussions
rather than signposting to leaflets. This presents challenges in response
to the cultural shifts in food availability and messages that complicated
participants’ eating behaviours. For instance, participants learnt what to
eat, primarily from their families. Other participants showed that
traditional diets could contradict new eating guidelines. Participants
highlighted confusing information from multiple ‘fad’ diets in the
media, and perceived obesity as the biggest problem, with some par-
ticipants tailoring their dietary intake to prevent obesity rather than
targeting nutrition to prevent or manage undernutrition and frailty.

3.9.5. Main theme: supported and encouraged by the people who care helps
overcome adversity

Social support and encouragement were key to motivating engage-
ment with the programme.

Subthemes:

1. Volunteers were caring and joyful

A key component of the intervention was the support provided by
caring, and joyful volunteers. Participants described volunteers as well
mannered, cheerful, and enthusiastic, providing non-judgmental sup-
port and encouragement. Volunteers’ positive emotions transferred to
participants and helped to instil confidence in older people’s lives.
Volunteers indicated how they empathised with participants’ emotional
struggles, listening to older adults’ illness stories, and providing a
‘sounding board’ for participants to open-up and express their feelings.

2. Online group support was like a virtual cuddle

The online group provided mutual support among older adults with
frailty, reduced loneliness, provided a safe space to share illness stories,
and created a positive vicarious experience motivating increased exer-
cise effort. Participants felt a sense of belonging in the group and
enjoyed sharing, reassuring, and learning from others. Evidence of
group relatedness was expressed by the volunteers and participants, who
highlighted the importance of social interactions in the group, and was
an important tool to reduce social isolation, especially for older adults
who struggled to leave their homes.

3. Surrounded by friends and family’s love was vital to recovery

Older adults with close support from family and friends were
encouraged to participate in the programme and had extra care to ex-
ercise and eat well. For participants receiving telephone support, family
input was helpful to bolster participation and provide direction with
exercise. Family and friends were also important social resources to aid
appropriate nutritional intake, helping with shopping, cooking, and
general encouragement to eat when participants were struggling with
suppressed appetite.

3.9.6. Main theme: digital coaching and access swayed how support was
received

Participants’ digital knowledge, availability of digital support, and
perceptions of safety using online technology, influenced how they
wanted to receive support. Age was often perceived as a restriction to
using digital technology and participants indicated fear of artificial in-
telligence and scamming. Help from family improved digital access, for
example, setting up and using Zoom. Most participants who opted for
online sessions were familiar with using digital platforms, however,
availability of iPads and digital coaching from the research team was
useful for participants with poor digital literacy.
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3.10. Outcomes

3.10.1. Main theme: intergenerational understanding — working with older
adults helped transform young volunteers’ perspectives

Inexperienced volunteers were positively pushed outside their
comfort zones, opening to older adults’ difficult illness stories, which
improved their understanding of participants’ everyday struggles, and
gave them a sense of reward through helping others. For example, vol-
unteers helped older adults to reappraise negative ageing stereotypes of
decline. Volunteers enjoyed learning new skills, and they flourished
with the responsibility of leading support sessions, enhancing their
confidence to communicate and support older peoples’ health, which
has inspired future careers.

3.10.2. Main theme: presence of beneficial change influenced long-term
activity

Participants who reported beneficial changes from exercising on the
programme, such as enhanced physical health and functioning (e.g.,
improved strength and reduced joint stiffness) were motivated to
continue exercising post-intervention and had built their exercise
knowledge through the intervention to facilitate an independent exer-
cise routine. Comparatively, participants who were further along the
frailty trajectory generally did not observe any beneficial changes,
which was disappointing for individuals desperate to return to cherished
activities and made them question the point of exercising.

3.10.3. Main theme: ‘I've got a bit more meat on my bones’ — improved
weight and appetite

For participants with undernutrition, most noticed gradual im-
provements in appetite and increased weight since hospital discharge
and during the programme. Acute illness often led to weight loss, in
which participants grappled with complex and multifaceted influences
on their nutritional status. Resolution of illness symptoms, and
discharge from hospital improved appetite and some participants re-
ported feeling hungry after exercise. Enhanced strength enabled par-
ticipants to complete their own shopping, increasing their interest in
planning meals.

4. Discussion

This study demonstrated that it is feasible and safe to implement a
remote multimodal intervention, delivered by volunteers, to older adults
with frailty after discharge from hospital. The intervention was
acceptable to both volunteers and participants who had sufficient care to
meet their basic needs. Volunteers provided emotional support, helping
older adults to process their illness stories, and encouraged positive
health behaviour change. Volunteers were motivated, with 5 volunteers
delivering 45 online sessions and 90 telephone calls. The interviews
provided greater insights into the work of the volunteers, showing that
volunteers were caring and joyful, which corroborates their commit-
ment and motivation in undertaking their role.

A key component of success was volunteer training and support
through the backing of a health practitioner, especially given some of
the complex needs of older adults with frailty transitioning from hospital
to home. On average, each volunteer required 5.5 h of training to be
signed off as competent. The training programme delivered was well
received as reflected in the interviews where volunteers felt well-
prepared and supported in their role. Digital coaching facilitated on-
line access, while providing a choice between online and telephone
support enabled inclusion of participants who were unable or unwilling
to use technology. The online group provided a positive vicarious
experience, creating a sense of belonging, while telephone calls pro-
vided reassurance and monitoring to socially isolated older adults, and
an opportunity to discuss health topics in more depth.
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4.1. Factors influencing intervention feasibility and acceptability

This study builds on existing research that shows appropriately
trained volunteers can deliver exercise and nutrition support to older
adults [16,17,19,26], and highlights the value of volunteers to provide
social support alongside the expertise of a health professional. A central
role of volunteers, in this study and others, is their ability to forge social
connections and act as peer support to motivate older adults and
improve confidence to engage with exercise and nutrition improvements
[19,26]. In line with previous research, the online group was an
important social resource, in which participants gained insight into ex-
ercise and nutrition behaviours from each other [47] and a sense of
belonging with individuals experiencing comparable illness/recovery
stories [48].

Challenges to engagement were unmet care needs and exercise
discomfort. Increased demand and pressures on a restricted workforce,
causing staff stress, exhaustion, and increased staff turnover, has
affected the quality of care delivered, and the availability of trained
personnel [49,50]. This context affected intervention feasibility and
acceptability, indicating growing inequalities for socially isolated older
adults with frailty from a lower socioeconomic background. Participants
valued ‘exercise as medicine’ but struggled with the effort required to
move a frail, sometimes painful older body. Emerging evidence advises
health professionals to move beyond a purely ‘restitution narrative’ (i.e.,
exercise as a cure) to consider wellbeing, exercise enjoyment, and the
personal meaning attached to PA [51,52]. Practitioners need to rein-
force realistic exercise expectations and to look beyond physical adap-
tations to some of the immediate social and psychological advantages,
such as finding an exercise they enjoy and starting with a selection of
exercise considered ‘comfortable’. This is in line with emerging research
that demonstrated the importance of targeting pleasure on
exercise-intensity [53].

Using the Nutrition Wheel, volunteers identified 39 % of older people
at risk of malnutrition (as undernutrition). Our findings extend early
evaluation work, which highlighted the Nutrition Wheel as an effective
tool to identify and guide older adults ‘at risk’ of undernutrition to
appropriate advice and signposting [33,54,55]. Volunteers found the
tool easy to use and valuable to start nutrition conversations, particu-
larly one-to-one on the telephone rather than in an online group setting,
where participants felt they had less opportunity to elaborate on sensi-
tive nutrition topics. The utility of the Nutrition Wheel adds to a bur-
geoning evidence-base showing the value of volunteer-led methods in
supporting adherence to a tailored nutrition guidance and intervention,
such as dietary recommendations and recipes delivered through vol-
unteers in the community [56], and improved lunchtime energy intake
of older adults in hospital through mealtime assistants [16].

Participants reporting difficulties accessing services outside home,
made provision of remote support options essential. Forty seven percent
completed the intervention online and 53 % received telephone support.
Despite the reinforcement of online interventions during and post
COVID [57,58], our findings indicate the need to provide additional
forms of implementation for older adults who are resistant to learning
how to navigate online software and to prevent digital exclusion [58].
Reasons for preference towards telephone support included a fear of
scamming, and poor confidence learning new technological skills at an
older age; akin to digital barriers reported in previous works [59].
Addressing digital literacy and the appropriateness of technological in-
terfaces for older adults [14,59], including options for co-design, may
improve feasibility of future interventions [60].

Ongoing trainer support played an important role in volunteer wel-
fare and retention, a key factor affecting intervention implementation.
Young volunteers, in particular, found facilitating conversation chal-
lenging and benefitted from the trainer’s support in preparing for
intergenerational interactions, including developing empathy - consis-
tent with previous interventions [61]. While sharing difficult illness
stories was emotionally challenging for younger volunteers, they were
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appreciative of widening their perspectives and understanding of older
adults living with frailty. This study adds to existing research exploring
strategies to recruit, train, and retain volunteers involved in supporting
older adults’ health and wellbeing [19,26,62]. It also adds evidence of
the positive impact of volunteer roles within health and social care (e.g.,
diversifying the workforce) [24], and the positive impact on volunteers’
confidence, upskilling, and experiences for career development [19,23].

Key aspects to consider for the scalability and sustainability of the
volunteer-led intervention are the presence of financial, material, and
staff resources to recruit, train, support, and retain volunteers long-term.
In the current study dedicated hospital voluntary services were well
established within the NHS trust and liaised closely with the research
team. National policy is pushing for the development of a strategic
approach to volunteering in NHS trusts [63], however, the scope of
volunteering services and support differs across hospital contexts, indi-
cating the need for further volunteer-led feasibility studies across
differing hospital regions [23]. Moreover, the presence of a central
trainer/supervisor is essential to provide role specific training and
support, and the identification and buy-in of health practitioners to fulfil
this role is a key component to scale-up the intervention.

Who volunteers are, including their qualities, also needs to be
considered. While volunteer recruitment was open to anyone 16 years or
older, our project attracted student volunteers, with 2 dropping out due
to studying commitments. The qualities of volunteers in the current
study facilitated the success of the intervention, including their capacity
to deliver non-judgmental, motivational support and care to older
people living with frailty. The feasibility of student volunteers in sup-
porting a healthcare intervention for older people is consistent with
previous research showing the acceptability of students as mobility
volunteers on medicine for older people wards [26]. Nevertheless,
consideration of the input required from a health practitioner to support
training needs and ongoing support is essential for volunteer and
participant safety. In other research, older people who were
long-established volunteers in community social clubs were recruited to
deliver a volunteer-led exercise programme to club members. The vol-
unteers had developed a meaningful role and relationship within the
clubs and they were a similar age with familiar lived experiences to the
club members, hence a key quality of these volunteers was that they
were relatable to participants, and became positive exercise role models
[19]. In other research, and consistent with our findings, intergenera-
tional projects provided reciprocal benefits for both young and old
participants [64,65]. For instance, intergenerational volunteering in
long-term care benefitted younger individuals through improving atti-
tudes toward older adults and developing career-related skills, and
benefitted care home residents through enhancing well-being, and
improving engagement in care-home activities [64]. Moreover, an
‘intergenerational exercise buddy programme’ found cross-generational
interactions helped motivate older people to sustain participation in
community exercise classes (e.g., yoga and tai chi) [65], with similar
findings reflected in the current study, in which the positivity and en-
ergy of the young volunteers transferred to older people living with
frailty and helped motivate their health behaviour change.

Establishing links with the local community, such as visits to col-
leges, church groups, or older peoples’ social groups, and advertising
across various social media outlets could help reach a diverse population
of volunteers and enhance sustainability of volunteer roles. Setting out
volunteer expectations at recruitment is also important to improve
sustainability, such as setting eligibility criteria for age and time com-
mitments, ensuring commitment is proportionate to recruitment and
training processes and is cost-efficient. Future research should explore
the feasibility and acceptability of different volunteer groups (e.g., life
experiences, ages, backgrounds) to deliver a complex multimodal
intervention to older people with frailty. While the Frail2fit project
aligns with some of the aims of reablement services to increase function,
and increase or maintain independence in a person’s place of residence
[10], the volunteer-led initiative is not a replacement for existing age
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care services. With these considerations in mind, volunteer-led projects,
such as Frail2fit could work as a beneficial adjunct to reablement and as
a longer-term solution to continued maintenance of health behaviour
change, including exercise and eating well for older people with frailty
after intermediate care ceases [11]. Key findings from this study,
including social connection and encouragement from volunteers, the
need to consider digital literacy and digital support for older people with
frailty, and the implementation of training and ongoing volunteer sup-
port from a health practitioner, will inform refinements to the inter-
vention for future trial designs and scalability.

4.2. Secondary outcomes

This feasibility study found significant improvements in self-reported
TPA, appetite, and QOL post-intervention, nevertheless, our sample size
was small, and these preliminary findings require confirmation in a
larger controlled trial to improve generalisability. Baseline PA (PASE
score 32.8) of older adults with frailty was low compared to healthy
older adults in previous research (PASE score 118.9) [66], and consis-
tent with PA levels of older adults with sarcopenia (PASE 40.2) [67].
MVPA increased from 19 to 23 mineday}, equating to 161 mineweek* -
an activity level consistent with PA recommendations to improve health
of older adults (i.e., 150 min of moderate, or 75 min of vigorous
PA/week) [34]. Higher MVPA has been shown to significantly reduce
the incidence of functional disability regardless of frailty in an inverse
non-linear dose-response relationship [68]. In the current intervention,
social support and exercise monitoring provided by volunteers and
showcased in our theme ‘Supported and encouraged by the people who care
helps overcome adversity’, possibly contributed to improved PA levels,
with participants reporting the value of volunteers’ enthusiasm and
non-judgmental support on their motivation to engage with the health
programme. Moreover, the positive vicarious experience of the online
group is consistent with existing literature illustrating the importance of
peer role models on enhanced exercise self-efficacy (i.e., confidence in
abilities to perform exercise) [19,69], and increased exercise effort
through participating in a group of individuals with a similar age and
functional ability [70]. Despite favourable PA levels post-intervention,
rates of inactivity were high across all time points (12.2-12.5
heday™), associated with increased risk of mortality in older people with
frailty independent of PA levels [71]. Consequently, a promising di-
rection for future research is incorporating strategies to interrupt sitting
time of older adults with frailty [71], such as encouraging brief bouts of
daily functional training [72]. Appetite assessment showed 41 % of
participants had low baseline appetite, associated with age-related
anorexia and malnutrition (SNAQ <14) [73,74]. Appetite loss in older
people is common, with complex and multifaceted influences, including
physiological signalling, hedonism, and environmental and societal in-
fluences [74]. Consistent with our findings, previous research showed
improvements in appetite over time post-hospitalisation, with a
decreased appetite reported by 51 % of older adults at hospital admis-
sion, 34 % at discharge, 28 % one month post-discharge, and 17 % three
months post-discharge [75]. The observed improvements in appetite
agree with our theme ‘I’ve got a bit more meat on my bones’ — improved
weight and appetite’, and suggest that resolution of illness symptoms, and
enhanced ability to obtain and prepare food likely contributed to
improved eating behaviours. The influence of the Nutrition Wheel on
appetite is less certain, however, those receiving tailored nutrition
signposting from the Nutrition Wheel indicated improved awareness of
malnutrition and efforts to fortify their meals to increase energy and
nutrient intake.

The secondary health improvements in our study are promising but
need validation against a control group in a future randomised
controlled trial, especially considering the ‘expected” improvement in
appetite, QOL, and PA post-hospitalisation. Although participant
recruitment strategies were designed to reduce selection bias, there is
also the possibility that participants included in the trial were more
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motivated to receive health support, and thus more likely to experience
improvements.

4.3. Strengths and limitations

The time needed to complete volunteer background checks delayed
completion of training and competencies, resulting in a smaller volun-
teer pool at the start of the intervention, which reduced session avail-
ability and resulted in a change to the tapered nature of the intervention
reported in our protocol paper [32]. Once more volunteers were trained
our offer increased to 3 sessions/week. This variable frequency and
heterogeneity in exercise stimulus and nutrition guidance may have
impacted outcomes.

The exclusion of older adults who were unable to provide consent, a
small sample size, and the lack of a control group may also limit the
generalisability of findings. However, using a mixed methods study
design was well suited to meet our primary aim to determine the
feasibility and acceptability of the intervention. Combining in-depth
qualitative explorations with quantitative data, enabled detailed
reporting of older adults’ experiences, provided detailed insight into
implementation processes, as well as examination of quantitative
feasibility assessments and secondary outcome measures, which will
inform larger trials. Although self-reported secondary outcome mea-
sures have provided important insights into the potential health impacts
of the volunteer-led intervention, objective measures, such as the short
physical performance battery to assess physical function, and anthro-
pometric parameters to assess changes in nutritional status, should be
considered in a future RCT.

5. Conclusions

With adequate training and healthcare practitioner support, it was
safe and feasible for volunteers to deliver a remote multimodal inter-
vention to older adults with frailty following hospital discharge. The
intervention was acceptable to both volunteers and participants who
had sufficient social care. The online group fostered a positive vicarious
experience, and telephone calls provided reassurance and monitoring to
older adults with frailty. When implementing volunteer-led in-
terventions into routine practice, healthcare systems should consider, 1)
closely liaising with hospital voluntary services to optimise volunteer
recruitment and support, 2) employing a key healthcare practitioner/
supervisor to train and guide volunteers, and 3) consider the qualities
volunteers will need to successfully deliver the intervention (e.g.,
emotional intelligence). The feasibility and acceptability of volunteer-
led multimodal interventions for older people with frailty needs to be
explored across differing hospital contexts and regions, and future
controlled trials are needed to examine the intervention’s effects on the
health outcomes of this population.
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