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Introduction 

Until recently, there has been an implicit assumption that in-patient rehabilitation for older 

people is the gold standard for care through maximising the individual’s potential for 

independence and arresting the functional decline that is prevalent in old age. However, as the 

number of older people increase, viable alternatives to hospitalisation become increasingly 

important as it is simply not possible to continue to match population growth with hospital 

beds.(1) Recent research highlights that hospital is not always the best location to provide 

rehabilitation and care for older people.(2-4) This is a challenge that most countries have been 

grappling with over the past 20 to 25 years. Alongside this is the idea that the best place for 

supporting an older person is within their own home. Overall, evidence shows that this is where 

they want to remain, where they have established social networks and support and often a 

lifetime of memories.(5, 6)  

Reablement or restorative home support is a relatively new approach to delivering support for 

older people.  It is a model of care focused on, where possible and appropriate, restoring an 

individual’s capability after an illness or other health setback and therefore restoring their 

quality of life. Numerous countries, including Australia, Canada, Denmark, Netherlands, New 

Zealand, Norway, Sweden, UK and US have been developing the approach for several years. 

However, the fundamental approach, key principles and stage of implementation differs across 

each country. A study of implementation offers a systematic approach to explore how to get 

‘what works’ to people who need it with greater speed, fidelity, efficiency, and coverage. The 

three main areas of implementation are: the development of the intervention; the delivery of the 

intervention itself; and then the scaling up of the intervention. These various perspectives have 

formed the basis of research in complex healthcare interventions in which questions of 

implementation have been explored.(7-12)  

This chapter considers the key issues relating to implementation for development, refinement 

and spread of reablement across five countries. The i-PARIHS (13, 14) framework has been used 

as a framework of analysis. i-PARIHS is a well validated method of exploring the 

implementation of initiatives into clinical practice and has a number of factors that are important 

to assess. These factors are categorised as:  



 

a. Those that relate to the innovation that is being introduced (innovation 

construct); 

b. Those that are linked to the individuals and teams that are involved in 

adoption of the innovation (individual or recipient); and  

c. Those concerned with the wider environment, both internally (inner context) 

and externally to the organisation (outer context) in which implementation 

is taking place.  

d. The key role of facilitation within implementation.  

The chapter presents the different approaches taken by these countries and the challenges and 

facilitating factors that arose in the implementation of the model. This adds to a common 

understanding of the issues around development and refinement of reablement within a 

country’s health and social care system. In addition, it acknowledges that although each system 

has its own unique characteristics, there are common components that need to be addressed to 

enable successful implementation of reablement.  

Implementation of Reablement 

1) Innovation (fit with existing practice, clarity, complexity, relative advantage and 

evidence) 

New Zealand 

From 2001, a model of reablement has been developed and implemented across a number of 

the health regions.(15-20) Key components of the model have been identified and refined. Firstly, 

there needs to be involvement of the older person, their family and homecare staff in setting 

goals.(17-19, 21) Secondly, is the need for comprehensive assessment and diagnosis leading to a 

multifaceted treatment plan that includes exercise, behavioural changes, environmental 

adjustments and adaptive equipment.(22-28) New Zealand adopted the interRAI Home Care and 

Contact Assessments and slowly integrated these as the assessment tool. Finally, the model of 

funding of homecare required modification to incentivise providers to apply the principles of 

the model. The traditional method of funding homecare services is via “fee-per-hour.” Although 

trials have demonstrated that more responsive, high-quality homecare services can be operated 

within a fee-per-service environment,(16, 19) there often remains issues such as inflexible and 

unresponsive services, unfunded support and reluctance to discharge participants. A case-mix 

funding model was developed and implemented that uses the interRAI Contact (older people 

with non-complex needs) and Home Care assessments (for complex needs).(29) Traditionally, 

the coordinator role within the homecare organisation was undertaken by non-health 

professionals with very large caseloads(30) however, a recognition of the complexity of the role 

and the need for proactive and responsive services has meant that registered health professionals 

(Registered Nurses and therapists) are now being employed in the role.(30-33) The provision of 

the model is not normally time limited, although regular assessment and reviews mean that 

service delivery is tailored to meet the needs of the older person. 



 

Denmark 

Reablement was first implemented in Denmark in 2007-2008. People applying for or already 

receiving homecare services with potential to improve functional ability are offered reablement 

aimed at improving functional ability and reducing the need for ongoing services. The 

intervention usually lasts up to 12 weeks and is most often performed by support workers / 

home carers and therapists in cooperation with registered nurses in the home of the recipient.(34-

36)  

Homecare services are funded by the municipality and free of charge for the participants. When 

funding reablement, municipalities may choose an activity-based funding model related to the 

participant’s functional level and complexity of the intervention. Some municipalities are 

experimenting with combining this funding model with a result-based model to provide the 

private providers with incentives to work towards maximum independence for the 

participant.(37)   

Assessment for reablement is done by municipal needs assessors. These are organised in a 

separate department from homecare services in order to ensure a separation of the ordering and 

the performing units. Needs assessors are most often nurses or therapists, assessing all 

applications for homecare and associated services.  

Norway 

Norwegian municipalities started implementing reablement in 2012. The intention was to 

improve the quality of the health services for the users and to contribute to healthy ageing. The 

innovative aspects of reablement are its focus on changing the philosophy from one, where 

delivery of care may create dependency, to provision of care, which maximises independence 

and health-related quality of life and reduces care needs.(38, 39) Traditionally, when home 

dwelling persons needed rehabilitation, they would receive limited input from occupational 

therapy and physiotherapy and these services were seldom integrated with the homecare 

services. Hence, another innovative aspect is that in reablement staff from homecare services 

(ie. nurses, auxiliary nurses and support workers / home carers) work together with staff from 

home-based rehabilitation services (i.e occupational therapist and physiotherapist) in a joint 

endeavor to reach the goals defined by the participant.(40, 41) The reablement intervention is 

indeed based on the meaningful activities the participant has identified as his/her goals. The 

target group for reablement is primarily older adults with functional decline irrespective of 

diagnosis.(42)    

In Norway, reablement is free of charge for the participants, publicly funded and provided at a 

municipal level. Staff delivering reablement are primarily physiotherapists, occupational 

therapists, nurses, auxiliary nurses and support workers.(42) Therapy personnel are often the 

ones who perform the needs assessment and assessment of the effects of the intervention. The 

primary measurement in Norwegian reablement is the Canadian Occupational Performance 

Measure (COPM), which is used both for goal setting and evaluation purposes.  

Western Australia 

The first reablement home care program (HIP) in Australia was developed in 1999 by Silver 

Chain, a large West Australian (WA) homecare provider, as a direct response to the demand for 

homecare services, exceeding supply. The aim of the Home Independence Program (HIP) was 



 

to actively reduce demand for ongoing homecare services through promoting independence.(43) 

The Personal Enablement Program (PEP) was developed a few years later and was similar to 

HIP except users were referred from hospital rather than the community. The effectiveness of 

HIP, PEP and HIP-C (HIP delivered by non-allied health staff) has been evaluated over many 

years. Between 2006 and 2014 the Health Department of WA Aged Care Policy Directorate 

undertook a significant reform and change process across Home and Community Care Services. 

These included 1) the adoption of a Wellness/Reabling Approach to the delivery of homecare 

services;(44) 2) the establishment of independent regional assessment agencies (known as RAS) 

which separated eligibility and assessment from the provision of care services.  

As from July 2018 the Commonwealth Government now have full funding, policy and 

operational responsibility for the delivery of aged care services nationally. Older adults 

requiring low-level support services continue to be assessed by RAS Assessors. The current 

funding model for low level support through the Commonwealth Government is based on 

volumes of care and outputs. This methodology for funding can perversely work against the 

sector and individuals actively working towards optimising independence and function as it 

rewards higher levels of support and volumes not reduced levels. Staff delivering HIP/PEP were 

registered nurses, physiotherapists or occupational therapists, RAS assessors do not need to be 

tertiary trained. 

The Netherlands 

Reablement is a relatively new approach in Dutch homecare. Between 2014 and 2016, 

researchers from Maastricht University developed a reablement programme called ‘Stay Active 

at Home’. A seven-step approach was used that included a small-scale pilot study as the last 

step.(45) The programme aims to equip homecare professionals with the necessary knowledge, 

skills, self-efficacy and social support to apply reablement in homecare. More specifically: a) 

assessing capabilities of participants; b) implementing goal-setting and action planning; c) 

increasing engagement of participants in physical and daily activities; d) motivating older 

participants by taking into account their phase of behavioural change and making use of 

Bandura’s self-efficacy theory and e) involving the social network of older participants.(45) 

From 2016 until 2017 an exploratory trial was conducted to study the feasibility of the ‘Stay 

Active at Home’ programme. Semi-structured interviews with homecare professionals showed 

that they experienced the programme as an empowering way to apply reablement in homecare. 

However, professionals also expressed a need for more support to deal with challenging 

situations. In 2017 a cluster randomised controlled trial started to evaluate the feasibility and 

(cost-) effectiveness of the ‘Stay Active at Home’ programme.(46) The first results of this study 

are expected in 2020.  



 

Reablement 

care element 

Evidence 

Goal facilitation 

New Zealand The results of two cluster randomised controlled trials that had participant centred goal setting as a key feature. The quantity 

and type of participant derived goals and goal achievement increased.(16-18, 21) 

Denmark Several studies show that it is questionable whether goals are really set based on participants` users wishes and needs or set 

based on the available services and the presumption that participants want to be reabled.(47-55) 

Norway Older adults are allowed to prioritise goals beyond those that directly may lead to reduced demand for home-based services 

and take place inside the home.(56, 57) Goals are set by participants (in collaboration with health care workers). However, staff-

set goals are reported.(56) 

Participant and family experience 

New Zealand Community based services aligned to the beliefs and values of the carers of older people with significant levels of 

disability.(58) 

Denmark All studies and evaluations highlight the importance of participant motivation. One study found that motivated users had a 

higher outcome in physical functional ability.(34, 35, 59) Studies show significant effects. Living with someone significantly 

increases the potential for improving functional ability.(59, 60)  

Norway The participants` intrinsic and extrinsic motivation are found to be driving forces in the reablement process. The relatives 

wish to a greater extent to give and receive information and be a resource in the reablement process.(61-64) 

Participant outcomes (Activity performance, physical function, health related quality of life, social support) 

New Zealand The results of three randomised control trials to investigate the impact of reablement type services on physical function, 

health related quality of life and social support showed significant improvements compared to usual care.(16, 19, 65) 

Norway Reablement improves significantly activity performance and satisfaction with that performance.(66, 67) Results for the impact 

on physical function are inconsistent, but with a tendency towards significant effects in favour of reablement in a six months 

perspective.(39, 42) Results are inconsistent for the impact on HRQoL with some evidence showing significant effects in favour 

of reablement on some dimensions in a six months and twelve months perspective. 

Australia Functional mobility and completing ADLs and IADLs were significantly improved.(68-70) Participants receiving reablement 

were more physically active than those receiving usual home care services. Reablement participants preferred lifestyle 

exercise programs to structured and gained greater physical benefits.(71-76) 
 

 



 

Reablement 

care element 

Evidence 

Organisation / teamwork 

New Zealand A study of the experiences of health and social care workers employed in a reablement service showed improvements in staff 

satisfaction and a reduction in staff turnover(15) and the potential implications of reablement for physiotherapy.(77) 

Denmark Studies show that implementing reablement in the regular homecare services are challenging because of organizational 

factors (eg. lack of time) and motivational factors (eg. support workers / home carers preferring to work more compensating). 

Cooperation between therapists and support workers / home carers is an important tool.(47, 50, 55, 78, 79)  

Norway Health care personnel are enthusiastic towards working collaboratively. Interprofessional collaboration depends on 

participants defining own goals, which function as a professional unifying platform. Rehabilitation personnel and the 

homecare personnel collaborate closely across roles. The tight collaboration causes change in roles, often from a particular 

role to a more general role with broader job tasks. User involvement is a valued ideal that health professionals strive 

towards.(34, 40, 41, 80, 81) 

Service usage patterns 

New Zealand A randomised control trial investigating the impact of reablement on health and social care usage among older people 

discharged from an acute hospital showed a reduction in healthcare usage over one year.(82) 

Australia A third of participants did not require ongoing services and almost 40% reduced their service requirements.(83, 84)  

Reablement significantly reduced the use of services compared to usual care.(68-70, 85, 86) 

Cost effectiveness 

New Zealand A randomised control trial investigating the impact of reablement on health and social care usage among older people 

discharged from an acute hospital showed reduced rates of hospitalisation over one year.(82) 

Denmark Four studies show cost-effectiveness, but two of those at the same time found an increase in costs/hours in regular homecare 

services. One study finds the intervention to be cost neutral as the reduction in the participants/users’ need for services are 

matched by the economic investment in implementing reablement in the regular homecare services. One study finds an 

increase in costs.(50, 87-90) 

Norway Reablement is a cost-effective intervention.(66, 91) 

Australia Participants receiving reablement were less likely to use home care services, particularly personal care. Both studies showed 

large cost savings.(85, 86) 

Funding 

New Zealand A description of the development and impact of case-mix funding models on reablement type services.(30, 92, 93)  



 

2) Recipient level (beliefs and values, skills and knowledge) 

New Zealand 

A key feature of implementation of the model has comprised a twofold education process. 

Firstly, a collaborative approach to defining and refining the process within the local context to 

allow for alignment with the beliefs and values of the reablement staff. Secondly, the 

development of the skills and knowledge of staff around the key features of the model.(15, 16, 19, 

77) The most effective technique for embedding the model within practice has been formal and 

regular peer review sessions each month within the health regions to allow for experiential 

learning and problem solving at a local level.(94)  

The model has often been viewed by homecare coordinator staff as more complex than 

traditional homecare delivery. In addition to the case-mix funding system, the enhanced 

supervision required by the coordinator of the unregulated support workers, the increased 

requirement for liaison with primary and secondary care and the need to develop skills around 

goal setting and planning have all been seen as adding complexity to the provision of homecare. 

This has often led to issues relating to a perception of an increased workload but with data 

showing that there is also increased job satisfaction and a reduction in staff turnover.(15, 30) 

Integration of the new model into the practice of clinicians working as coordinators in homecare 

has been challenging and in most cases, this has aligned to individual disciplines areas of 

expertise. A team consisting of coordinators from different disciplines has often been observed 

as the most effective approach with each discipline providing support to their colleagues.(95)   

Denmark 

The government has been very active in helping the municipalities implement reablement by 

funding training courses via the national boards. Studies completed in 2012-13 developed 

evidence- and practice-based knowledge on reablement.(95-97) Outputs were an official 

handbook of reablement published by the National Health Board (98) and assistance to the Board 

in developing an evidence-based model of the organisation of reablement. The model was tested 

in two municipalities and evaluated thoroughly.(59) Likewise, the national legislation on 

reablement in 2015 was followed up by a nationwide study of reablement practice and 

organisation.(37)  

Danish studies show that implementing reablement can be challenging but rewarding for the 

homecare workers. It can be seen as a new way of doing things in opposition to the former and 

more compensatory models of delivering care,(55) and rewarding because the support workers / 

home carers get more interesting and challenging tasks and thrive with the closer cooperation 

with therapists.(47) For therapists, reablement fits within their existing practice and professional 

paradigm. Integrating nurses in the reablement interventions has been somewhat difficult, with 

many evaluations showing a low degree of fit with both the nurses existing practice and their 

values. Integrating nurses in reablement thus requires attention to their distinct work tasks and 

the organisation of these.(86, 99) 



 

Norway 

Therapists are often the ones who develop the intervention based on the goals identified by the 

participant. Although nurses are a part of the reablement team, they have struggled to find their 

role. Auxiliary nurses do often have the role as support worker / home carer, assisting the 

participant in daily training under supervision by therapy staff. A challenge here is whether the 

support personnel has the required qualifications to be able to individually adjust and modify 

the intervention based on the participant`s progress.(80) When implementing reablement, 

municipalities provide internal education for the whole team. However, attending external 

courses/conferences and formal education for competence building, is also common.(42)   

The staff are in large positive towards reablement with only 29% of the respondents of a survey 

reporting resistance towards implementing reablement.(100) Accordingly, staff working with 

reablement report interprofessional teamwork as motivating(40, 41) and closely aligned with 

professional ideals.(101)  

Western Australia 

In 2016 the Regional Assessment Service (RAS) assessors, who had for some years been 

assessing an individual’s support needs within the context of the Wellness Approach, began to 

undertake specific training in reablement. This targeted training further developed the 

assessor’s skills to, introduce and embed targeted reablement strategies as part of their 

assessment practice. 

RAS Assessors will, as a rule have a non-tertiary, government endorsed (vocational) 

qualification, similar to that required of homecare support staff. In WA, a robust process is in 

place to select and train assessors to ensure they not only have the skills and knowledge to 

perform in the role but also display a positive attitude towards ageing and older people within 

the context of reablement. Initial training is for two days. After a series of observed assessments, 

an assessor is deemed as competent by an external reablement expert. Each assessment agency 

has monthly case meetings, staff receive ongoing mentoring, professional development and 

their case notes/support plans are reviewed regularly through a formal audit process.  

HIP and PEP has most often involved the use of registered health professionals but in 2014 

Silver Chain trialled HIP being delivered by coordinators who were non-health professionals 

and requirements were similar to those of RAS assessors, this was called HIP-C.(68) 

The Netherlands 

So far the ‘Stay Active at Home’ programme has been implemented at MeanderGroep South-

Limburg, a large healthcare provider that offers different types of homecare services. Personal 

care and nursing services are provided by small-scale self-directed nursing teams. Each team is 

guided by a district nurse. The other team members are vocationally-trained registered nurses 

or certified nurse assistants. Domestic support is provided by support workers / home carers, 

who work individually under supervision of a manager. Traditionally, Dutch nurses and 

domestic support workers tend to focus on doing things for their participants rather than with 

them.(102) However, participants are sometimes difficult to motivate to participate in daily and 

physical activities. Reasons may be a lack of motivation, fear of falling, depression or a poor 



 

understanding of the long-term benefits of physical activity.(103) The ‘Stay Active at Home’ 

programme was developed to facilitate this change and apply reablement in practice.(45) 

Homecare professionals follow a 9-months training, which consists of face-to-face meetings, 

practical assignments in-between the meetings and weekly newsletters.  

3) Inner context – local and organisational level (leadership and support, culture and 

organisational priorities) 

New Zealand 

Within New Zealand a mixture of For-Profit and Not-For-Profit private organisations are 

contracted to deliver homecare. An increasing number of these are large national providers 

whereas there remains a small number who only provide services within one or two health 

regions.(27) The ability of smaller organisations to effectively implement the model has been 

variable whereas in a number of cases the learning within larger organisations allows for the 

transfer of experience from previous health regions where they may have been involved in the 

delivery of the restorative model.  

Denmark 

Though implemented by law in 2015 and thus spreading to all municipalities in Denmark, 

reablement was initially a bottom-up initiative to contain costs of elder care and to improve 

both quality of life for older adults and staff motivation. Evaluations showed potential for 

economic gain,(79) which caused reablement to rapidly spread to 92 of 98 municipalities in 

2012.(34) Being a bottom-up initiative implemented nationwide, reablement seems to fit well 

into existing practices in the municipalities. Help-to-self-help has been a guiding principle in 

elder care services for decades but has not had the same impact as the more focused reablement 

perspective.(1, 35) Integration of the reablement perspective in regular homecare services, who 

alongside or after the reablement intervention provide homecare to the same recipients, has 

been difficult, mostly because of existing and strong values of performing the services in a more 

traditional way, eg. doing things for the participant instead of with the participant, but also 

because of organisational factors.(34, 47-49, 51)  

The municipalities vary in their organisation of reablement, eg. whether therapists or nurses are 

a part of the homecare reablement team or organised separately, and whether reablement is 

performed by a specialised team of reablement-trained home carers in cooperation with 

therapists and nurses – or by the regular homecare service teams. Based on the research to date, 

it is not possible to claim one form of organisation is more efficient than another, as there are 

benefits and disadvantages with each.(34-36, 96) The most common organisation of reablement 

services is performed by the regular homecare teams with added resources in form of therapist 

or nurses organised in another part of the organisation, who are responsible for the reablement 

intervention in question. 

Norway 

The way the reablement team is organised and the way the intervention is delivered, varies to 

some degree from municipality to municipality.(66) Whether reablement is organised as a 

specialist team or as an integrated team between staff from homecare services and home-based 



 

allied health services, the effect of the rehabilitation for the participants does not differ. 

Reablement is regarded as a better framework for cooperation and application of professional 

expertise and judgement. The better working conditions include working with joint goals, and 

providing times and places for joint meetings for professional communication, collaboration 

and supervision.(40, 101) 

Implementing reablement is a subtle process involving three phases in which stakeholders move 

from replicating a full-package reablement programme delivered elsewhere, to an adapting 

phase and, finally, to an established reablement service tailored to meet local needs.(104) The 

replication phase is characterised by an effort to replicate an existing reablement service. In the 

adapting phase, it appears that replication of an existing reablement service model is 

insufficient. Adapting means tailoring the reablement service to local needs and adapting the 

community to this new way of offering public health service. The adapting phase is 

characterised by staff facing a complex reality and being both frustrated and creative. The 

establishing phase is the final phase and covers how the reablement service integrates into the 

municipal health service. In this phase the staff is capable of distinguishing between those who 

can benefit from reablement and those who cannot. The phase is characterised by a frail stability 

because the health service is a part of a constant process of change caused by economic 

constraints, lack of qualified staff and other factors.(104) 

Western Australia 

The main aim for community care services in WA is to deliver quality care and assist older 

adults to remain living independently for as long as they are able to do so. The Regional 

Assessment Service (RAS) agencies are key to determining whether an older person requires 

support through the Commonwealth Home Support Program.  Many older people will have 

experienced health and functional declines before they first seek access to community care.  

The reablement philosophy is about empowering the older adult to maintain existing abilities, 

adapt to changed circumstances such as functional loss, or to regain confidence and capacity to 

resume normal activities. RAS agencies are independent organisations to the community 

service organisations delivering homecare services. This clear separation between assessment 

and service provision allows RAS assessors, through the lens of transparency, to conduct and 

maximise the independence of assessments. 

The Netherlands 

Next to the knowledge, attitude and skills, a facilitating environment is needed to implement 

reablement in practice.(40, 41) As a consequence, it is important to ensure that team managers, 

policy makers, and the board of directors have an understanding of reablement and are 

supportive of it. Within the ‘Stay Active at Home’ programme they are regularly informed 

about the aims, content and progress of the training. In addition, facilitators and barriers 

regarding the approach to homecare delivery are discussed and addressed. The district nurses 

and the team managers of the domestic teams are invited to participate in all training 

activities,(45) delivery are discussed and addressed.  



 

4) Outer context – national level (policy, social, regulatory and political infrastructures) 

New Zealand 

This model of reorientating homecare is a response to New Zealand government policy 

developed in the early 2000s,(105-110) which provided a focus for providers of health services to 

ensure equitable, timely, affordable and accessible health services for older people. (16, 20, 94, 111) 

Of particular relevance is that homecare needed to have a rehabilitation and empowerment 

focus that supported specialist health services for older people and collaborative relationships 

needed to be developed between health and disability support services to ensure a co-ordinated 

approach and continuity of care for older people. 

Denmark 

The implementation of reablement in Denmark has been supported by legislation and 

financially by large funding schemes with different aims from the National Health Board. 

Municipalities are obliged by law to offer a free choice of homecare provider. They can but are 

not obliged to let private providers of homecare participate in delivering reablement 

interventions, but there is a quite large political focus on the subject. The subject of private 

providers of reablement interventions is severely under-researched,(35) and studies show 

contradicting opinions on the subject.(34, 96, 110) Finally, the implementation of reablement is 

supported by the homecare support workers’ educations, in which reablement is now a part of 

the curriculum.   

Norway 

The Norwegian Occupational Therapy Association initiated in 2012 the project “Reablement 

in Norway”.(112) The reablement project was supported economically by the Norwegian 

Ministry of Health and Care Services. Since then, the government has supported 

implementation of reablement in several white papers and other governmental plans.(113-115) 

From the national budget for the years 2013-2015, 6.8 million Euros in stimulation funds were 

distributed to municipalities that wanted to implement reablement. Moreover, the government 

commissioned that this implementation was followed by research documenting the effects and 

impacts of reablement.(42) Hence, many municipalities started reablement as a project financed 

by governmental stimulation funds. The challenge for them has been to prioritise transferring 

the project into a regular service provided on a permanent basis and to find funding for this 

within existing budgets.(66)  

Western Australia 

The aged care sector in Australia has been undergoing major reform for some years to ensure 

it is the best possible system, now and into the future. With these reforms, homecare is moving 

towards a more consumer-driven, market-based and nationally consistent system. Whilst WA 

has been on the “Reablement Journey” for some years, the Commonwealth Government is also 

supportive of both wellness and reablement and has essentially mandated these approaches in 

their key resources available to Regional Assessment Agencies and Home Care providers, and 

has an expectation that all providers will report against their wellness and reablement activities 



 

every year.(116, 117) Regional Assessment Services (RAS) assessors in WA currently take a 

reablement approach with all assessments, which includes strategies to help individuals achieve 

their goals and referral to a reablement specific service and to short term intensive support such 

as allied health interventions to address specific health, functional or wellbeing concerns. While 

RAS Reablement is in its infancy in Australia the Commonwealth Government have committed 

to RAS Reablement as being part of the future of community and homecare in Australia. 

The Netherlands 

In the Netherlands, homecare is funded on a fee‐for‐service basis. This funding model creates 

perverse incentives to stimulate quantity of care rather than quality of care: the more services 

are delivered, the more money homecare providers will earn. This is inconsistent with 

reablement that aims to stimulate independence of participants. Therefore, a new sustainable 

funding model is needed that facilitates goal-oriented, holistic and person-centred homecare 

that takes into account the capabilities and resources of participants instead of focusing on 

disease and dependency.(118, 119) In 2017, on behalf of the Dutch Ministry of Health, Welfare 

and Sport, the Dutch Healthcare Authority initiated a joint venture with three Dutch universities 

to create a knowledge base for the development of a new funding model for homecare in the 

Netherlands. Rather than incentivising the volume of care, the new model should incentivise 

homecare professionals to - based on their professional knowledge and experience - provide 

high‐quality care that is tailored to participants’ needs.(119) 

5) Facilitation  

New Zealand 

A major factor in successful implementation has been the facilitator role played by the Funding 

and Planning portfolio manager within a health region, (who is responsible for strategic 

responses for the health needs of the population at a regional level) and the local manager of 

the assessment agency. To a certain extent the manager of the homecare agencies have also 

been the facilitators.(30, 94, 111)  

Denmark 

Being a bottom-up initiative, the municipality of Fredericia has been the foremost facilitator of 

reablement in Denmark, and the municipalities themselves have been the most important 

facilitators. Other important facilitators are the National Board of Social Services, who was the 

responsible agency until 2015, and the National Health Board since then.  

Norway 

From 2012 and onwards the Norwegian Occupational Therapy Association promoted 

reablement extensively to national and local health authorities, as well as to interested 

clinicians, administrators and scholars nationwide. The association created a widespread 

enthusiasm for reablement, encouraging and supporting clinicians and municipalities that 

wanted to start implementing the new service. In addition, national authorities stimulated 

implementation. 



 

Western Australia 

Reablement in WA commenced and was driven through the introduction of HIP and PEP and 

subsequent “Independence Programs” developed by one health and community care 

organisation. The WA state government Aged Care Policy Directorate played a key facilitator 

role through strategic support and ongoing funding.As the Australian homecare landscape 

changes, reablement is now an underpinning philosophy of the Aged Care reform agenda and 

therefore predominantly funded by the Commonwealth Government, who may, along with the 

Regional Assessment Services, be viewed as fulfilling the role of facilitator of reablement in 

Australia.  

The Netherlands 

The researchers from Maastricht University developed the ‘Stay Active at Home’ programme  

in co-creation with relevant Dutch stakeholders (i.e. nurses and other healthcare professionals, 

older adults, policy makers, training officers, managers and the board of directors).(45) By 

participating in the development process they got enthusiastic about the programme and felt 

responsible for spreading the programme inside and outside their organisation. Also the 

stepwise implementation approach,  namely conducting a pilot study, an exploratory trial before 

a cluster randomised controlled trial started facilitated the implementation of the programme, 

as relevant experiences could be made that were used to further improve the feasibility and 

(cost-) effectiveness of the programme. Finally, as addressed earlier the support from the inner 

and outer context is/ was important to facilitate the implementation of reablement.  

Discussion 

In order to spread successful models of reablement, it is not sufficient to simply understand 

how models and activities are related to specific outcomes.(120, 121) Transferring models from 

one jurisdiction/country to another requires an understanding of how reablement is organised 

differently across multiple jurisdictions and how differences in organisations affect the transfer 

of ideas and innovations both within and across jurisdictions.(9, 121) The i-PARIHS framework 

allows for exploration of barriers and enablers that influence implementation and spread of 

reablement.(13) As can clearly be seen, the implementation of reablement across the five 

countries has a number of common features in addition to features unique to each country.  

Within New Zealand reablement type services have been implemented across 15 of the 20 semi-

autonomous health regions. In Denmark, all municipalities have implemented reablement, 

driven by legislation from the National Health Board. In a similar fashion, Norway has seen 

reablement implemented across the majority of the municipalities. The Norwegian model is a 

well-developed approach to scaling up and spread of reablement into a new municipality. The 

complex nature of the health system in Australia with both federal and state funding and policy 

has meant that the spread of reablement has been variable and at times lost in translation. In 

Western Australia and Victoria, a reablement approach became the underpinning philosophy of 

both states with regards how support was provided to people receiving home and community 

care services. Although not universally adopted, a number of service providers across Australia 

have changed the way their services are delivered and have developed reablement focused 

support services and programs. In the Netherlands reablement is in its infancy with small pilot 



 

projects informing robust research to build the evidence base within the local context. It is 

proposed that a major factor in driving the scale and spread in New Zealand, Denmark and 

Norway is the centralised policy and planning structures within these fairly small countries, 

which has enabled a coherent and sustained approach to widespread implementation.  

The description of the innovation itself shows that there are key common features in the 

composition of reablement across the five countries. All have a focus on community-dwelling 

older adults with functional decline and share a common philosophy that includes an 

interdisciplinary approach to delivering care and support and a move away from services that 

may promote dependency. The differences in structuring reablement may predominantly be due 

to the local context within the countries. For example, the degree of integration of reablement 

services within homecare shows considerable variation. In New Zealand there is full 

integration, whereas in Norway there was a focus on the integration of rehabilitation and 

homecare resources. In Denmark there is a split model with some municipalities delivering 

reablement using homecare staff and others using designated reablement teams in cooperation 

with homecare staff. 

Each country would appear to have had particular success in the refinement of different aspects 

of reablement service provision. In New Zealand there has been a strong focus on 

comprehensive geriatric assessment using interRAI and the development of funding models to 

provide incentives to contracted organisations in line with economic theory. (122, 123) In 

Denmark, considerable innovation has occurred in education and resourcing. Norway has 

concentrated significant effort into developing a strong therapy focus with occupational therapy 

championing reablement services. Australia has demonstrated unique approaches to assessment 

and resourcing of staff within reablement service provision. The Netherlands has been able to 

choose features from the different models of reablement implemented in other countries. 

There is conflicting evidence relating to the ability to set meaningful participant centred goals 

within reablement with Danish evidence that goals are often constrained by available 

services.(47-55) This is supported by goal setting within rehabilitation settings where goals 

aligned to clinician priorities is a common issue,(124, 125) with such ‘privileged goals’ 

representing known territory for clinicians as they relate to activities that they were comfortable 

performing and addressed their main work responsibilities and priorities.  However, in New 

Zealand and Norway, training for clinicians in the use of specific goal setting tools (TARGET 

and COPM) resulted in a greater emphasis on participant driven goals.(16-18, 21, 56) The level of 

engagement of participants within reablement service provision is closely linked to evidence 

highlighting the impact of participatory goal setting.(126-128) In addition, demonstrable alignment 

of the values of a service with those of the participant and their family,(58) a focus on enhancing 

motivation(34, 35, 59) and involvement of the family(58, 61-64) were also associated with effective 

engagement of the participant within the reablement process.  

Across the five countries there was robust evidence for the impact of reablement on activity 

performance, physical function, health related quality of life, social support with significant 

changes observed.(16, 19, 65-70) Furthermore, there is strong support for the idea that reablement 

leads to a change in service usage patterns(68-70, 82-86) although the impact on cost is less clear 



 

with an increase in cost effectiveness observed across New Zealand, Norway and Australia(42, 

66, 82, 85, 86, 91) but inconclusive evidence from Denmark.(50, 87-90) 

The focus on integrated teamwork across reablement teams appears to be a significant factor in 

delivering these changes in key outcomes. However, there is also evidence that the team 

approach led to higher levels of staff satisfaction(34, 40, 41, 80, 81) and reduced staff turnover.(15) It 

is interesting to note that this increased satisfaction is accompanied by evidence that staff find 

the implementation of reablement to be challenging because of organisational factors (eg. lack 

of time) and motivational factors (eg. support workers / home carers preferring to work more 

compensating).(94, 129) 

A common feature at a recipient level is the acknowledgement of the need for robust training 

to enable any necessary change in culture of dependency among homecare or community health 

and social care workers and to manage the complex nature of the participants. There is evidence 

from a number of the countries that the implementation of the model is challenging for health 

professionals and may involve delegation of some tasks, that may have been aligned to specific 

disciplines, to home carers/support workers.(77) 

Conversely, there is a level of divergence in the disciplines involved in the delivery of 

reablement services.  In New Zealand the model primarily uses registered nurses to undertake 

assessments and coordinate services with home carers/support workers providing assistance 

and support to the participant. Therapy input is provided in a consulting or advisory capacity. 
(77) This is a model that has been replicated in the Netherlands with registered nurses being the 

key discipline involved in coordination of reablement. Within Denmark and Norway the 

delivery of reablement is most often led by therapists in cooperation with home carers, with 

registered nurses having either a minimal or an unclear role. In the Western Australian model 

initially reablement was delivered by therapists and nurse with assistance from support staff. 

However, more recently there has been innovation around the use of non-health professionals 

in assessment and coordination roles. These variations in skills-mix can be ascribed differences 

in supply and organisation of health services between the countries. 

At the inner context level of the i-PARIHS it is interesting to note the variation in the 

composition of organisations providing reablement services. In Norway and Denmark staff are 

employed directly by the municipality, for Denmark there are examples of private providers of 

home care offering reablement services under contract with the municipalities, whereas the 

majority of providers in the other countries are contracted organisations that are a mix of for-

profit (FPO) and not-for-profit (NFP) non-governmental organisations.  However, in general,  

there is evidence to suggest that the type of organisation (FPO versus NPO) has little effect on 

client or staff satisfaction (130, 131) and that inter-organisational relationships and communication 

is a far more important factor in effective service provision.(132, 133)   

The authors of iPARIHS described facilitation as the “active ingredient” for implementation. 
(13) It was defined as “the construct that activates implementation through assessing and 

responding to characteristics of the innovation and the recipients” in context (13), p 8). iPARIHS 

situates the success of implementation upon whether the facilitator can enable the recipients to 

make the desired change. Across the five countries there were various approaches to facilitation 

of implementation. Within New Zealand and Denmark this was undertaken by regional and 



 

local managers in the health region or municipality. In Norway the national occupational 

therapy association played a key advocacy and facilitation role. Within Australia the state 

government and Commonwealth governments and the Silver Chain organisation were key to 

facilitating implementation.   

Conclusion 

Implementation of a new intervention like reablement is a complex and dynamic process 

influenced by many factors. This chapter has shown factors that have influenced the variation 

in implementation of reablement across five countries. Despite variations in health care systems 

across the countries, the driving forces are similar, namely the sustainability threats due to the 

demographic change, lack of qualified personnel, and demand for homecare service exceeding 

supply. Implementation of reablement across five countries has a number of common features, 

as well as features unique to each country and this highlights the importance of context in 

successful implementation of complex interventions. 
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