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Abstract
Background  Despite the growing interest in hospital rehabilitation services for communities, studies on existing 
community-based rehabilitation (CBR) services remain scarce owing to limitations in the development of community 
health services and regional cultural diversity. As a guaranteed measure for ensuring the quality of rehabilitation 
services and achieving the desired service outcomes, clear roles and responsibilities in multidisciplinary teams and 
effective service delivery are particularly important.

Objective  This scoping review aimed to determine the scope of community stroke rehabilitation programs involving 
existing multidisciplinary teams and to analyze the implementation content and implementers’ functional roles to 
provide guidance for future CBR programs.

Methods  The scoping review design followed the methodology of the Joanna Briggs Institute and was based on 
the normative scoping review framework proposed by Arksey and O’Malley. The comprehensive CBR framework was 
proposed by World Health Organization-guided data charting and analysis.

Results  Of the 22,849 identified citations, 74 studies were included, consisting of 6,809 patients with stroke and 49 
primary caregivers, most of whom were from China. The most common working mode in CBR programs was a dual 
approach involving both healthcare professionals in medical institutions and community healthcare professionals. The 
number of programs in each discipline was in the following descending order: nursing, medical care, rehabilitation, 
psychology, nutrition, and public health. Among these, multidisciplinary teams comprising medical, nursing, 
and rehabilitation disciplines were the most common, with a total of 29 programs. Disciplinary members were 
mainly responsible for implementing their respective disciplinary content, with physicians providing guidance 
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Introduction
Stroke is a leading cause of morbidity, mortality, and dis-
ability around the world [1]. In 2019, there were 12.2 mil-
lion incident strokes and 101  million prevalent strokes 
globally, representing a 70% increase compared with new 
stroke statistics for 1990 [1]. The number of new stroke 
cases in China was as high as 3.94  million in 2019, and 
the incidence of stroke increased by 86% compared with 
that in 1990 [2]. Although the mortality rate of stroke 
has been decreasing generally, the disability rate of post-
stroke patients remains high owing to residual cognitive, 
language, physical, and other functional disorders [1, 3]. 
Approximately 143 million post-stroke patients were dis-
abled and required continuous long-term supportive ser-
vices in 2019, resulting in heavy physical, psychological, 
and financial burdens on patients and their families [1]. 
In addition, according to the World Stroke Organization, 
the annual global cost related to stroke was as high as US 
$721 billion (accounting for 0.66% of global gross domes-
tic product (GDP)), and the clinical and economic bur-
den caused by stroke was of great significance to public 
health [4].

Rehabilitation services are key to promoting func-
tional recovery, relearning skills, and achieving inde-
pendence in patients with stroke [5]. Although many 
patients undergo multiple rehabilitation stages or move 
back and forth between different care settings to achieve 
their rehabilitation goals, most stroke survivors eventu-
ally return to their families to receive community-based 
rehabilitation (CBR) services [6]. CBR, first launched by 
the World Health Organization (WHO) following the 
International Conference on Primary Health Care (the 
Almaty Declaration) in 1978, is a strategy to improve 
access to rehabilitation services for persons with dis-
abilities in developing countries [7]. In 1981, the WHO 
Expert Committee on Disability Prevention and Reha-
bilitation defined CBR as follows: ‘Community-based 
rehabilitation involves measures taken at the community 
level to use and build on the resources of the commu-
nity, including the impaired, disabled, and handicapped 
persons themselves, their families, and their community 
as a whole’ [8]. Subsequently, the concept of CBR has 

expanded continuously. In 2004, the International Labor 
Organization, the United Nations Educational Scientific 
and Cultural Organization, and the WHO redefined CBR 
as a strategy within general community development for 
rehabilitation, poverty reduction, equalization of oppor-
tunities, and social inclusion of all people with disabili-
ties [9]. However, although this concept has been well 
defined, CBR programs for patients with stroke still lack 
several key components.

Some frameworks provide descriptions of CBR com-
ponents. For example, the WHO [10] provides a matrix 
illustrating the basic framework of CBR that includes five 
key aspects of individuals: (1) health, (2) education, (3) 
livelihood, (4) social, and (5) empowerment, as well as 
subcategories of activities in these key areas (Fig. 1). The 
International Classification of Functioning, Disability, 
and Health (ICF) framework states that people’s health 
functions should be divided into three levels — body 
function and structure, activity, and participation — all of 
which interact with personal and environmental factors 
[11].

The ICF model can be used to evaluate the overall 
functional status of patients with stroke. Additionally, 
the American Heart Association (AHA) and Ameri-
can Stroke Association (ASA) guidelines emphasize the 
importance of rehabilitation programs for patients with 
stroke, prevention and medical management of comor-
bidities, body function/structure recovery, activity levels, 
and patients’ participation in the transition to commu-
nity rehabilitation [12]. Therefore, we fully consider the 
influence of the community environment on the rehabili-
tation process of patients with stroke as well as the role 
of health, physical function/structure recovery, activ-
ity level, and other components in individual functional 
rehabilitation to better understand the scope and extent 
of the literature in the field of CBR for patients with 
stroke.

Although CBR has been implemented in many coun-
tries, geographical coverage remains limited [13], and 
those services are yet to align with the expectations 
of people with stroke. Due to regional differences in 
the development of services and the diversity of stroke 

for the programs. More than 82.4% of the studies reported 2–4 intervention strategies. The intervention forms of 
rehabilitation content were the most diverse, whereas preventive interventions were more homogeneous than 
others. Physical function and socio-psychological measurements were the most commonly reported outcomes.

Conclusion  CBR services implemented by multidisciplinary teams can effectively achieve functional and emotional 
improvement in patients with stroke, and nurses are the most involved in implementation, especially in community 
settings. The results further emphasize the importance of strengthening the exploration of nurses’ maximum potential 
to implement CBR plans in future practice.

Trial registration  The registration information for this scoping review can be found at osf.io/pv7tg.
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-related needs, studies report limited access to services, 
discontinuity of programs and lack of information [14–
16]. With the evolution of technology, advanced infor-
mation systems have been integrated into home-based 
stroke rehabilitation programs, offering patients con-
venient access to rehabilitation programs [17, 18]. Nev-
ertheless, the benefits of these emerging technologies 
still need to be considered on an individualized basis, 
taking into account factors such as patients’ living envi-
ronments, practical challenges, and their level of techni-
cal proficiency in the home setting [17]. The absence of 
healthcare workers in the home environment can often 
lead to a lack of structured therapy, potentially reduc-
ing patients’ motivation to participate in rehabilitation 
programs [17]. In addition, according to the AHA/ASA’s 
evidence-based recommendations, patients with stroke 
in the community should receive systematic and multi-
disciplinary health management services, especially reha-
bilitation services, to ensure consistency and maximize 
the effectiveness and efficiency of rehabilitation. This may 
involve rehabilitation physicians, nurses, physical and 
occupational therapists, speech-language pathologists, 
and social workers [12].

Successful stroke rehabilitation is a complex process 
that requires teamwork among different professional 
health care providers, and understanding and clarify-
ing their roles and responsibilities is particularly impor-
tant for effective cooperation among team members and 

patient participation [16, 19, 20], which can inform the 
development of a more cost-effective model for CBR ser-
vices. A previous systematic review explored evidence 
of the effectiveness of CBR on physical function and 
activities of daily living (ADL) in patients with stroke 
[21]; however, to date, no study has yet reviewed the 
rehabilitation interventions, roles, and functions jointly 
implemented by multidisciplinary teams in existing CBR 
programs. Therefore, this study examines the scope of 
community-based stroke rehabilitation programs involv-
ing multidisciplinary teams in existing studies to explore 
the types of programs and the roles and responsibilities 
of each program discipline, which is of great significance 
for the development of systematic and effective stroke 
CBR service strategies.

Method
Design
A scoping review design provides an opportunity to 
extract the data of various types of research evidence and 
summarize gaps in the existing evidence. We followed the 
Joanna Briggs Institute (JBI) methodology [22] and based 
our review on the normative scoping review framework 
proposed by Arksey and O’Malley [23] using the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses-Extension for Scoping Reviews (PRISMA-ScR) 
guidelines and checklist [24]. Registration information 
for this scoping review can be found at osf.io/pv7tg.

Fig. 1  CBR framework
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Eligibility criteria
The participants, concepts, and context (PCC) [25] 
design was considered in the development of the inclu-
sion/exclusion criteria to address the research issues 
shown in Table 1.

Search strategy
We conducted a preliminary search through PubMed and 
Medline to analyze the medical subject headings words 
and free text words related to stroke and CBR interven-
tion research (e.g., stroke, community, rehabilitation) 
and developed a search strategy. Next, we extended our 
search to four other English databases (i.e., Web of Sci-
ence Core Collection (ISI Web of Science), Embase, and 
Cumulative Index to Nursing and Allied Health Litera-
ture (CINAHL) Complete (EBSCO)) and three Chinese 
databases (i.e., China National Knowledge Infrastructure 
(CNKI), WangFang, and Vip). The database search was 
limited to human subjects, and there were no restric-
tions on date or publication type. Additionally, we only 
considered studies published in English or Chinese. A 
completely customized search strategy for PubMed is 
available in Supplementary Material 1. All retrieval strat-
egies for other databases can be obtained from the first 
author ZA upon reasonable request.

Study selection
Two independent reviewers (ZA and KL) conducted 
an initial review of the titles and abstracts based on the 
proposed eligibility criteria (Table 1). Any differences in 
this process were resolved in consultation with a third 
reviewer (XM). In the case that a consensus was not 
reached, the study was included in the next phase. Given 
that the purpose of the scoping review was to explore the 
breadth, rather than the depth, of the available evidence 

to address the research questions [22], we did not criti-
cally assess the methodological quality of each of the 
included studies, which would have helped us fully char-
acterize the nature and scope of the evidence.

Data charting
Retrieval and data extraction were performed between 
October 2022 and April 2023. The two authors used an 
extraction table based on the JBI scope definition review 
template to independently extract and organize the 
research data, including the country in which the CBR 
occurred, the target population characteristics, provid-
ers and users’ CBR, and the research design. In addition, 
important information was extracted from the included 
studies with the agreement of the entire research group, 
including research features (publication year, location, 
research design, target population, and research pur-
pose), participant characteristics (age, sex, type of stroke, 
chronic diseases), CBR provider characteristics and 
roles, program characteristics (duration, frequency, fol-
low-up time, follow-up mode), outcome characteristics 
(functional outcomes, body composition, psychosocial 
outcomes, cardiovascular health), and intervention char-
acteristics (content and delivery model). The interven-
tion characteristics were mapped to the five components 
of the CBR framework according to their information 
content, including health promotion, prevention, medi-
cal care, and rehabilitation (integrating assistive devices) 
[10].

Results
A total of 22,849 citations were retrieved from the afore-
mentioned databases. After screening for duplicates, 
74 studies (67 in Chinese and seven in English) were 
included in the final review based on the eligibility crite-
ria. Figure 2 shows the details of the search results, dupli-
cate removal, and reasons for exclusion.

Study characteristics
A total of 74 studies were published between 2008 and 
2022. Studies conducted in China accounted for the larg-
est proportion (n = 68, 91.89%). The remaining studies 
were conducted in the United States (n = 2, 6.76%) and 
the United Kingdom, South Korea, France, and Canada 
(n = 1/1/1/1, 1.35%). The majority (52 studies) were ran-
domized controlled trials, 21 were quasi-experimental 
studies, and one was a retrospective cohort study. For the 
target population, 64 studies identified the participants as 
having ischemic and hemorrhagic stroke, whereas oth-
ers mentioned the type of stroke as ischemic. A total of 
12 studies (16.2%) reported the disease stage of the par-
ticipants, with all participants being in the convalescent 
period of stroke. A total of 46 studies (62.2%) involved 
hemiparesis, limb motor dysfunction, dysphagia, and 

Table 1  Study selection criteria (PCC)
Inclusion Exclusion

Participants • Individuals receiving stroke-related 
CBR programs after discharge from hos-
pital (including those initiated during 
hospitalization)
• Living in a home/community 
environment
• Age ≥ 18

Nil 
exclusion 
criteria

Concept Stroke-related CBR programs:
• Implemented by a multidisciplinary 
team
• The role of the implementer is clear
• Systematic program model
• Cost-effectiveness description

Nil 
exclusion 
criteria

Context • Any country
• No date restrictions
• Research articles
• English or Chinese language
• Peer-reviewed

Nil 
exclusion 
criteria
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cognitive impairment, whereas the others did not clearly 
identify functional impairment. Five studies focused on 
post-stroke depression. A further summary of the study 
characteristics is provided in Table S1.

Population characteristics
Table S2 lists the population characteristics of the par-
ticipants included in the studies, including 6,809 patients 
with stroke and 49 primary caregivers. The sample size 
range varied greatly, with a minimum sample size of nine 
participants and a maximum sample size of 737 partici-
pants. The mean age of patients ranged from below 60 
years in 17 studies to over 60 years in 48 studies. Five 
studies only provided the age range without reporting the 
average age [26–30], and four studies did not report the 
age characteristics of patients [31–34]. Males accounted 
for more than three-quarters (76.81%) of the studies. A 

total of 68.7% (n = 41/64) of the studies listed the propor-
tions of ischemic and hemorrhagic stroke, with 35 studies 
specifying the relevant proportions in the intervention 
and control groups. Thirteen studies examined coexist-
ing chronic conditions in patients with stroke, including 
hypertension, diabetes, hyperlipidemia, and coronary 
heart disease.

Intervention characteristics
Table S3, S4, and S5 provide the characteristics of each 
intervention.

Intervention team
Organizational structure
According to the composition of the intervention team, 
36 (48.6%) studies involved community and institutional 
healthcare professionals working together, 28 involved 

Fig. 2  PRISMA flow diagram representing the stages of the scoping review strategy
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only community healthcare professionals, and ten 
involved only institutional healthcare professionals. Only 
16 studies reported the distribution of team members 
clearly [26, 35–49]. Seventeen studies (23%) emphasized 
the joint participation of family members or caregivers in 
intervention programs [27, 28, 31, 35, 40, 42, 50–60], four 
studies involved community volunteers/medical social 
workers [43, 54, 58, 61], and one study reported orga-
nizing health education seminars with the assistance of 
community staff [54].

Hospital team
The medical care discipline comprised neurologists 
(n = 26/46) and general practitioners (n = 4/46), with one 
study involving the joint participation of neurologists and 
general practitioners [45]. Five intervention programs 
had unclear descriptions of physician categories [38, 41, 
53, 62, 63], and 63% (n = 29/46) of the intervention pro-
grams involved nurse participation. In terms of the com-
position of the rehabilitation discipline, 13 (27.0%) and 25 
(33.8%) intervention programs involved only rehabilita-
tion physicians and rehabilitation therapists, respectively, 
and only two programs involved both rehabilitation phy-
sicians and therapists [41, 61], with only one of these pro-
grams describing the type of rehabilitation therapist [61]. 
Moreover, 12 and eight programs involved psychological 
discipline [35, 37, 41, 61, 63–70], and nutritionists [35, 
38, 55, 65–68, 71], respectively.

Community team
The medical care discipline consisted of neurologists 
(n = 2/64) [44, 72], and general practitioners (n = 17/64). 
In 22 intervention programs, the category of physicians 
was not clearly defined. More than 85.9% (n = 55/64) of 
the intervention programs involved nurse participation. 

In the rehabilitation discipline, 15 (23.4%) and 12 (18.7%) 
intervention programs involved rehabilitation physi-
cians and therapists, respectively, with two interven-
tion programs involving joint participation [41, 73]. In 
one program, the community rehabilitation therapists 
were clearly identified as physiotherapists, occupational 
therapists, and speech therapists [74]. Five intervention 
programs involved the participation of psychological dis-
ciplines [28, 51, 59, 60, 75] and public health personnel 
[28, 50, 60, 76, 77]. None of the programs involved par-
ticipation of experts in the nutrition discipline.

Discipline distribution
In all the studies, the disciplines involved in the programs 
were, in descending order, nursing (n = 67, 91.9%), medi-
cal care disciplines (n = 63, 85.1%), rehabilitation disci-
plines (n = 56, 75.7%), psychology (n = 17, 23%), nutrition 
(n = 8, 10.8%), and public health (n = 5, 6.7%). Overall, 51 
(68.9%) studies involved three or more disciplines: three 
disciplines (n = 39), four disciplines (n = 6), and five disci-
plines (n = 6). Of these, the most common combination of 
multidisciplinary teams was medical care, nursing, and 
rehabilitation (n = 29; 39.2%).

Roles and responsibilities
Hospital team
More than 50% of the studies described the responsibili-
ties of the members of their respective disciplines. Phy-
sicians were mainly responsible for guiding the entire 
program and rehabilitation therapists, nurses, nutrition-
ists, and psychologists were mainly responsible for their 
discipline of implementation (See Fig. 3).

Fig. 3  Hospital intervention team member’s role (N = 46)
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Community team
More than 50% of the studies described the responsibili-
ties of the members of their respective disciplines. The 
main responsibilities of general practitioners were assess-
ment and evaluation, while rehabilitation therapists, 
nurses, and psychologists were primarily responsible for 
implementing the intervention. The duties of the public 
health discipline team members were not reported (See 
Fig. 4).

Hospital and community team
Except for the division of responsibilities in public health 
disciplines that was not reported, the roles of multiple 
disciplines were indicated in over 50% of the studies, as 

in the other two groups reported above. Generally speak-
ing, physicians in hospitals and general practitioners in 
the community are assigned a medical role in which they 
oversee an entire program, provide guidance, or evaluate 
outcomes. One study reported that nurses who received 
rehabilitation training played a role in supervising the 
intervention process for social workers [54] (See Fig. 5).

Among the intervention programs that reported 
responsibilities, the disciplines with the highest contribu-
tion of health promotion, prevention, medical care, reha-
bilitation, psychological guidance, and assistive devices 
programs were comprised of nurses (73.7%), psycholo-
gists (55.3%), physicians (57.9%), rehabilitation therapists 

Fig. 5  Hospital and community intervention team members’ role (N=74)

 

Fig. 4  Community intervention team member’s role (N = 64)
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(96.7%), psychologists (100%), and nurses (21.1%), 
respectively (See Fig. 6).

Intervention time
With the exception of three studies [44, 78, 79] that did 
not report program duration, the duration of the inter-
vention programs ranged from three weeks to three 
years, with the vast majority lasting between three and 
six months (approximately 75.6%); the frequency of the 
intervention was fixed and did not change over time in 
approximately 60% of the intervention programs. A total 
of 48 studies included only pre- and post-intervention 
assessments and 26 studies reported at least one follow-
up assessment, with a maximum of five follow-ups [80]. 
The follow-up time points ranged from three days to 
three years after the intervention program.

Intervention types
Intervention types were categorized into the on-
site (n = 40, 54.0%) and online intervention modali-
ties (n = 26, 35.1%), and eight studies did not clearly 
describe the location of the intervention [41, 52, 54, 56, 
57, 59, 79, 81]. Of the total number of on-site interven-
tions, the primary site was the patient’s home (n = 34/66, 
51.5%), followed by the “home + community” (n = 16/66, 
24.2%), “home + community + hospital” (n = 5/66, 7.6%), 
“home + hospital” (n = 5/66, 7.6%), community (n = 4/66, 
6.1%), and “hospital + community” (n = 2/66, 3%). Among 
the online intervention programs, three studies devel-
oped a special application to manage the intervention 
process, and the other 23 studies followed up with sub-
jects using various communication methods, including 
QQ, WeChat, and phone.

Intervention content and delivery models
Intervention content
Regarding the composition of the intervention content, 
71 programs were for rehabilitation (occupational ther-
apy, n = 59; daily living skills training, n = 55; assistive 
devices, n = 18; speech-language therapy, n = 17; swal-
lowing therapy, n = 12; cognitive therapy, n = 7; physio-
therapy, n = 7; Chinese medicine, n = 7; indefinite, n = 9; 
not applicable, n = 3); 53 programs were for health pro-
motion (dietary guidance, n = 24; self-monitoring, n = 10; 
psychological guidance, n = 43; hygiene, n = 9; indefinite, 
n = 2), 40 programs were for medical care (disease knowl-
edge guidance, n = 29; psychological treatment, n = 11; 
medication guidance, n = 12; outpatient re-examination, 
n = 4), and 38 programs were for prevention (complica-
tion prevention, n = 27; home environment remodeling, 
n = 25). Of these, only 13 studies involved a single inter-
vention component, including 11 rehabilitation programs 
[26, 30, 34, 50, 72, 78, 82–86] and two medical programs 
[37, 59], and more than 82.4% reported 2–4 intervention 
components in their studies.

Three studies conducted patient rehabilitation training 
punch card modeling to strengthen patient training com-
pliance [48, 61, 87]. Six studies emphasized that patients 
should be encouraged to participate in social and rec-
reational activities [35, 54, 62, 64, 83, 88]. Moreover, six 
studies established a community-centered two-way refer-
ral system so that community healthcare professionals 
could quickly refer patients to hospitals when they had an 
emergency status [38, 39, 43, 45, 80, 89].

Fig. 6  Type of intervention (N = 74)
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Delivery models
Hospital team
Ten programs were implemented by hospital teams, with 
home visits, self-study materials, and online Q&A being 
the main approaches.

Community team
A total of 28 programs were implemented by community 
teams. Home visits, community clinics, and lectures were 
the main methods used for health promotion, preven-
tion, medical treatment, and rehabilitation. Online Q&As 
were adopted for medical treatment and rehabilitation.

Hospital team and community team
A total of 36 programs were conducted collaboratively 
between the hospital and community teams. Home vis-
its, self-learning materials, and telephone calls were the 
primary delivery models for interventions in the hospital-
community team collaboration process. Rehabilitation 
interventions were the most diverse, whereas prevention 
interventions were more homogeneous (see Figs. 7, 8 and 
9 and Table S6).

Outcome measures
Table S6 provides a summary of the search results. A 
total of 42 studies included both physical function and 
psychosocial measures, with 67 and 49 studies report-
ing on physical function and psychosocial measures, 
respectively. Physical function measures included ADLs 
(59/67 studies), motor functions (24/67 studies), neuro-
logical deficits (12/67 studies), balance and fall risk (9/67 

studies), walking ability (3/67 studies), muscle strength 
(2/67 studies), and gait (2/67 studies). The most com-
monly reported psychosocial outcomes were quality of 
life (QoL) (23/48 studies), depression (21/48 studies), and 
anxiety (11/48 studies). Only one study included social 
participation as an outcome measurement [29]. Four 
studies reported body composition as the main measure-
ment, including lipid profile and blood glucose levels [36, 
47, 60, 90]. Three studies also mentioned cardiovascular 
outcomes, with cerebral hemodynamics and blood pres-
sure as the primary measures [47, 82, 90].

Qualitative data
Only one study reported qualitative findings [86] to 
examine participants’ experiences in the interven-
tion program, and the two themes were (1) confidence 
through problem-solving, planning, and goal-setting 
processes and (2) empowerment and emotional support 
through peer interaction.

Discussion
We included 74 research articles in this study, with the 
majority being from China. The studies covered 6,815 
patients with stroke and 49 primary caregivers, includ-
ing both ischemic and hemorrhagic stroke patients. Most 
study participants resided in urban areas or accessible 
locations in rural areas, except for those in two studies 
[80, 91]. Further research may need to consider devel-
oping culturally appropriate rehabilitation programs for 
patients in remote areas, especially for elderly patients 

Fig. 7  Delivery models for interventions implemented by hospital teams (N = 10)
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living alone, who may have more difficulty accessing 
rehabilitation services [92].

Three models of CBR programs were found in the 
included studies: community healthcare professionals 
only, institutional healthcare professionals only, and a 
combination of institutional and community healthcare 
professionals. The combination of institutional and com-
munity healthcare professionals was the most common 

model used for implementing CBR programs. To improve 
community healthcare services, the Chinese government 
has developed medical alliances in recent years [93]. With 
the construction of medical alliances, institutional and 
community healthcare professionals can work together 
to provide continued and homogeneous care to patients 
after discharge. However, the types of healthcare combi-
nations varied among the included studies. Some simply 

Fig. 9  Delivery models for interventions implemented by hospital teams and community teams (N = 36)

 

Fig. 8  Delivery models for interventions implemented by community teams (N = 28)
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shared patients’ information with the community when 
they were discharged from the hospital [38, 64], whereas 
others engaged in comprehensive collaboration among 
multiple disciplinary groups during the implementation 
process [45, 55, 65]. Further research is needed to com-
pare the effectiveness of different types of combinations 
and to provide standardized combination requirements.

Regarding the roles and responsibilities of multidis-
ciplinary team members, usually those in the medical 
role (e.g., neurologists/rehabilitation physicians/general 
practitioners) were in charge of the whole program, guid-
ing it, evaluating its implementation, and providing 
training to community health team members. Other 
healthcare professionals (e.g., rehabilitation therapists, 
nurses, nutritionists, and psychologists) were primarily 
responsible for the implementation of their discipline. 
In some studies, psychologists were recruited as team 
members to care for patients’ psychological status after 
a stroke (Fig.  5). Four studies [43, 54, 58, 61] involved 
social workers in the intervention, which is important 
for helping patients return to society effectively [54, 55]. 
Nursing was the most commonly involved discipline. In 
the combination of institutional and community health-
care professionals, community health nurses may be the 
only discipline in the community that provides care for 
patients after discharge [55, 58, 64, 65, 68, 69, 87]. How-
ever, various factors, including daily work overload, lack 
of stroke-specific knowledge and skills and communica-
tion with other healthcare professionals, and underval-
ued rehabilitation nursing roles may hinder nurses from 
providing effective rehabilitation nursing services [94, 
95]. The number of nurses in China’s primary medical 
and health institutions has reached 1.15 million, ranking 
second among all healthcare workers in 2021 [96]. There-
fore, we should not only encourage nurses to participate 
in CBR but also ensure they assume a more dominant 
role. This can contribute to utilizing medical resources, 
providing education, and improving self-efficacy and 
QoL [16, 31, 59].

Regarding the outcome measurements of stroke reha-
bilitation programs, many studies have focused on mul-
tiple functional improvements, the most common being 
motor function, ADLs, and depression. A few stud-
ies have explored the effects of intervention programs 
on social participation [84–86], which is significant in 
encouraging patients to maintain social functions and 
return to their regular social lives. However, as these 
studies were conducted in the United States or France, 
the intervention programs may need to be reconsid-
ered by involving different cultural contexts in further 
research, such as traditional Chinese therapy, Tai Chi, 
and playing chess [59, 66]. Vocational training was not 
found in the included studies, which may be due to the 
fact that the majority of participants were older adults. 

The major outcome measurements were from the 
patients or caregivers’ perspectives, including functional 
improvements, emotional changes, improved QoL, and 
incidence of complications. The workloads of healthcare 
professionals were only discussed in one study [84]. Since 
the CBR programs are long-term intervention programs, 
a cost-effectiveness analysis for both patients and the 
healthcare system may need to be conducted in further 
research, considering such factors as the increased care 
burden and reduced workforce participation.

Strengths and limitations
This scoping review is the first to provide an overview of 
the existing community-based stroke rehabilitation ser-
vice programs led by multidisciplinary teams. Despite 
efforts to conduct a comprehensive and systematic lit-
erature search, there is a risk of missing relevant stud-
ies that should have been identified. First, some studies 
may have been missed owing to language limitations. 
Second, because our review was limited to papers pub-
lished in peer-reviewed journals, we did not examine 
the grey literature related to this topic, which may have 
resulted in a limited scoping review. Third, because the 
scoping review goal was to obtain an overall view rather 
than to assess the quality of the studies within the field, 
we did not screen for study quality, which may be one 
of the reasons for the wide variety of studies in terms 
of methodology and sample size. Finally, the geographic 
distribution of the included studies was mainly concen-
trated in China. Therefore, the CBR programs identified 
in this review are not immediately transferable to other 
Western countries as their delivery may vary greatly from 
country to country due to factors such as socio-economic 
conditions and cultural issues. Nevertheless, this review 
has the potential benefit that we can see diversity in the 
implementation of CBR programs around the world. It 
is worth noting that our study did not address caregiver/
family member experiences in the intervention program 
as our focus was primarily on patients with stroke. Con-
sequently, the experiences of caregivers/family members 
were not taken into account in our study design and 
data collection process. Future research could consider 
further exploring caregiver/family member roles and 
experiences in intervention programs to provide a more 
comprehensive understanding and improve the effective-
ness of intervention programs.

Conclusion
CBR programs show promise in achieving functional 
and emotional improvements in patients after stroke. 
The combination of hospital-based and community-
based services is a commonly employed model in these 
programs. Nursing is a key discipline within the CBR 
program, particularly in the community context, where 
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they play a significant role in implementing the pro-
gram. However, current evidence remains limited, with 
inconsistent program availability and outcomes. Further 
research is required to evaluate the quality of CBR pro-
grams and explore the potential for leveraging the role of 
nurses to enhance stroke services across care settings.
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