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ABSTRACT
Background: Social participation and the ability to build and maintain social relationships is
emphasized as important for older people’s health and well-being.
Aim: To explore if social participation is addressed and whether age, gender and level of func-
tioning are associated with the composition of occupational therapy interventions within the
context of reablement.
Method: In this cross-sectional study, invitations to participate were sent to 60 municipalities in
Sweden. 318 occupational therapists participated and described the character of initiated inter-
ventions made during 3 weeks through web-based surveys.
Result: 1392 cases were reported in the age span of 19–103years, 61.7% were women. A higher
proportion of persons having no home care and minor functional dependency got interventions
with a focus on social participation to a higher extent than persons with major functional depend-
ency. Occupational therapists’ interventions vary as related to functional limitation, age, and gender.
Conclusion: The results indicate that the severity of functional limitation impacts the focus of
the intervention whereas age and gender do not. There is a need for social participation to be
more clearly addressed within the context of reablement.
Significance: To develop a person-centred intervention, one needs to consider aspects of age,
gender, and functions.

ARTICLE HISTORY
Received 15 December 2020
Revised 6 July 2021
Accepted 6 August 2021

KEYWORDS
Ageing; activity; every-day
rehabilitation; restorative
home care services; social
health; social care;
community participation

Background

The importance of social participation and the ability
to build and maintain social relationships is empha-
sized by the WHO in their report Ageing and Health
[1]. Likewise, participation has been emphasized in
WHO: s policy framework [2], by defining active age-
ing as ‘the process of optimizing opportunities for
health, participation and security to enhance the qual-
ity of life as people age’. Further, social health and
social services are among others, identified as key
determinants in the same policy framework. Thus, in
line with earlier research [3–5], social participation
and social relationships are of importance and war-
rant attention when implementing health and social
care services. According to Levasseur et al. [6], social
participation is a complex concept, focuses mostly on
interaction in society and community, and

recommends researchers to identify a specific defin-
ition of social participation. Therefore, our focus in
this paper is on having the possibility to participate in
key out-of-home activities, important elements of
well-being in later life [7] and considered as a central
aspect of active and healthy ageing [8,9]. For older
people being allocated home help, leisure, social par-
ticipation and activities outside the home are areas of
engagement that are considered important but also
the ones more likely to be unmet [10]. Further, the
ability to move around in the community is an
important part of participating in leisure, social, and
other activities [11], and for health and well-being
[12]. Therefore, our assumption is that aspects such
as outdoor mobility, leisure, social contacts, and com-
munication are related to social participation. Even if
increasingly more time is spent at home as people age
[13], social relations and activities outside the home
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are emphasized as important for independence and
social participation among older people, as noted by
for example Wilde and Glendinning [14].

One way to promote social participation is through
reablement. Reablement is defined as an ‘inclusive
approach irrespective of age, capacity, diagnosis or
setting’ [15]. The approach includes an initial com-
prehensive assessment followed by regular reassess-
ments and the development of goal-oriented support
plans. Reablement supports an individual to achieve
their goals, if applicable, through participation in
daily activities, home modifications and assistive devi-
ces as well as the involvement of their social network.
Reablement consists of multiple visits and is delivered
by a trained and coordinated interdisciplinary team.
This team includes professionals such as occupational
therapists, physiotherapists, nurses, and home trainers
[15]. Occupational therapists have specific knowledge
of occupational theory and meaningful everyday occu-
pations [13]. Due to their unique core skills, occupa-
tional therapists have a central role within the
reablement team. Therefore, in this paper, the focus is
on occupational therapy interventions within the con-
text of reablement.

With regard to existing research on reablement, a
recently published critical review [16] focussed on the
concept of reablement and the practice of reablement.
Largely, found that outcome measures focussed on
functional independence and that more emphasis on
social connectivity, that is, helping clients to re-estab-
lish community and other social relationships, is
needed in the current reablement approach. In a
Norwegian study, Witsø, Ejde, et al. [17] came to
similar conclusions and in another study on older
people receiving home care, Vik and Eide [10] found
that in addition to indoor mobility and self-care, leis-
ure and social activities were identified as important
activities but also that these activities were the ones
with which respondents were least satisfied.

Some factors are important for social participation
among older people. From the perspective of older
people themselves and their experiences of receiving
reablement interventions, reablement services were
effective regarding regaining independent living skills
related to personal care [14], however, the older per-
sons in that study reported that they did not acquire
help to realize goals focussing on social relations nor
on social and leisure activities. For example, the inter-
viewees reported ‘expressed distress at being confined
to the house’. Lee et al. [18] examined social partici-
pation and how it might be influenced by self-rated
health, gender and age. The results showed that the

influence of social participation on health status
increases with age, and the effect on social participa-
tion is greater for women. Thus, social participation
should be considered in community interventions, but
this is scarcely investigated [19]. In addition,
Tuntland et al. [20] found in one study that gender
and level of functioning had an impact on reablement
outcomes such as activity performance and satisfac-
tion with performance. However, it has not been
explored whether such baseline factors impact how
interventions are composed. Therefore, in this paper,
we aimed to explore if social participation was
addressed and whether age, gender and level of func-
tioning were associated with the composition of occu-
pational therapy interventions within the context
of reablement.

Method

This is a cross-sectional study, utilizing data from a
national survey on the role of occupational therapists
and physiotherapists in reablement context which
included 43 municipalities and was conducted in
2017–2018 [21]. There is a growing global interest in
reablement services, and the national survey is the
first comprehensive study investigating reablement
services in Sweden. To address the purpose of the
survey, four different web-based surveys, specifically
developed to collect data on organizations, target
groups, content, and focus of intervention, use of
assessments, and collaboration with other professio-
nals were used. Data on occupational therapists’ char-
acteristics such as gender, age, education, and
experience from working with reablement were also
collected, described in our earlier publication [21].

Sample

In Sweden, 60 of the 290 municipalities have a Local
Authority Senior Rehabilitation Advisors (LASRA)
employed. The LASRA is responsible for quality
assurance in relation to rehabilitation within the con-
text of municipality home health care. All Local
Authority Senior Rehabilitation Advisors from a
national network constituted the recruitment base for
this study.

Procedure and data collection

In the first step of recruitment, an invitation letter
was distributed through the national network of
LASRAs. To clarify the focus of the study, the
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following characteristics were used to describe reable-
ment: (1) occupational therapists and physiotherapists
were coordinators of the reablement work, (2) inter-
ventions were implemented in ordinary housing, (3)
the main focus was on daily activities important for
the person, (4) interventions included collaboration
with home care staff, (5) interventions were organized
within a municipality context (also including private
companies), (6) interventions included collaboration
with other professionals, for example, district nurses,
social workers, managers for home care staff.

A total of 43 LASRAs replied to the invitation
answering the first survey concerning the organization
of reablement in each municipality. Out of these, 38
stated that their municipality was willing to partici-
pate. In the second step of recruitment, OTs and PTs
in 38 municipalities willing to participate were
informed about the aim, content and procedure of
the study and that participation was voluntary. The
information was provided by e-mail from the second
author and further distributed by the LASRAs. At this
step, four municipalities decided that they were
unable to participate. Thus, a total of 34 municipal-
ities participated in the study meaning that both OTs
and PTs answered the profession-specific web-
based survey.

Participating occupational therapists (n¼ 318) were
instructed to describe cases for which interventions
were initiated during 3 weeks through a web-based
survey. Eligible cases included all persons for which
interventions addressed a ‘new need’ during this
period. The actions included in the intervention for
each case were followed for as long as the interven-
tion was ongoing but no longer than 3 months after
the start of data collection. To address frequently
asked questions raised by the occupational therapists
during the study period a document was constructed,
regularly updated, and distributed by e-mail to all
participants. A final survey was focussed on demo-
graphic characteristics of the participating occupa-
tional therapists and physiotherapists including, for
example, level of education, time in current position
and experience working with reablement.

For more information on the context, data collec-
tion and procedure, see Zingmark et al. [21].

Ethics

The participants were LASRAs, occupational thera-
pists and physiotherapists. At the start of the study,
the LASRAs received information about the study,
that participation was voluntary and was asked

whether the municipality they represented wanted to
participate. For municipalities that agreed to partici-
pate, written information about the study was sent by
e-mail to the occupational therapists and physiothera-
pists in the municipality. Each municipality decided
to what extent, that is, how many of their occupa-
tional and physiotherapists took part in the study.
The study was approved by the Ethical Board at
Umeå University, Dnr: 2015/268-31€O.

Analysis

Data were analyzed and presented descriptively. Chi2

tests were used to analyze if there were differences in
relation to age, gender and level of functioning
regarding (i) the focus on a basic need vs. social par-
ticipation, (ii) the number of contacts and (iii) the
duration of the intervention. A basic need was
defined as including one or more of the variables
body functions, walking indoors, self-care and domes-
tic life. Social participation was defined as including
the variables walking outdoors, social contacts, com-
munication, and leisure. This is based on earlier
research, stating that activities outside the home are
important [10–12]. In addition to including all
response options for a number of contacts and dur-
ation of the intervention in Chi2 tests, these variables
were also dichotomized. The number of contacts was
dichotomized comparing cases that included a max-
imum of five contacts versus cases that included six
contacts or more. The duration of the intervention
was dichotomized comparing cases including a max-
imum duration of 6 weeks versus cases including dur-
ation of 7 weeks or longer. To evaluate differences in
relation to age, the median, 81 years, was used as a
cut-off resulting in the two groups: those younger
than 81 and those 81 years and older. Gender was
analyzed in relation to the female or male sex.
Functioning was defined in relation to three levels of
dependency, that is, no home care; minor functional
limitation including those allocated safety alarms and/
or help with domestic tasks e.g. shopping, cleaning;
major functional limitation including those allocated
home help for with personal activities of daily living.

Result

In all, there were 1392 cases; 859 (61.7%) were
women; the age span was between 19 and 103 years,
the mean age was 78 years and the median 81 years.
12.5% were younger than 65 years, 33.9% were in the
span 65–79 years, 40.5% in the span between 80 and
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90 years and 13.1% were 90 years or older. In all, 359
cases (25, 8%) were not allocated any home help, 230
cases (16.5%) were categorized as having minor func-
tional limitations and 803 cases (57.7%) as having
major functional limitations. Regarding the propor-
tion of cases in each level of functional limitation,
there were no significant differences in relation to
gender between men and women (p¼ 0.915). In rela-
tion to age, there were significant differences regard-
ing the proportion of cases for each level of
functional limitation (p ˂ 0.001); a larger proportion
among those older than 81 years had a major func-
tional limitation (68.3%) compared to those younger
than 81 years (44.1%) whereas a larger proportion
among those younger than 81 years was not allocated
any home help (39.4%) compared to those older than
81 years (15.3%) The focus for the OT interventions
(assessment, goalsetting and/or specific intervention
included) could be within seven different life areas:
body function, walking indoors, walking outdoors,
self-care, domestic life, social contacts, and
communication.

The focus of the intervention

The intervention focussed on social participation only
in 94 cases (6.8%). In 1298 cases (93.2%), the assess-
ment, goal setting and intervention were focussed on
basic needs, whereas in 94 cases (6.8%) the interven-
tion was focussed on social participation. There were
no significant differences regarding the foci of inter-
vention in relation to age (p¼ 0.81) or gender
(p¼ 0.78). For a higher proportion of cases with no

home care (9.5%) and minor functional limitation
(10.9%), the intervention included a focus on social
participation compared to cases with major functional
limitation (4.4%), (p� 0.001).

Number of contacts

In most cases, the intervention included a maximum
of 5 contacts; 797 cases (57.3%) included a maximum
of 1–2 contacts, 459 cases (33.0%) included 3–5 con-
tacts. In 95 cases (6.8%) the intervention included 6
to 9 contacts and in 41 cases (2.9%) the intervention
included 10 contacts or more. There were no signifi-
cant differences regarding the number of contacts in
relation to age (p¼ 0.124) or gender (p¼ 0.112).

When the number of contacts was dichotomized, a
larger proportion of those 80 years or younger
(11.4%) received more contacts (six or more) com-
pared to those 81 years or older (8.0%), p¼ 0.037,
Table 1. In relation to gender, a larger proportion of
men received six contacts or more (12.2%) compared
to women (8.3%); the difference did not reach the
level of significance (p¼ 0.052). In relation to the
level of functioning, the proportion of cases receiving
six contacts or more differed between those with no
home care (6.1%), those with minor functional limita-
tion (8.3%) and those with major functional limitation
(11.8%); (p¼ 0.007).

The duration of the intervention

In 1108 cases (79.7%), the intervention was imple-
mented over a period of 6 weeks or shorter: for 385

Table 1. Focus of the intervention, number of contacts and duration in relation to age, gender and level of func-
tional limitation.

�80
n¼ 694

�81
n¼ 697

Women
n¼ 859

Men
n¼ 532

No home care
n¼ 359

Minor
functional
limitationa

n¼ 230

Major
functional
limitationa

n¼ 803

Focus p¼ 0.814 p¼ 0.781 p� 0.001
Basic need 93.1 93.4 92.9 93.8 90.5 89.1 95.6
Social participation 6.9 6.6 7.1 6.2 9.5 10.9 4.4

No. of contacts p¼ 0.124 p¼ 0.112 p� 0.001
1–2 56.5 58.1 56.8 57.9 65.7 61.7 52.2
3–5 32.1 33.9 34.9 29.9 28.1 30.0 36.0
6–9 7.5 6.0 6.2 7.9 3.6 6.1 8.5
�10 3.9 2.0 2.1 4.3 2.5 2.2 3.4

Duration (weeks) p¼ 0.443 p¼ 0.195 p¼ 0.265
�1 26.9 28.4 26.7 29.2 30.6 32.6 24.9
1–3 31.8 33.9 33.3 32.4 34.0 30.4 33.2
4–6 19.9 18.2 20.1 17.3 18.4 17.8 19.7
7–9 7.9 8.8 9.3 6.8 7.2 7.4 9.1
�10 13.4 10.6 10.6 14.3 9.7 11.7 13.1

Note: all numbers are in percentages (%).
aMinor functional limitation includes home help limited to safety alarms and or help with domestic tasks. Major functional limitation includes home help
for PADL.
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cases (27.7%) the intervention lasted for a maximum
of 1 week; for 485 cases (32.9%) the intervention
lasted between 1 and 3weeks; for 265 cases (19.1%)
the intervention lasted between 4 and 6weeks; for 116
cases (8.3%) the intervention lasted between 7 and
9weeks; and for 167 cases (12.0%) the intervention
lasted 10weeks or more. There were no significant
differences regarding the duration of the intervention
in relation to age (p¼ 0.443), gender (p¼ 0.195), or
level of functioning (p¼ 0.265), Table 1. When the
duration of the intervention was dichotomized, there
was no difference in relation to age (p¼ 0.372), gen-
der (p¼ 0.763) or functional limitation (p¼ 0.111).
However, a larger proportion of cases with major
functional limitations tended to receive the interven-
tion over a period of 7weeks or more (22.2%) com-
pared to those with no home care (16.9%) and those
with minor functional limitations (19.1%).

Discussion

As aimed to be explored by the present study, the
results reveal that the composition of the occupational
therapists’ interventions in the context of reablement
varies in relation to age, gender, and level of function-
ing. The level of functional limitation was the only
factor that could explain differences related to the
focus of interventions.

In a recent study, Zingmark, Evertsson and Haak
[21], the results show that the foci of interventions
mainly were on needs related to indoor mobility and
self-care whereas needs related to social participation
were addressed for only a small proportion of all
cases. In the present study, there were several

important results that show the importance of think-
ing about aspects of age, gender, and level of
functioning.

Age

Clients 80 years or younger received more contacts
than clients of higher age. Even though the difference
was small, it is relevant to discuss the impact of age
on the composition of occupational therapy interven-
tions. Adding to this discussion, a larger proportion
of older clients also had major functional limitations
which could potentially require a more extended
intervention. Based on our data, we cannot draw any
conclusions on why this difference exists or what
impact it might have. Fewer contacts, however, indi-
cate that the opportunity to address a wider range of
activities such as a focus on social participation and
activities outside the home is limited. It has also been
shown that people value participation in social activ-
ities while growing older [22]. Further, Lee et al. [18]
show that the older you are, the more important
social participation is for health. Thus, the older you
are, the more important it is to think about social
participation, but our results do not show this.
Reablement is often described as targeting people at
risk of functional decline and at risk of losing inde-
pendence [23]. Thus, by being sensitive to older per-
sons’ own goals with maintained physical functions
such as walking outdoors the overarching long-term
goal should include enhanced possibilities for social
participation. Accordingly, a limited number of con-
tacts challenges possibilities to enable social participa-
tion. Our results indicate that the OT must reflect on
the number of contacts in relation to which type of
goals can be addressed. While the initial goals mainly
seem to be focused on ADL, subsequent goals could
address other facets of occupational engagement such
as leisure and social participation [23]. A stepwise
approach towards participation in out-of-home con-
texts is well in line with what older people consider
important [8,10]. In addition, the link between occu-
pational engagement and positive effects on a range
of health outcomes [24,25] further underlines the
importance that occupational therapists’ interventions
acknowledge the potential to extend their focus
beyond basic needs. A health economic modeling
study provides further support that a more extended
intervention, that potentially addresses a broader
range of needs and resulting in larger effects, can be
justified given the relatively small cost of the

Table 2. Focus for the intervention (n¼ 1392).
Number of foci for the intervention
Focus for the assessment,
goalsetting and/or interventiona Number of cases (%)

1 638 (45.8)
2 485 (34.8)
3 167 (12.0)
4 69 (5.0)
5 22 (1.6)
6 7 (0.5)
7 4 (0.3)
Walking indoors 876 (62.9)
Self-care 779 (56.0)
Walking outdoors 331 (23.8)
Body function 188 (13.5)
Domestic life 295 (21.2)
Social contacts 69 (5.0)
Communication 31 (2.2)
Leisure 1 (0.1)
Other focib 8 (0.6)

aMore than one answer could be reported.
bOpen-ended question including, for example, palliative care, fall preven-
tion, safety alarm, assessment dementia, information about technical aids.

SCANDINAVIAN JOURNAL OF OCCUPATIONAL THERAPY 5



intervention compared to other societal costs affected
by the intervention [26].

Gender

In 88–92% of all cases, the intervention included a
maximum of 6 contacts for men as well as for
women. Tuntland et al. [20] found that gender and
level of functioning had an impact on reablement out-
comes such as activity performance and satisfaction
with that performance. In Tuntlands’ study, women
seemed to benefit more than men from reablement
interventions. Also, Lee et al. [18] found that the
influence of self-related health on social participation,
defined as taking part in group activities or other
social activities the past year, is more notable among
people 65 years or older, especially among women.
Even though our results might be a sign of that men
and women are equally treated in the Swedish con-
text. Our results reveal that a larger proportion of
men received more contacts (12.2%) than women
(8.3%) (p¼ 0.052) (Table 1). Thus, our results indi-
cate a further emphasis on women’s needs and wishes
for interventions focussing on social participation.

Functioning

Our results show that most interventions in the con-
text of reablement focus on the basic need for all
cases (Table 1). These results are in line with Doh
et al. [16], showing that functionality is the most
essential feature of reablement and that functional
independence is the main goal of reablement. Further,
our results show a higher proportion of the cases hav-
ing no home care and with minor functional depend-
ency, got interventions with a focus on social
participation, compared to cases with major func-
tional dependency, and the number of contacts was
different (Table 1). Thus, these results indicate that
the severity of functional limitation has an impact on
the focus of the intervention whereas age and gender
have not.

The results show that there were no significant dif-
ferences regarding the number of contacts (p¼ 0.432)
or the duration of the intervention (p¼ 0.974) in rela-
tion to the focus of the intervention. One can assume
that longer intervention should promote opportunities
for an increased focus on social participation and that
more contacts, in this case, are about more complex
matters that, for example, require more supervision of
staff. Further, to get intervention over a longer period,
and with more contacts does not mean that the focus

is on ‘the right things’, that is, what the person wants.
Therefore, an interdisciplinary team is important, and
that everyone has a clear role and makes clear
assessments.

When it comes to functioning in relation to assess-
ment, goalsetting and/or intervention, our results
show that walking indoors and self-care were most
common, while leisure was the least common (Table
2). This is notable because functional mobility is the
most difficult and prioritized occupation among older
people who experience a functional decline. Further,
that occupational performance problem in outdoor
mobility is more common than indoor mobility [27].
The fact that people with functional decline prioritize
outdoor mobility, imply that occupational therapists
should be aware of this in their assessment, goalset-
ting and/or intervention, as confirmed by our results.
This is in line with previous research on mobility, as
several researchers argue that to move around inde-
pendently in society is important for participation
[28,29]. While indoor mobility is highly relevant for
the ability to manage self-care and other occupations
at home, it is relevant to reflect on how the ability to
walk indoors can be transferred to outdoor mobility.
If the intervention should be expanded to include
additional contacts, the intervention could also target
facets of outdoor mobility that could enhance aspects
of social participation that are relevant for the client.
In addition, the ability to move around in the com-
munity enables participation in, for example, leisure
and social activities [30,31].

In the present study, we assume that leisure, social
contacts, and communication are related to social
participation. Our results reveal that leisure was the
focus for assessment, goalsetting and/or intervention
in only one case of 1392 cases (˂0.001%). Sixty-nine
cases focus on social contacts, while 31 cases focus on
communication (Table 2). Regarding communication,
information, and communication technology (ICT) is
very important, because it is increasingly part of
social participation. Thus, it is difficult to participate
in society if you do not use technology and the inter-
net. This implies that even if previous research high-
light the importance of more focus on social
participation in the context of reablement [3–5] occu-
pational therapists must pay attention to the person’s
own goals and wishes. It seems like occupational
therapists’ interventions may require more than one
or two contacts. Given that we know the importance
of social participation, it is reasonable that occupa-
tional therapists should always include how the cli-
ent’s current situation affects her social participation,
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and if there is anything that should be addressed
through the intervention. An alternative perspective
could be that when basic occupational needs have
been addressed, a new discussion together with the
client could focus on whether other prioritized occu-
pations should be addressed. Thus, initial goal
achievement could be the first step of goal achieve-
ment, followed by a revised goalsetting focussing on,
for instance, leisure and social participation towards
supporting the person in living a fulfilling life, also
stated as the goal of reablement [23]. The importance
of social participation and the ability to build and
maintain social relationships is emphasized by the
WHO [1]. We believe that occupational therapy inter-
ventions have an important role in contributing to
social participation by use of the person-activity-
environment perspective [32]. Thus, this means that
occupational therapy interventions focus on the indi-
vidual’s goals. Accordingly, to prevent individual
problems with social participation and social relation-
ships, as stated in the definition of reablement [33],
and to consider that the intervention is person-cen-
tred. Further, there is a need for a person-centred
intervention, but it is also important to know that
social participation can have different meanings for
men and women.

Limitations

The strength of this study is that the results are based
on a comprehensive data collection about interven-
tions performed by an occupational therapist in dif-
ferent Swedish municipalities in the context of
reablement, reported by themselves. This is an
important contribution since the data consist of spe-
cific data on age, functioning and gender-related to
social participation. In the present study, data were
based on our assumption that aspects such as outdoor
mobility, leisure, social contacts, and communication
are related to social participation. Therefore, the
results in our paper should be interpreted with this in
mind. Though, it is important to consider that social
participation is a complex concept and an agreement
on a common definition is missing [6]. Further,
according to Levasseur et al. [6], social participation
reflects age, gender but also the persons’ sociocultural
identity. This means that social and cultural norms
must be considered and therefore, could be seen as a
limitation in our study. Unfortunately, social and cul-
tural norms are seldom referred to in most definitions
of social participation [6]. Since different concepts are
used and there were no definitions of different

interventions in the surveys, questions may have been
interpreted differently between occupational therapists
as well as how they described their actions. For
example, if the interventions focussed indoors or out-
doors. However, the surveys used were based on a
previous study [33] in which similar surveys were
developed in collaboration with practicing occupa-
tional therapists in the context of reablement.

A limitation is that our data does not include
information on whether informal care was given. In
the whole sample, it is likely that informal care also
was present parallel so municipality home care and
for those who were not allocated any home care. The
importance of providing support to informal care-
givers has been stated, among others [20].

Further studies

Further studies should focus on enabling health and
social participation outside the home, taking social
and cultural norms into account. Therefore, an inter-
disciplinary team is important, and that everyone has
a clear role and makes clear assessments.

Conclusion

This study found that occupational therapist interven-
tions focussed to some extent on social participation
but need to be addressed more clearly in the context
of reablement. The results indicate that the severity of
functional limitation has an impact on the focus of
the intervention whereas age and gender have not.
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