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ABSTRACT
Background:  Goal setting is an essential component of reablement programmes. At the same 
time it is also an important aspect in the evaluation of reablement from the perspective of clients.
Objectives:  As part of the TRANS-SENIOR project, this research aims to get an in-depth insight of 
goal setting and goal attainment within reablement services from the perspective of the older 
person.
Material and methods:  A convergent mixed methods design was used, combining data from 
electronic care files, and completed Canadian Occupational Performance Measure (COPM) forms 
with individual interviews.
Results:  In total, 17 clients participated. Participants’ meaningful goals mainly focused on self-care, 
rather than leisure or productivity. This mattered most to them, since being independent in 
performing self-care tasks increased clients’ confidence and perseverance. Regarding goal 
attainment, a statistically significant and clinically relevant increase in self-perceived performance 
and satisfaction scores were observed.
Conclusion:  Although most goals focused on self-care, it became apparent that these tasks 
matter to participants, especially because these often precede fundamental life goals.
Significance:  Reablement can positively contribute to goal setting and attainment of clients and 
may contribute to increased independence. However, effectiveness, and subsequently long-term 
effects, are not yet accomplished and should be evaluated in future research.

Introduction

Many countries encourage ageing in place, which 
means promoting older people to remain living at 
home for as long as possible [1–3]. Moreover, most 
older people prefer to remain living at home despite 
increasing care needs [2,4–6]. This is in line with the 
Healthy Ageing framework; the goal of the framework 
is to enable older people to continue to remain in 
their usual place of residence and avoid or delay tran-
sitions to institutional care [1,7]. The framework also 
emphasises the importance of maintaining functional 
ability, preserving intrinsic capacity, and creating a 
supportive environment to meet a person’s needs 

[8–10]. Being able to perform meaningful daily activ-
ities creates a sense of purpose, especially when these 
activities take place in the community and result in 
social connectedness [4,5]. Both the physical and 
social environment of older people play an important 
role in their health and well-being, thus investing in 
a supportive environment, and devoting attention to 
how people engage with their environment becomes 
all the more important [10,11].

Reablement is a strategy to stimulate indepen-
dence in an older person’s own environment. It is a 
person-centred, holistic approach that promotes 
older adults’ active participation in daily activities 
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through social, leisure, and physical activities cho-
sen by the older person in line with their prefer-
ences, either at home or in the community. It is 
delivered by an interdisciplinary team often led by 
an occupational therapist and/or registered nurse 
[12,13]. An important element of reablement is that 
individuals define their own meaningful goals 
together with care professionals [11,14]. Care pro-
fessionals assist individuals in identifying their 
capabilities and opportunities to maximise their 
independence and support them in achieving their 
goals, through participation in daily activities, home 
modifications, assistive devices, and the involve-
ment of their social network [12,13,15–17]. Finally, 
it is important to monitor and evaluate the achieve-
ment of goals [12,18].

The evidence on the effectiveness of reablement 
compared with traditional home care is mixed and 
limited [16]. While some literature reviews highlight 
promising results [19–22], especially in terms of daily 
functioning, health-related quality of life, and health- 
care utilisation, others report significant ambiguity 
regarding its effects, costs, and cost-effectiveness 
[13,23–25]. The mixed results are mostly due to the 
fact that different outcome measures are used, mak-
ing it hard to compare findings [26]. Moreover, a lot 
of these outcome measures are generic. However, 
reablement is a tailored approach guided by personal 
goals, needs, and resources. This means that the less 
sensitive generic measures are not the most suitable 
to detect improvements in independence [13].

A core component of reablement is setting per-
sonal goals and the engagement of people therein; 
when participants are not fully consulted regarding 
their reablement goals this could lead to a lack of 
engagement of the older person (e.g. ignored need 
for social connectedness during goal setting) [27]. 
More insight is needed into what meaningful goals 
are and whether these goals are achieved while 
using reablement programmes. Despite the impor-
tance of goal setting and goal attainment in reable-
ment services, they are often overlooked as outcome 
measures when evaluating reablement [11,28]. For 
example, the Canadian Occupational Performance 
Measure (COPM) [29] has been found to be sensi-
tive to measuring improvements in older people’s 
participation in chosen daily activities [30]. However, 
only three reablement studies have included this 
outcome measure in their evaluation [28]. Moreover, 
despite conflicting evidence regarding the effective-
ness of reablement, participants’ and their carers’ 
experiences are mostly positive [27,31,32]. Therefore, 
in a person-centred approach, it is recommended to 

evaluate changes and gains experienced by older 
people by using qualitative research methods.

Despite its critical role, goal setting and goal attain-
ment are often neglected as outcome measures. 
Moreover, combining and integrating both the quan-
tifiable effects regarding goal attainment and the per-
son’s experiences regarding both goal setting and 
attainment, comprehensively captures clients’ progress 
and perceptions, shedding light on the effects of 
reablement services beyond mere quantitative metrics. 
Therefore, this research aims to get an in-depth 
insight of goal setting and goal attainment within 
reablement services from the perspective of the 
older person.

Material and methods

Study design

This study entails a convergent mixed-methods design 
[33], meaning that both qualitative data (individual 
interviews to gain an in-depth insight into clients’ 
experiences with the goal-oriented approach) and 
quantitative data (regarding goal setting and goal 
attainment scores) were collected and analysed simul-
taneously. Subsequently, both analyses were compared 
and results were integrated. The integration involved 
merging the results from the quantitative and qualita-
tive data so that a comparison could be made and a 
more complete understanding is obtained than that 
provided by the quantitative or the qualitative results 
alone [33]. Data collection and analysis took place 
during the period March 2022 and May 2023.

Setting

The study took place in the Netherlands, more specif-
ically the ‘Longer Vital at Home’ (LVaH) reablement 
programme was evaluated at one care provider in the 
province of North Holland in cooperation with the 
local municipality. The long-term care organisation 
provides home care (i.e. district nursing and domestic 
care), primary care (i.e. allied health), social care, 
inpatient geriatric rehabilitation and residential care.

Intervention: Longer Vital at Home

LVaH is a community-based interdisciplinary reable-
ment programme to promote self-management and 
self-reliance of community-dwelling older adults. 
LVaH is based on the principles of I-MANAGE, a 
model for a reablement approach tailored to the 
Dutch home care setting. The model provides 
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guidance and structure for implementation in differ-
ent local care contexts and leaves room for tailoring 
to the specific needs and resources of the organisation 
and the needs of care receivers [18]. LVaH is intended 
for community-dwelling older adults with care needs 
regarding self-care, mobility, household activities and/
or well-being. Exclusion criteria are lack of motiva-
tion, terminal illness or receiving end-of-life care, 
planned nursing home admission, complex cognitive 
problems, or a care need which only requires techni-
cal nursing skills (e.g. complex wound care). An 
interdisciplinary team consisting of occupational ther-
apists (OTs), district nurses, registered nurses, certi-
fied nursing assistants, physical therapists (PTs), 
domestic support workers and community consultants 
from the municipality join forces to promote the 
self-management and self-reliance of participants. This 
may entail activities of daily living (e.g. self-care activ-
ities, household chores) as well as mobility and 
well-being activities either at home or in the commu-
nity, depending on the older adult’s personal goals. 
The programme lasts up to 12 weeks and has 5 phases. 
After programme referral by district nurses, commu-
nity consultants from the municipality, or the general 
practitioner (GP) (Phase 1), the OT visits the partici-
pant together with the community consultant or dis-
trict nurse for a comprehensive assessment (Phase 2). 
Based on the principles of Positive Health [34], both 
the current level of self-management and self-reliance 
is examined, as well as gaining insight into what the 
older adult’s wishes are and what they value in life. If 
necessary, additional assessments (e.g. environmental 
assessment) or a conversation with the family care-
giver may take place. Next, the OT conducts the 
Canadian Occupational Performance Measure (COPM) 
[29] to identify the older adult’s personal goals, and 
draws up a tailored support plan together with the 
older adult and the reablement team (Phase 3). The 
LVaH team then delivers care and support according 
to the support plan (Phase 4). Interventions that 
could be deployed include training of daily activities, 
using helping aids, home modification and health-care 
technology (e.g. telemedicine) or informal caregiver 
support. Depending on the goals of the older adult, 
other disciplines may be involved, for instance welfare 
staff, social workers, or dieticians. Family caregivers 
and the older adult’s social network are also closely 
involved in the process. The core team (OT, district 
nurse, community consultant, domestic support plan-
ner) have weekly interdisciplinary meetings to discuss 
progress. Based on these meetings, the team deter-
mines whether the care plan should be continued or 
adjusted, which is then discussed with the participant. 

A final evaluation takes place at the end of the pro-
gramme, including the reassessment of the COPM 
[29] by the OT to see whether clients achieved their 
goals or need referral to follow-up care (Phase 5). 
Three months after the end of the programme, there 
is a follow-up with the older adult.

Participants

All LVaH participants who enrolled in the programme 
between March 2023 and December 2023 were eligi-
ble to participate in the study. To participate in the 
interviews, they had to be able to communicate in 
Dutch. Participants were approached by one of the 
OTs of the LVaH team. The OT explained the pur-
pose and method of the study and asked clients if 
they were interested in participating. Interested clients 
additionally received a patient information letter and 
signed a consent form to participate in the study. 
Participants’ contact details were then shared with the 
researcher (IM). It was anticipated that 30 clients 
would enrol in the LVaH programme. Eventually, 17 
clients participated in the study of whom 9 were 
interviewed at the end (Table 1).

Data collection

Data were collected using three data collection meth-
ods: electronic care files (ECFs) of participants; COPM 
[29] forms completed by care professionals together 
with participants; and semi-structured interviews with 
a subsample of participants. Socio-demographic char-
acteristics (i.e. age, sex, living situation, and marital 
status) from participants were collected through their 
ECFs. Additionally, the route of referral to the pro-
gramme (i.e. through the general practitioner (GP), 
district nurse, or community consultant from the 
municipality) was tracked in a logbook by care 
professionals.

Table 1.  Socio-demographic characteristics of the participants.
N 17

Age (years), mean (SD) 79.3 (7.6)
Sex (male), n (%) 5 (29.4)
Marital status, n (%)
 D ivorced 2 (11.8)
  Married 6 (35.3)
  Widowed 9 (52.9)
Living situation, n (%)
 L iving alone 11 (64.7)
 L iving together 6 (35.3)
Route of referral, n (%)
 D istrict nurse 8 (47.1)
 C ommunity consultant 6 (35.3)
  General practitioner 3 (17.6)
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Quantitative data on goal setting and goal attain-
ment was gathered through the completed COPM 
[29] forms, i.e. the number of goals, type of goals, 
and patients’ perceived performance and satisfaction 
scores. The COPM [29] was structurally embedded in 
the LVaH programme and conducted by the occupa-
tional therapist at baseline and after approximately 
12 weeks (i.e. at the end of the programme). The 
COPM [29] consists of a semi-structured interview, in 
which the participant is encouraged to identify prob-
lems they experience during daily activities, catego-
rised into self-care, productivity and leisure. Self-care 
consists of personal care (e.g. dressing, bathing), func-
tional mobility (e.g. transfers indoor or outdoor), and 
community management (e.g. transportation, shop-
ping. Productivity consists of (un)paid work (e.g. vol-
unteering), household management (e.g. cleaning, 
laundry), and play or school (e.g. homework). Leisure 
consists of quiet recreation (e.g. hobbies, crafts), active 
recreation (e.g. sports, travel), and socialisation (e.g. 
visiting, phone calls). The client scores the five most 
important problems on a scale of 1 to 10 in terms of 
performance and satisfaction. Subsequently, the total 
score is calculated by summing up all performance or 
satisfaction scores and dividing the sum by the num-
ber of problems. After the reassessment, the change in 
both the performance and the satisfaction scores was 
calculated by subtracting the score from the reassess-
ment from the score from the initial assessment.

Simultaneously, the project leader (SvH) conducted 
semi-structured interviews with a subsample of the 
participants. Participants did not know the project 
leader beforehand. The subsample was selected based 
on whether the participants completed the programme 
and agreed to participate in the interview. Participants 
were approached to participate in the interviews and 
included until data saturation was reached. Data satu-
ration was considered achieved when no new themes 
or codes were identified. The interviews followed a 
semi-structured interview guide, which included top-
ics such as the care they received during the pro-
gramme, how they experienced receiving the 
programme and more specifically the goal-setting aspect  
of the programme (i.e. how they perceived the pro-
cess on working towards reaching these goals). The 
interviews took place at the place of participant’s res-
idence. The duration of the interviews ranged from 
14 to 45 min and lasted 24 min on average. The full 
interview guide is available in Appendix A. All inter-
views were audio-recorded. Furthermore, the reable-
ment process of one participant was explored and 
described more in detail (Box 1). We wanted to 
describe the process and results from start to finish. 

Therefore, we collected data on the background of 
this participant, the goals that were set, the actions 
that were performed to achieve these goals, the prog-
ress of this participant, and their end result. These 
data were gathered through the ECF of this partici-
pant, the completed COPM [29] form, and an indi-
vidual interview with the participant.

Data analysis

Quantitative data were analysed using IBM SPSS 
Statistics (Version 25). Firstly, descriptive statistics 
(mean, standard deviation, and percentages) were 
used to describe the background characteristics of 
participants. Secondly, change scores regarding perfor-
mance and satisfaction were calculated to assess 
whether a client has achieved his or her goals. A 
Wilcoxon signed-rank test was conducted to compare 
both the COPM [29] performance and satisfaction 
score at the start of the programme and the end of 
the programme, and to test the statistical significance 
of change scores. A change score of 2 points on sat-
isfaction or performance was deemed a clinically rel-
evant difference as it is a widely used cut-off in 
literature and no other cut-off points have yet been 
defined [35,36].

Data regarding the type of goals that were set by 
participants were collected and classified according to 
the predefined (sub-)categories as described in the 
COPM manual [29] by researcher IM. This classifica-
tion was discussed within the research team and 
adapted when needed, for example, when there was 
any doubt to which (sub-)category a goal belonged.

Qualitative data derived from the interviews were 
anonymized, transcribed verbatim, and analysed with 
support from the qualitative data analysis software 
ATLAS.ti Windows (Version 23.0.8). A thematic anal-
ysis approach was used, following the steps identified 
by Braun and Clarke [37]. A combination of open 
and axial coding was used. First, two researchers (IM 
& SM) read the transcripts several times to familiarise 
themselves with the data. They also made notes to 
mark sections of the transcripts that could be relevant 
to answer the research question, for example, parts of 
the interview that contributed to understanding goal 
setting and goal attainment from the perspective of 
the participant. Subsequently, open coding was used 
to analyse the data. Both researchers (IM & SM) 
independently coded the first transcript by creating 
open codes which were close to the original transcript 
text. The codes were compared for similarity and dif-
ferences were discussed. Afterwards, researcher IM 
coded the other transcripts in a similar manner. 
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Relationships between codes were identified by means 
of axial coding; initial codes were organised under 
potential themes and similar codes were collated. 
These themes were reviewed within the research team 
and, keeping the research questions in mind, axial 
coding led to the final themes. The analysis was an 
iterative process during which initial codes were 
recoded and relationships and themes were revised. 
Disagreements were discussed within the research team.

After analysing both quantitative and qualitative 
data, we triangulated out findings to create cohesive 
results. We started with the quantitative findings and 
complemented these with relevant parts of our quali-
tative analysis to fit the main focus of the research 
aim, being goal setting and goal attainment. Therefore, 
we opted to include the qualitative analysis as an 
Appendix (Appendix B), which presents the code tree, 
so more insight into the qualitative analysis and the 
(sub)themes derived can be found here.

Ethics

The study was conducted according to the guidelines 
of the Declaration of Helsinki, and approved by the 
Ethics Committee of Maastricht University, Faculty of 
Health, Medicine and Life Sciences (approval number 
FHML-REC/2022/054). Participants voluntarily signed 
informed consent after they were fully informed about 
the purpose and procedures of the study and had the 
opportunity to ask additional questions or raise any 
concerns. The informed consent stated that participa-
tion in this study was completely voluntary and with-
drawal from the study was possible at any moment, 
with or without providing a reason, by contacting one 
of the researchers. The informed consent also stated 
explicitly that their participation in or withdrawal 
from the study would not affect the service they 
received by any means.

Results

In total, 17 clients participated in the study. The 
socio-demographic characteristics of the partici-
pants are displayed in Table 1. Thirteen participants 
finished the full reablement programme during the 
study period; one was still in the programme at the 
end of data collection with no perspective on when 
this would be finished. Three participants dropped 
out of the programme. Reasons for dropout were: 
not being able to formulate goals (n = 2) and dete-
rioration of health status (n = 1). Nine participants 
were interviewed.

The following sections first presents the findings 
related to goal setting and subsequently the findings 
related to goal attainment. Both sections start with a 
presentation of the quantitative results, which are then 
complemented by qualitative findings that were rele-
vant and related to the quantitative results, meaning 
that not all (sub)themes are described in detail in the 
result section. More insight into the qualitative analy-
sis and the themes derived can be found in Appendix 
B. Additionally, an example case is presented at the 
end of the result section.

Goal setting

In total, 15 out of 17 participants were able to set 
goals at the start of the programme. In total, these 
participants formulated 62 goals. On average, 4.2 (SD 
= 1.15) goals per participant were formulated. An 
overview of the goals that were set by participants 
classified according to the (sub-)categories of the 
COPM [29] are listed in Table 2. Overall, most goals 
were related to self-care (n = 39), followed by leisure 
(n = 14), and productivity (n = 9) (Figure 1).

Table 2. O verview of the goals that were set by participants 
classified according to the (sub-)categories of the COPM [29].
(Sub)-categories of the COPM [29] Goals set by participants

Leisure
  Socialisation Communicate in a group.
 A ctive recreation Gardening, taking a walk, walking 

the dog, walking with wife.
  Quiet recreation Crafting, reading, writing, 

embroidery, painting, having an 
appropriate daily structure, 
playing the clarinet, reading a 
book.

Productivity
 H ousehold management Doing household chores (while 

standing), clearing the table, 
changing the bed, vacuuming, 
dusting, straightening and 
tucking in the duvet, taking 
laundry out of the dryer.

Self-care
 C ommunity management Driving a car, grocery shopping, 

cycling.
 F unctional mobility Standing for long periods, walking 

long distances, getting in and 
out of bed, moving indoors, 
moving to the common room on 
the ground floor, walking around 
on the balcony, walking around 
in the village, sleeping in bed, 
going out independently, walking 
outside the house.

 P ersonal care Opening packages, clipping toenails, 
cooking, handling cutlery, putting 
on (compression) socks, 
showering and bathing, toilet 
hygiene, taking a meal out of the 
microwave, zip-fastening, washing 
and dressing, drinking.
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Regarding setting goals, participants mentioned 
that they felt heard and could express all their needs. 
Additionally, they felt that the care professionals sup-
ported them throughout this process and helped them 
to focus on their possibilities and what they were still 
able to do. Participants indicated that the goals that 
were set were in line with their wishes. So despite of 
the holistic nature of reablement, most goals were 
focused on self-care. In the interviews participants 
mentioned that these activities were important to 
them, as they contributed to their well-being and 
quality of life. Being less dependent during self-care 
meant that they were able to remain living at home 
for as long as possible, and that they did not have to 
rely on others. These were also the motivations for 
participants to enrol in the programme and were 
therefore reflected in the goals that were set. Other 
reasons for participating were being able to (re-)do 
the things they loved, staying active, and receiving the 
right care. These reasons reflect the underlying prin-
ciples of reablement and may indicate how partici-
pants were convinced of the benefits of the 
programme.

And if it’s too much for you, you can say so. But yes, 
[the occupational therapist] also listened so well, […] 
She picked up things between the lines anyway. 
(Participant, 73, F)

For a very long time, I couldn’t do what I always 
wanted to do. […] Couldn’t cut my own nails and 
peel an apple anymore, my husband had to do these 

things for me… All that fell away, then you only 
have a small world left. […] Having my nails cut by 
someone else is terrible to me, those are things I 
really wanted to do again, those were very important 
things to me. (Participant, 72, F)

Well look, if I sit in a chair all day and nurses take 
care of me, then I myself suffer. I then only deterio-
rate because I sit all day. (Participant, 91, M)

Goal attainment

Regarding goal attainment, 13 out of 15 COPM [29] 
reassessments were completed. Three (re-) assess-
ments were missing scores for some goals. There was 
a significant increase in the performance score after 
completing the programme (Mdn = 6.25) compared 
to at the start of the programme (Mdn = 4.2); 
Z = −3.11, p = 0.002. Additionally, there was a signifi-
cant increase in the satisfaction score after completing 
the programme (Mdn = 6.67) compared to at the 
start of the programme (Mdn = 4.33); Z = −3.18, 
p < 0.001). When looking at the individual change 
scores, nine participants had a change score greater 
than two on both performance and satisfaction, indi-
cating a clinically relevant difference. Figure 2 pres-
ents the individual change scores on performance as 
well as satisfaction.

These results are in line with the experiences of par-
ticipants regarding goal attainment. Most participants 
mentioned that they did reach (some of) their goals and 

Figure 1.  Bar chart presenting the classification of goals set by participants. The bar chart displays the number of goals set within 
each category of the COPM [29] (i.e. leisure, productivity, and self-care). All categories are divided into sub-categories each pre-
sented with the number of goals set.
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that they were also able to maintain this. They expressed 
that by participating they gained in confidence, persever-
ance, and independence. They also mentioned that they 
had become more self-reliant, that it made their life eas-
ier and that it gave them more freedom. This related to 
the clinically relevant change score of 2 or higher and 
was also reflected in the individual interviews. This may 
indicate that working towards and achieving personal 
goals has a lasting impact on participants.

I always say it gives me a lot of freedom. That may 
sound very strange, but it really gives a lot of free-
dom. (Participant, 72, F)

Well, I no longer have that many goals at 91. But at 
least now I can get by in the household and with the 
grandchildren. And you may smell it, I am making a 

nice bowl of soup again. […] I am convinced I will 
keep doing what I have learnt. (Participant, 91, M)

Several strategies and interventions were used by the 
reablement team to reach goals; mostly participants men-
tioned the use of assistive devices. Other strategies were 
providing information and advice, for example how to 
order food online or which financial aid options are 
available to them through the municipality.

They found out that my walker was actually not good at 
all. Now I have one of those walkers with elbow rests. 
[…] With the other one, I really had to sit down after a 
while. Pain in my shoulders, my elbows, my wrists. Had 
to sit. I can really walk for hours now without having to 
sit. She [the occupational therapist] helped me tremen-
dously with that. (Participant, 66, F)

Figure 2. C olumn chart presenting the individual change scores of participants (n = 13) for both performance (A) and satisfaction (B).



8 I. MOUCHAERS ET AL.

Additionally, some clients received help from a 
physical therapist, providing them with exercises and 
helping them to regain their functional mobility and 
staying active so that they, for example, will be able 
to walk their dog. The involvement of the social net-
work to work towards goals was mixed. Some partic-
ipants mentioned that their children and neighbours 
were involved, whilst others mentioned there was no 
specific attention for family caregivers, which was 
also not desired by these participants.

Moreover, participants indicated they appreciated 
the personal attention and practical help they received. 
They clearly felt well-supported by care professionals 
in reaching their goals. For example, they mentioned 
it was pleasant that they did not have to reinvent the 
wheel and care professionals proactively looked for 
the right solutions. The participants appreciated the 
type and amount of support, which resulted in a feel-
ing of trust in the team’s professionalism and put 
participants at ease. They felt that the reablement 
team had everything under control.

I liked it so much that I didn’t always have to invent 
the wheel myself, but that the occupational therapist 
was there. […] She knew all the ways and also 
arranged it for you. It saved me so much energy. 
Yes, I loved that so much. (Participant, 72, F)

Box 1.  Description of a real-life ‘Longer Vital at Home’ trajectory. 
This box provides an example (Marie, a pseudonym) and detailed 
description of a completed ‘Longer Vital at Home’ trajectory from 
start to finish by means of a specific case.

Background information
Marie is a 72-year-old woman living in a ground floor apartment 
with her husband. Due to a recent hand operation, she feels 
limited in performing daily activities. At the moment, Marie 
receives home care twice a week for showers and daily help with 
compression socks. Once a week, she also gets assistance with 
heavier tasks like vacuuming. She can manage light chores like 
folding laundry and uses a walker indoors, while her mobility 
scooter allows her to do light grocery shopping. Marie is a very 
social person. She was a taxi driver for over 30 years and served as 
a volunteer afterwards. She is also a member of the residents 
committee of the community she resides in. She is an active 
community member, participating in activities like cards, coffee 
chats, and crafting, although her recent hand operation has made 
crafting challenging.

Setting personal goals
During their initial conversation, Marie expressed her desire to 
assist her husband more with household tasks, resume driving, 
and return to crafting. She also mentioned her wish to participate 
in community activities on foot instead of using her mobility 
scooter. Following this conversation, the OT conducted the COPM 
[29] and set five personal goals with Marie: 1) crafting; 2) (un)
loading the dishwasher; 3) clearing the table; 4) driving her car; 
and 5) clipping her own nails. She mentioned she really missed 
the crafting activities that were organised in the community, but 
due to the pain she experiences in her hand she is unable to do 
this anymore. Additionally, she wanted to ease her husband’s 
burden by (un)loading the dishwasher by herself. Lastly, she 

mentioned that she hates it when other people have to clip her 
nails and would like to be able to do this by herself again.

Working towards her goals
Marie worked on her goals with the reablement team, receiving 
advice from the OT, like placing her cup in the sink while pouring 
boiling water instead of on the countertop. The OT also 
recommended assistive devices such as a custom nail clipper, 
suitable clothes pegs, and a vegetable peeler. After training and 
using these devices for a few weeks, Marie showed visible 
improvement in several tasks. The home care team also assisted 
her in relearning to dress herself, and the OT found ways to 
support her in returning to crafting, such as applying a thickening 
on the crochet hook which made it easier for Marie to hold it.

Achieving goals
After three months, the OT conducted a final assessment of Marie’s 
goals using the COPM [29]. She had made significant progress, 
with an average change score of 5.25 for performance and 6 for 
satisfaction. Marie found the thickening of the crochet hook very 
helpful. She felt more independent, especially with loading the 
dishwasher, but on her doctor’s advice couldn’t resume driving. 
Marie was thankful that she had participated in the programme 
and said ‘I can manage myself, I matter again’. At the three month 
follow-up, Marie mentioned that she still experiences a lot of pain 
in her right hand, making it harder to perform some of the 
activities trained before. However, she still very grateful for the 
things that she has learned during the programme. She is still able 
to perform most of the activities and is happy with the devices 
and advice that she received.

Discussion

This research aimed to get an in-depth insight of goal 
setting and goal attainment within reablement services 
from the perspective of the older person. Participants 
appreciated the programme and its personalised and 
practical approach. It helped them to set clear goals that 
were in line with their preferences, which were mainly 
self-care related. Most participants reached their goals 
and indicated several personal gains they had obtained 
from participating in the programme (e.g. self-reliance, 
confidence, independence).

With regard to setting goals, our findings show that 
the majority of the goals set were on self-care level, more 
specifically, personal care and functional mobility, which 
is in line with previous research [30,32]. Several authors 
claim that more attention should be paid to social needs, 
social connectivity and leisure activities in reablement 
programmes, as it is assumed that these are the most 
meaningful activities for older adults [15,32,38]. It has 
been argued that the lack of focus on social needs may 
be in line with governmental priorities since investing in 
those needs does not necessarily reduce dependency on 
ongoing care and support services [27,39]. However, our 
research underlines that the setting of self-care goals 
aligned with the wishes and preferences of older adults. 
Despite reablement’s broader focus on meaningful activi-
ties and well-being, participants emphasised that self-care 
tasks were crucial to their well-being and quality of life. 
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Self-care is associated with staying at home longer with-
out relying on others. Performing self-care activities in 
one’s own home is important for people to view them-
selves as an independent person [40]. Previous research 
argues that goals set by older people do not necessarily 
need to be ‘big’, meaning that independence in ‘simple’ 
activities, such as self-care, increases the participant’s 
self-confidence [40,41]. It is more than merely the task of 
showering, for example, but also about their subjective 
experience; they want to remain autonomous and being 
able to manage their everyday life, which contributes to 
their quality of life [31,42]. This is also reflected in the 
WHO’s Healthy Ageing framework, which defines 
Healthy Ageing as ‘the process of developing and main-
taining the functional ability that enables well-being in 
older age’ [43], and is seen as fostering an individual’s 
functional ability to be and do what they value [8]. Often 
people have multiple types of goals (i.e. care or 
medical-related goals, and fundamental or life goals), 
which all contribute to a person’s well-being and quality 
of life [44,45]. However, smaller, more specific, targeted 
care goals are a necessity to achieve fundamental goals 
and cannot be neglected when providing person-centred 
care [45,46].

Our findings indicated that most participants at the 
end of the programme achieved the goals that were set 
at the beginning and that they believe they will be able 
to maintain performing these activities. This was 
reflected in both statistically significant and clinically 
relevant change scores in self-assessed performance and 
satisfaction of valued activities in everyday life. 
Moreover, interviews with participants showed that 
they gained in confidence, perseverance, freedom, and 
independence, and became more self-reliant. Within 
reablement, it is important that participants formulate 
their goals themselves in line with their own prefer-
ences, with the necessary support of the reablement 
team. Moe and Brinchmann [41] emphasise the impor-
tance of service users setting their own goals at their 
own pace to maintain motivation. Similarly, Hjelle 
et  al. [47] found that allowing users to define goals 
without restrictions boosts intrinsic motivation. 
Involving service users in goal setting, as noted by 
Rose et  al. [48], enhances confidence and a sense of 
ownership. Mulquiny and Oakman [27] highlight the 
significance of setting goals that were in line with their 
meaning of independence for the success of reable-
ment. Our findings regarding self-assessed performance 
and satisfaction of meaningful activities in everyday life 
are in line with previous research [36,49], which were 
both larger trials (i.e. n = 61 and n = 828 respectively) 
and used the COPM [29] as the primary outcome 
measure. Both studies found significant improvements 

in self-perceived performance and satisfaction scores, 
although it is unclear whether these effects were sus-
tained long-term [26,36,49]. Nevertheless, these prom-
ising findings could be an indication that reablement 
may offer a solution to address the needs of an ageing 
population, such as increasingly complex care needs, 
the shift from in-patient to home-based care, and the 
growing pressure on financial and workforce resources 
in long-term care [1,50–52].

Some methodological considerations have to be 
made. First, the sample for this study only entails 17 
participants of which not all completed the full pro-
gramme. It is therefore important to interpret the 
quantitative findings with the necessary caution, since 
small sample sized tend to overestimate effect sizes 
[53]. Second, it is possible that only highly motivated 
and enthusiastic people were included in our study, 
leaving out the more critical voices, because these 
people will likely not enrol in a reablement pro-
gramme in the first place (e.g. lack of willingness or 
motivation), which could lead to more positive expe-
riences and effects [42]. Moreover, participants were 
approached by the OT member of the reablement 
team, which could also lead to selection bias. However, 
an information session took place with the OTs 
before the start of the study to explain the process in 
detail to make sure they did not select participants 
beforehand based on their assessment of whether cli-
ents would want or be able to participate. Additionally, 
we asked the participants about their experiences ret-
rospectively, which may induce recall bias. Previous 
research has also shown that reflecting on their tra-
jectory and personal gains after they have experienced 
improvement in functioning and daily life could lead 
to a more positive view of their perceived trajectory 
[42]. We used the COPM [29] as a measurement for 
goal attainment (i.e. self-assessed performance and 
satisfaction scores). There is, however, insufficient evi-
dence for the cut-off value of 2 points being a clini-
cally relevant change, despite this being used in 
multiple studies [35,36]. However, because of the tri-
angulation and mixed-methods design, the statements 
from participants formed an additional validation for 
our findings regarding clinical relevance. Additionally, 
the COPM [29] is preceded with an extensive intake 
conversation exploring what is meaningful to the par-
ticipant. Performing this initial conversation could 
have a therapeutic effect and could motivate and con-
vince participants to look for and work towards suit-
able solutions for their problems themselves [36,49], 
which could diminish the effects of the reablement 
programme as a whole.
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This study has some implications for future 
research and practice. Our research showed posi-
tive experiences and promising results regarding 
goal setting and goal attainment in reablement. 
However, it is still necessary to conduct more 
robust trials to investigate its effectiveness. 
Additionally, previous research has shown that par-
ticipants may experience the end of reablement 
services as abrupt and often fall back into the 
care-dependent model afterwards, losing all gains 
previously achieved [27,41]. Therefore, more 
research needs to be conducted to investigate the 
long-term effects of reablement. For practice, it 
would be beneficial to invest in the sustainability 
and maintenance of the achieved gains in the shape 
of long-term follow-up. Additionally, where people 
are referred back to usual care after the reablement 
services, it is important to invest in the training of 
these care professionals so that the obtained gains 
are not lost. Second, an important finding both in 
our study as well as in previous literature is the 
lack of focus on social needs and wishes, especially 
in the light of fundamental life goals succeeding 
the necessary care goals. More attention needs to 
be provided on both these aspects within reable-
ment services, and care professionals need to be 
trained and supported herein.
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Appendix A 

Semi-structured interview guide

1.	 Could you tell us a little more about yourself (age, 
children …)?

	 Recently, you have received a new form of care, namely 
the ‘Longer Vital at Home’ programme. During this 
programme, the team worked with you on your per-
sonal goals;

2.	 Can you tell me a bit more about the care you received 
during this period?

a.	 What was it like for you to set goals together with 
the occupational therapist?

b.	 How did the team work towards these goals with you?

3.	 How did you experience this goal-oriented care?

a.	 What did you found positive?
b.	 What did you found negative?

4.	 What helped you work on your personal goals?

a.	 Can you elaborate a little more about that?

5.	 What prevented you from working on your personal 
goals?

a.	 Can you elaborate a little more about that?

6.	 Looking back on the past period, what do you think 
could be improved?
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