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A qualitative exploration 
of professionals’ perspectives 
on the implementation 
of reablement intervention 
programs in community care
Ines Mouchaers  1,2,3,7*, Lise E. Buma  1,2,4,7*, Hilde Verbeek 1,2, Sandra Zwakhalen 1,2, 
Jolanda C. M. van Haastregt 1,2, Ellen Vlaeyen 5,6, Geert Goderis 3 & Silke F. Metzelthin 1,2

Reablement is considered a complex intervention due to its multicomponent, person-centered, 
holistic approach promoting older adults’ active participation in daily activities. It is important to 
consider the unique context in which complex interventions are implemented, as contextual factors 
may interact and influence implementation outcomes. As part of the European TRANS-SENIOR 
project, this qualitative study aimed to gain insight into professionals’ experiences with reablement 
implementation in Dutch community care. Using the Consolidated Framework for Implementation 
Research, four focus groups were conducted comprising 32 professionals. Two groups were formed: 
one at operational level, including therapists, nursing staff, social workers, and domestic support; 
and one at organizational/strategic level, including project leaders, managers, directors, municipality 
representatives and health insurers. Participating care organizations had at least 6 months of 
experience with deploying and implementing reablement. Findings reflected three themes: (1) 
strength of interdisciplinary collaboration; highlighting significance of sharing goals and beliefs, (2) 
integrating the reablement philosophy into the organization; underscoring managements role in 
fostering support across all organizational layers, and (3) achieving a culture change in the healthcare 
system; emphasizing current funding models impeding value-based care tailored to the individual’s 
goals and needs. The results offer valuable insights for implementation of complex interventions, like 
reablement.

Many countries stimulate aging in place, promoting older individuals to remain living at home independently for 
as long as possible1–3. Aging in place provides a stable foundation during times of significant change in the lives 
of older adults, promoting not only autonomy but also contributing to the preservation of their own identity4,5. 
It refers to the ability of older adults to live independently and comfortably their own homes or communities as 
they grow older. The concept encompasses not only the physical residence but also the community and social 
networks they are a part of Refs.6,7. Moreover, aging in place is often the preferred goal of older adults, despite 
increasing care needs2,6,8,9. Therefore, there is a need for sustainable, cost-effective, and patient-centered initia-
tives, focusing on improving quality of life and preventing or postponing institutionalization and in-patient care10. 
Reablement is considered an appropriate response to these needs10. It is a person-centered, holistic approach that 
promotes older adults’ active participation in daily life through social, leisure, and physical activities chosen by 
the older person in line with their preferences, either at home or in the community11. Reablement has some core 

OPEN

1Department of Health Services Research, Faculty of Health Medicine and Life Sciences, CAPHRI Care and Public 
Health Research Institute, Maastricht University, P.O. Box  616, 6200 MD  Maastricht, The Netherlands. 2Living 
Lab of Ageing and Long Term Care, Maastricht, The Netherlands. 3Department of Public Health and Primary 
Care, Academic Centre for General Practice, KU Leuven, Leuven, Belgium. 4Cicero Zorggroep, Brunssum, The 
Netherlands. 5Department of Public Health and Primary Care, Academic Centre for Nursing and Midwifery, KU 
Leuven, Leuven, Belgium. 6Faculty of Medicine and Life Sciences, Hasselt University, Hasselt, Belgium. 7These 
authors contributed equally: Ines Mouchaers and Lise E. Buma. *email: i.mouchaers@maastrichtuniversity.nl; 
l.buma@maastrichtuniversity.nl

http://orcid.org/0000-0001-7189-4468
http://orcid.org/0000-0002-5377-0434
http://crossmark.crossref.org/dialog/?doi=10.1038/s41598-024-62047-6&domain=pdf


2

Vol:.(1234567890)

Scientific Reports |        (2024) 14:11391  | https://doi.org/10.1038/s41598-024-62047-6

www.nature.com/scientificreports/

principles and common features, for example, goal setting, an interdisciplinary approach, and a practice-oriented 
staff training12–14. A reablement trajectory is often time-limited and consist of several phases (i.e. initiation, 
intake, care plan, care delivery, and evaluation)12. Instead of taking over tasks, care professionals identify the 
capabilities and opportunities of individuals to maximize their independence by supporting them to achieve 
their goals, through training in daily activities, home modifications, assistive devices, and involvement of their 
social network11,15–17. Reablement is not a ‘one size fits all’-approach, meaning it is tailored to both the patient 
(i.e. their needs, preferences, and capabilities) and their environment13,18.

As the aging population continues to grow and individuals continue to live longer, the complexity of care 
needs and health issues also increases, often involving multiple health conditions19. To continue to meet these 
changing needs and adhere to the wish of older adults to age in place, care provision and health care interventions 
also become more complex. Reablement can be considered a complex intervention, which is typically difficult 
to implement in everyday practice20. Complex interventions generally include many interrelated components 
and factors and are provided and evaluated at different levels20,21. The complexity is more than the sum of all 
components, as other factors, for example, the implementation process, context, and participants, also have a 
major influence on achieving desired outcomes21–23. Lots of research has been done to unravel the barriers and 
facilitators influencing the implementation of complex interventions in health care (e.g., availability of resources, 
communication, culture, motivation and knowledge, etc.)24–28. Previous research has revealed important aspects 
related to the implementation of reablement, such as engagement of all parties involved, flexibility and profes-
sional autonomy, and shared vision and commitment18,29–32. However, some of these results were mainly based 
on researchers’ responses29,31, drawn from multilevel analyses30, or only based on the experiences of care staff18,32. 
Therefore, this needs to be further explored, especially from the perspective of multiple professionals involved 
in the implementation of reablement, since this has not been investigated previously. Moreover, it cannot be 
assumed that these factors are also applicable to the implementation of all reablement programs, across all set-
tings. As complex interventions, like reablement services, are context-dependent30,33,34, it is important to consider 
the unique context in which they are implemented, as contextual factors such as organizational culture, networks 
and communication, and resources, may interact and influence implementation outcomes35. Therefore although 
reablement has been successfully implemented into usual care in, for example, Denmark and Australia14, it can-
not be assumed that this applies to every context.

This study aims to gain insight into the experiences of healthcare professionals, management, and funders 
with the implementation of reablement in Dutch community care. By understanding and advancing reablement 
implementation, healthcare providers and policymakers are better equipped to successfully implement reable-
ment both nationally and internationally. This study aims to address the following research question: how do 
professionals (i.e. operational, strategic, and organizational) experience the implementation of reablement in 
community care?

Methods
Design
The current study used a qualitative descriptive research design, in order to closely align interpretation and data 
analysis with participants’ responses. The study was guided by the Consolidated Framework for Implementation 
Research (CFIR), i.e. preparation interview guide and data analysis36. The CFIR is a meta-theoretical framework 
consolidating nineteen foregoing implementation theories. The framework can be used to prepare for innovation 
implementation and/or evaluative purposes to better understand factors influencing implementation outcomes, 
making CFIR both dynamic and valuable37. Moreover, the framework provides useful tools and aids to guide 
data collection, analysis, and reporting38. The Consolidated Criteria for Reporting Qualitative Studies (COREQ) 
checklist was used to strengthen the reporting of this study (Supplementary Appendix 1)39.

Setting and participants
The study was conducted at three large care organizations that can be considered early adopters of reablement 
in the Netherlands (i.e. started the implementation of a reablement program at least six months prior to the start 
of the study). All organizations provide a range of services: from home care and (medical) treatment, to clinical 
rehabilitation and in-patient long-term care.

Criterion sampling was used to select professionals40. Eligible professionals had to be involved during the 
development, deployment, and/or implementation of reablement ensuring a well-rounded representation of 
professionals (i.e. variety of disciplines on operational, strategic, and organizational levels). Two groups of pro-
fessionals were formed: (1) at the operational level, from here on referred to as care professionals, including 
occupational therapists, nursing care staff, physiotherapists, social workers, and domestic support workers, and 
(2) at the organizational or strategic level, from here on referred to as management, including project leaders, 
managers, directors, and policymakers, as well as, representatives from the municipality and health insurance 
companies, who played essential roles in the program’s implementation. Care organizations were contacted 
via email, stating the study’s background, objectives, and participation information. The project leaders within 
each organization were responsible for distributing the invitation to eligible professionals. Eligible participants 
received study details, including an information letter and informed consent form. Participants were requested 
to provide their written informed consent at the beginning of each interview.

Data collection
Participant demographics (i.e., age, sex, and educational level, organization of employment, occupation, years 
of experience in the field, and years of experience with reablement) were collected through a questionnaire.
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At each care organization, an on-site focus group was conducted with care professionals. Additionally, one 
overall online focus group was conducted with management. The separation of care professionals and manage-
ment was maintained to create a safe environment when sharing their experiences. All focus group interviews 
were planned between December 2022 and February 2023 for a duration of one and a half or 2 h. No repeat 
interviews were conducted. All researchers conducting interviews were female and had prior experience with 
conducting interviews. Authors IM or LEB (Doctoral students) led the interviews and were assisted by one 
observer IM, LEB, or SFM (Assistant Professor). Interviews were guided using a semi-structured interview 
guide (Supplementary Appendix 2) based on the five domains of CFIR36, namely Intervention Characteristics, 
Outer Setting, Inner Setting, Characteristics of Individuals, and Process. The interview guide started with an 
open question about experiences with the implementation of reablement and what hindered or facilitated them 
herein. This first question was answered using sticky notes on which participants could write down hindering 
and facilitating factors. Subsequently, the sticky notes were clustered into themes and were discussed with the 
group. Follow-up questions were based on the five CFIR domains36 to obtain participants’ views on each domain. 
Field notes were taken during and after each interview and all interviews were audio-recorded to capture the 
intricate and nuanced data that characterize this type of research.

Data analysis
Descriptive analyses of the background characteristics were performed using IBM SPSS Statistics (Version 25). 
Qualitative data was coded and analyzed using the qualitative data analysis software ATLAS.ti Windows (Version 
23.0.8). All interviews were pseudo-anonymized and transcribed verbatim. For exploration and refining pur-
poses, the data was first coded using inductive content analysis, the initial themes and categories were developed 
through iterative coding and discussions by IM, LEB, and SFM. Afterward, the data was analyzed and structured 
according to the CFIR domains using deductive content analysis41 with guidance from the CFIR information 
site42 while following the steps of the Framework Method as described by Gale et al.43. IM and LEB conducted 
the analysis collaboratively. The authors familiarized themselves with the data by reading the transcripts and 
taking notes. All coding was done independently, reviewed and compared, and discrepancies were discussed 
and resolved. The deductive coding was supplemented with the prior inductive coding for comprehensive analy-
sis, ensuring no data was missed. Summarized data were organized into a matrix using Microsoft Excel 2016 
(Microsoft Corporation, Redmond, WA, USA). This was reviewed and adapted by authors IM, LEB, and SFM.

Rigor and reflexivity
Multiple strategies were used to increase rigor in terms of credibility, dependability, and conformability44. Mem-
ber checking was done during and at the end of each focus group using interpretation checks, and afterwards 
with summaries of key findings providing participants with the opportunity to respond, which was used by one 
participant. Investigator triangulation was applied in both data collection and data analysis. The iterative process 
allowed for re-examining initial findings using insights that emerged during analysis. Results were discussed 
within the research team until consensus was reached. To reflect on the process, choices made and intermediate 
results a research diary was used by IM and LEB. During data collection, objectivity was ensured by consciously 
formulating the posed questions and prompts. However, knowledge of the subject matter and close involvement 
in practice may have influenced the decisions during data analysis and thematic selections. These decisions were 
discussed within the research team on a regular basis to prevent such influences, involving members less directly 
involved in practice.

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/2022/126). Participants voluntarily signed informed consent after they were fully informed about the pur-
pose and procedures of the study and had the opportunity to ask additional questions or raise any concerns. 
The written informed consent stated that participation was completely voluntary and withdrawal from the study 
was possible at any moment, without providing a reason, by contacting one of the researchers (IM/LEB/SFM).

Results
In total, 32 professionals participated in the study. Eighteen professionals were involved in the three focus group 
interviews with care professionals. The care professionals included: occupational therapists (n = 4), physiothera-
pists (n = 4), district nurses (n = 3), certified nursing assistants (n = 2), a nurse practitioner (n = 1), elderly care 
physician (n = 1), community consultant (n = 1), consultant informal care (n = 1), and a work planner domestic 
support services (n = 1). Twelve professionals were involved in the online focus group with management. Man-
agement included: directors (n = 3), managers (n = 3), project leaders (n = 3), an implementation coach (n = 1), a 
policymaker from the municipality (n = 1), and a team leader (n = 1). Additionally, two healthcare insurer rep-
resentatives participated in the online focus group at organizational and strategic levels, from here on referred 
to as funders. Table 1 provides an overview of all participants involved, including information about their age, 
sex, educational level, discipline or professional role within the organization, years of experience within their 
discipline and reablement.

The results reflected three overarching themes: (1) strength of interdisciplinary collaboration, (2) integrating 
the reablement philosophy into the organization, and (3) achieving a culture change in the healthcare system. 
The data corresponding to the domains and constructs of the CFIR are presented as “(Domain: Construct)”.
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Strength of interdisciplinary collaboration
This theme describes how aspects related to the architecture and application of the programs impacted imple-
mentation. However, the key focus was on collaboration, both internal and external, and was mainly related to 
the CFIR domains: Inner setting, Outer setting, and Intervention Characteristics.

Internal collaboration
All care professionals perceived reablement’s interdisciplinary character as facilitating (Inner Setting: Networks 
& Communications). They mentioned a more intensive collaboration due to increased insight into each other’s 
profession and capabilities, which was also noticeable beyond the program. In addition, care professionals indi-
cated that, together with the client, they gave more consideration to which professionals should be involved. In 
their view, the structured team meetings improved communication, and the shared set of goals created shared 
ownership. These facilitating factors were endorsed by management.

That [collaboration] really has improved. You also know what everyone does, what you can find each other 
for. […] It’s as if the threshold has somehow disappeared. They know who you are, they know what you 
do and they also come to you with different questions about very different things, not just reablement. 
(Occupational therapist, Care organization C)

However, most care professionals also indicated hindrances, such as scheduling meetings and intake assessments, 
limited access to others’ reports, and lack of overview of the care professionals involved (Inner Setting: Structural 
Characteristics). Furthermore, management indicated unclear task distribution among professionals with coor-
dinating roles sometimes caused tension. For example, when the occupational therapist took on a coordinating 
role, this sometimes felt threatening to district nurses or case managers.

But, where the friction often arises is in the coordinating role [...] that has nothing to do with professionals 
feeling more or less than another. But, that they […] don’t quite understand what their [...] role looks like 
within that reablement program, and that the coordination might temporarily lie with the occupational 
therapist […], or temporarily with the district nurse. If those agreements are unclear, that’s the feeling you 
get. (Director, Care organization A)

External collaboration
Participants indicated a lack of structural collaboration with external professionals, including domestic support 
workers, general practitioners, case managers, and municipalities (Outer Setting: Cosmopolitanism). Especially 
the lack of collaboration and involvement with general practitioners was experienced as hindering due to lack of 
background information and was reported to hinder clients’ independence. This was also the case when external 
care professionals were involved who did not follow reablement principles.

We also get regular referrals of clients saying, ‘Go take a shower twice a week and pretend to be worse 
than you are, because then you might get a long-term care indication and then you can move [to a nurs-
ing home].’ Because there are care professionals [outside the organization] who think they should move. 
(Physiotherapist, Care organization B)

Integrating the reablement philosophy into the organization
This theme reflects on the role management played in integrating the reablement philosophy throughout all actors 
involved. Their efforts to establish a strong foundation were considered crucial for successful implementation. 

Table 1.   Background information of participants (n = 32). *Intermediate: Intermediate vocational or higher 
secondary education; High: Higher vocational education, university.

Care professionals (n = 18) Management (n = 12) Funder (n = 2)

Age (years), mean (SD) 41.7 (11.0) 48.1 (9.6) 37 (0.0)

Sex, n (%)

 Male 2 (11.1) 2 (16.7) 1 (50.0)

 Female 16 (88.9) 10 (83.3) 1 (50.0)

Educational level*, n (%)

 Intermediate 3 (16.7)

 High 15 (83.3) 12 (100.0) 2 (100.0)

Organization, n (%)

 Care organization A 8 (44.4) 3 (25.0)

 Care organization B 5 (27.8) 5 (41.7)

 Care organization C 5 (27.8) 3 (25.0)

 Municipality 1 (8.3)

 Healthcare insurer 2 (100.0)

Years of experience, mean (SD)

 Professional role 10.3 (8.0) 7.5 (8.9) 3.5 (0.7)

 Reablement 1 (0) 1.6 (0.7) 2.0 (1.4)
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Additionally, this theme reflects on what influenced the necessary readiness for change, both for professionals 
as well as clients and their informal caregivers. These findings were mainly related to the domains: Inner setting, 
Outer setting, Characteristics of the individual, and Process from the CFIR framework.

Role of management in program integration
Care professionals felt both facilitated and hindered by management; while they experienced freedom to experi-
ment with reablement, they also expressed a need for clearer boundaries (Inner Setting: Implementation Cli-
mate—Learning Climate). Additionally, home care teams experienced change fatigue due to the simultaneous 
implementation of numerous projects during the time reablement was implemented (Inner Setting: Implemen-
tation Climate—Relative Priority). Most care professionals expressed that they felt unheard by management 
when raising issues and missed feedback and follow-up (Inner Setting: Networks & Communications, Readiness 
for Implementation—Leadership Engagement). They also mentioned a lack of clarity on the program’s purpose, 
which resulted in mismatched expectations of care professionals (Inner Setting: Implementation Climate—Goals 
& Feedback). Management endorsed the need for a communication strategy beyond just providing information. 
Lastly, care professionals felt pressure to deliver positive results due to high expectations from both management 
and researchers.

Policy, management, ministry and so on all come up with plans. We have to implement it, but there is 
no connection. We have to pass on signals all the time. It takes an awful lot of time. Moreover, it is very 
incomplete, because we have to put it into words, […] then you have to meet with your quality officer 
again. […] I just don’t have time for this. (Community consultant, Care organization C)

However, participants also emphasized the vital role that management played to sustain the reablement phi-
losophy within their organizations and acknowledged management’s successful efforts. For example, hiring an 
implementation coach, conducting regular evaluations and project group meetings (Process: Planning, Engaging, 
Reflecting & Evaluating), sharing success stories, and establishing low-threshold communication with care pro-
fessionals and clients (Process: Engaging), were mentioned as facilitators for the implementation of reablement 
to resonate both inside and outside the organization (Inner Setting: Readiness for Implementation, Leadership 
Engagement).

What has also helped us a lot is the success stories […] that are there, and to celebrate and share them. And 
collaboration […] also very beneficial. Because then they will have achieved something together which 
they can be proud of. And well that totally contributes to the whole process of getting […] the change 
going, and to be especially mindful of that. (Manager, Care organization B)

Readiness for change
Nearly all participants indicated that the implementation of reablement programs led to a change in perspective 
among care professionals, facilitating interdisciplinary collaboration and promoting equality and sustainability. 
(Characteristics of the Individual: Knowledge & Beliefs about the Innovation, Individual Stage of Change). However, 
a lack of mutual beliefs (e.g. external professionals) was perceived as hindering (Outer Setting: Cosmopolitanism, 
Characteristics of the Individual: Knowledge & Beliefs about the Innovation). Care professionals’ readiness for 
change was said to be influenced by personal factors such as years of experience, educational level, and motiva-
tion (Characteristics of the Individual: Individual Stage of Change, Other Personal Attributes).

You notice that the people who were already working in home care […] find it much more difficult [to 
change]. Because then it’s like, ‘Oh, I’ll just do that quickly and then I’ll finish earlier and I can move on 
to the next one quicker, so no one has to wait’. But with the younger generation, you notice that it really is 
easier [to change]. (District nurse, Care organization A)

Care professionals indicated that mainly personal factors among clients and informal caregivers influenced 
their readiness for change. For example, their motivation, expectations, whether they had been receiving care 
for a long time, perceptions of care among the older generation, knowledge, and health literacy (Characteristics 
of the Individual: Individual Stage of Change, Other Personal Attributes). To facilitate change, and consequently 
the success of the program, care professionals stressed the importance of conducting the intake and goal-setting 
in a way that helps clients and informal caregivers become aware of the necessary steps to achieve their goals 
and creates a sense of ownership (Characteristics of the Individual: Knowledge & Beliefs about the Innovation).

We really ‘do with’ and most people are really still ‘doing for’ […] that does clash regularly. Clients also 
feel, and I think this is especially true for wealthier people, that they are entitled to a lot of things. Because 
they have worked hard all their lives and paid a lot and now we will have to [care for them]. […] I am often 
told, ‘Yes, you could just come anyway, because we have been paying health insurance all our lives, so we 
are entitled to this, so you should do it.’ (District nurse, Care organization A)

Achieving a culture change in the healthcare system
This theme reflects on the shift towards a ‘doing with’ approach rather than ‘doing for’ approach, which means 
that instead of taking over tasks from clients, self-management is stimulated. This empowers clients to actively 
participate and take ownership, with a focus on prevention, which matches the ongoing care transformation in 
the Netherlands. It also explores the societal responsibility that healthcare organizations bear in this transforma-
tion. Participants discussed funding issues and the prerequisites for successfully navigating this transition. These 



6

Vol:.(1234567890)

Scientific Reports |        (2024) 14:11391  | https://doi.org/10.1038/s41598-024-62047-6

www.nature.com/scientificreports/

findings were related to the domains: Inner setting, Outer setting, Characteristics of Individuals, and Intervention 
Characteristics from the CFIR framework.

Funding
All participants perceived current funding of reablement as hindering to the deployment of the reablement pro-
grams as desired. Current insurance reimbursement in the Netherlands falls short for some aspects of reablement, 
for example, team meetings, physiotherapy, and a sufficient amount of occupational therapy (Outer Setting: Needs 
& Resources of Those Served by the Organization). Subsequently, care professionals mentioned that clients were 
reluctant to pay for additional non-reimbursed costs and therefore possibly would not participate in the program 
(Inner Setting: Readiness for Implementation—Available Resources). Moreover, management indicated that the 
possibility of implementing reablement more preventatively is also hindered by the financial and administrative 
rules of the current reimbursement system in primary care. Both management and care professionals therefore 
expressed a need for a form of funding that is not project-based and facilitates integral reimbursement (Outer 
Setting: Needs & Resources of Those Served by the Organization).

We also hope that eventually there will be an integral reimbursement for this issue so that you can really 
look specifically at the client: ‘Hey, what do they need now?’ And that you don’t have to weigh up every 
time, like: ‘They can get a bit more occupational therapy [reimbursed] now, so we use that a little bit more, 
because physiotherapy is not in the [reimbursement] package.’ You don’t want to look at it that way. You 
really want to look at: ‘Hey, what are the goals and […] what can we deliver to reach that?’ (Project leader, 
Care organization C)

From management’s perspective, the current project-based approach to implement and fund reablement is hin-
dering its permanent positioning within the healthcare system (Inner Setting: Implementation Climate—Relative 
Priority). They felt this approach leads to perceptions that reablement is merely an add-on, lacks commitment, 
and may not replace or supplement existing care services effectively. One of the funders endorsed that not having 
integral funding is hindering, but emphasized that they require to know what the added benefits of reablement 
are compared to usual care (Intervention Characteristics: Trialability).

We are really not looking to know it all. We don’t need huge thick files to back it up, but we do want to be 
able to compare it. […] What is the difference with usual care, except, that clients are more in the lead and 
have more autonomy. I’m all in favor of that, but can we also make it clear what it means? What the other 
way of working entails, compared to the old way? (Funder, Care organization C)

Care transformation and prerequisites
Management mentioned that they felt external pressure due to the societal mission set by the Dutch govern-
ment, which emphasizes the need for affordable and accessible healthcare (Outer Setting: Peer Pressure, External 
Policy & Incentives). Care professionals and management consider reablement an essential change to address the 
growing demand for care (Inner Setting: Tension for change). They see it as a way to offer more preventative care, 
reducing clients’ dependency on services, and possibly delaying more complex care (Inner Setting: Implementa-
tion Climate—Relative Priority).

What I sincerely believe is that reablement will very much contribute on prevention. That this will ulti-
mately keep people out of long-term care facilities, or at least not until a later stage. We also see now—cer-
tainly the group that is currently applying through the municipality—we see that when on time... Being 
involved much earlier, that’s really going to result to needing less hospital care and other expensive forms 
of care. (Project leader, Care organization C)

To implement reablement on a larger scale, management believes that maintaining a dialogue with professionals 
and expanding collaboration with other organizations is crucial (Inner Setting: Implementation Climate—Relative 
Priority). However, they also mentioned that the time and effort required to establish behavioral change among 
care professionals may be hindering. They also felt this transformation was insufficiently supported by national 
policies. In their view, the current lack of prerequisites, laws, and regulations needed to implement reablement 
in the Dutch context are largely absent (Outer Setting: External Policy & Incentives). Additionally, management 
believes that, besides staff shortages, they have a responsibility to facilitate a new professional standard, as current 
standards are lacking and missing the necessary skillset needed for effective reablement delivery (Characteristics 
of Individuals: Individual Stage of Change).

We need to move towards a new professional standard, especially for district nursing. And you don’t 
achieve that by quickly scaling up. I personally believe that in the long run, once you have it implemented 
correctly, you can enable many clients to take care of themselves in the community with district nurs-
ing, reablement, and potentially other aids. [...] The entire program must be delivered by occupational 
therapists. And we don’t have 10,000 of them either. So […] I think we shouldn’t think it [upscaling] is 
just done like that. Because, in my view […] it’s moving too fast. It’s too complicated for that. (Manager, 
Care organization B)

Discussion
This study aimed to gain insight into professionals’ experiences with the implementation of reablement, a com-
plex interdisciplinary intervention in Dutch community care. The findings reflected three overarching themes: 
(1) strength of interdisciplinary collaboration, (2) integrating the reablement philosophy into the organization, 
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and (3) achieving a culture change in the healthcare system. Through the perspective of multiple professionals 
on different levels (i.e. operational, strategic, and organizational), the findings reflected the characteristic inter-
relations of different components and influences associated with the implementation of complex interventions.

Care professionals experienced improved interdisciplinary collaboration, enhanced understanding of each 
other’s roles, and shared ownership, which was mainly facilitated by structured team meetings and shared goals. 
Interdisciplinary collaboration is experienced as positive and essential amongst healthcare professionals work-
ing with reablement45–47, for example, in getting perspectives from different angles48,49. However, other studies 
endorsed the hindering factors (i.e. scheduling conflicts and lack of accessible reports) found in our study47,50. 
The most important finding relates to the challenges encountered due to a lack of mutual beliefs, structural col-
laboration and alignment with external parties, and consequently, the extent to which all involved care profes-
sionals adhered to the reablement principles. Therefore, causing ambiguity and possibly leading to suboptimal 
contributions of some team members45. However, competing logics among involved parties should not hinder 
implementation51. This can be strengthened when all parties work towards a shared goal, align their beliefs, and 
establish more structured forms of collaboration52. In addition, it is essential to enable care professionals to learn 
from each other’s perspectives thereby complementing and enhancing their skills49.

The success of the implementation seems to depend on the integration and upkeep of the reablement phi-
losophy throughout all professionals involved. In accordance with prior research49, the most important finding 
was management’s pivotal role in sustaining the reablement philosophy within the organizations. Especially in 
these contexts, where the collective shift of mindset and professional role identity depends on the expectations 
of multiple professionals, achieving cultural change relies on rethinking institutional logics (i.e. shared beliefs 
and values determining behavior, shaping actions and decisions) and interrelationships52. Management’s initia-
tives were seen as facilitating the implementation and have proven to be effective when applied within all layers 
of the organization47,53. However, Fakha et al.27 confirm the lack of continuity indicated by the participants (i.e. 
disrupted information flow, communication, etc.), can impede the implementation of innovations. Establish-
ing strong external networks and clear communication are essential to foster implementation27. Therefore, it is 
recommended to maintain open communication across all organizational layers and provide time, space, and 
resources necessary to reconsider institutional logics49,52,54. This engagement can be further enhanced when 
staff is given the opportunity to provide input and feedback (e.g. during interactive sessions with management), 
through which they can voice their opinions and concerns, ask questions, offer suggestions, and feel heard49,54,55.

It became evident that funding and supporting regulations in the Netherlands were perceived as hindering for 
nationwide implementation of reablement. Current funding and reimbursement schemes fall short of covering 
all costs related to reablement programs and their accompanying interdisciplinary collaboration56. Consequently, 
this hinders care professionals from delivering care based on the client’s goals and needs, as the care provided 
is dictated by reimbursement criteria. This is in line with Parsons et al.34, who emphasize the need for a fund-
ing model that facilitates goal-oriented, holistic, and person-centered home care. Both management and care 
professionals expressed a need for a more integrated form of funding as the current fee-for-service model does 
not encourage value-based care, fosters fragmented healthcare, and encourages volume-based incentives14,57. In 
addition, the current model does not incentivize preventive care and early interventions57,58. Moreover, a strong 
and shared national vision regarding a new way of delivering home care is needed (i.e. supporting organizational 
procedures and national policies)17. An integrated funding model could potentially provide a solution providing 
high-quality care tailored to the client’s needs, ultimately reducing healthcare costs by promoting preventive care 
and early interventions59,60.

Some methodological considerations have to be made. First, we used a criterion sample of professionals based 
on the personal judgment of the research team and previous collaboration with the professionals, which could 
lead to selection bias of more motivated participants. However, it allowed us to obtain insight from the profes-
sionals who were closest to the implementation process. Second, to minimize time investment and effort required 
from organizations and professionals, the decision was made to conduct four focus groups instead of pursuing 
data saturation. In addition, the uneven distribution of participants raised a concern, especially since one of the 
interviews involved 14 participants, potentially limiting the representation of some participants in our combined 
analysis. Nevertheless, our study presents a methodologically sound and comprehensive understanding of the 
factors influencing a nationwide implementation of reablement from an implementation science perspective, for 
example, by using a well-known framework (i.e. CFIR36) to guide our study. It is important to note that the CFIR 
framework was updated during the preparation of this research61. The revised version highlights the importance 
of including the end-users’ perspective which ensures care meets their needs, enhancing person-centered and 
effective healthcare62. As a consequence, our study only reflects clients’ experiences through professionals’ views.

Notwithstanding these limitations, this study offers valuable insights for the implementation of reablement 
across diverse (international) settings and offers lessons applicable when implementing complex interventions. 
It can serve as a starting point to determine suitable, and effective strategies to address the identified influences 
on implementation. Linking our findings to CFIR provides sufficient guidance to choose appropriate strategies 
for implementation63. Future research could quantify a mix of key influences and explore their impact due to 
reablement’s context-specific character, further tailoring the chosen strategies. For practical application, care 
organizations should foster an innovation climate promoting open communication throughout all layers of the 
organization, as well as with service users. Policy should prioritize adopting an integrated funding model, which 
offers structure when implementing complex, interdisciplinary, interventions such as reablement; especially 
early on in the care process.



8

Vol:.(1234567890)

Scientific Reports |        (2024) 14:11391  | https://doi.org/10.1038/s41598-024-62047-6

www.nature.com/scientificreports/

Data availability
The data presented in this study are available on request from the corresponding author. The data are not pub-
licly available due to their containing information that could compromise the privacy or consent of research 
participants.

Received: 30 October 2023; Accepted: 9 May 2024

References
	 1.	 Beard, J. R. et al. The World report on ageing and health: A policy framework for healthy ageing. The Lancet 387, 2145–2154. 

https://​doi.​org/​10.​1016/​S0140-​6736(15)​00516-4 (2016).
	 2.	 Rostgaard, T. et al. Livindhome: Living Independently at Home: Reforms in Home Care in 9 European Countries (SFI - Danish 

National Centre for Social Research, 2011).
	 3.	 Forsyth, A. & Molinsky, J. What is aging in place? Confusions and contradictions. Housing Policy Debate 31, 181–196. https://​doi.​

org/​10.​1080/​10511​482.​2020.​17937​95 (2021).
	 4.	 Hatcher, D., Chang, E., Schmied, V. & Garrido, S. Exploring the perspectives of older people on the concept of home. J. Aging Res. 

2019, 2679680. https://​doi.​org/​10.​1155/​2019/​26796​80 (2019).
	 5.	 Haak, M., Fange, A., Iwarsson, S. & Ivanoff, S. D. Home as a signification of independence and autonomy: Experiences among 

very old Swedish people. Scand. J. Occup. Ther. 14, 16–24. https://​doi.​org/​10.​1080/​11038​12060​10249​29 (2007).
	 6.	 Wiles, J. L., Leibing, A., Guberman, N., Reeve, J. & Allen, R. E. The meaning of “aging in place” to older people. Gerontologist 52, 

357–366. https://​doi.​org/​10.​1093/​geront/​gnr098 (2012).
	 7.	 Rogers, W. A., Ramadhani, W. A. & Harris, M. T. Defining aging in place: The intersectionality of space, person, and time. Innov. 

Aging 4, 036. https://​doi.​org/​10.​1093/​geroni/​igaa0​36 (2020).
	 8.	 Bigonnesse, C. & Chaudhury, H. The landscape of “aging in place” in gerontology literature: Emergence, theoretical perspectives, 

and influencing factors. J. Aging Environ. 34, 233–251. https://​doi.​org/​10.​1080/​02763​893.​2019.​16388​75 (2020).
	 9.	 Kuluski, K., Ho, J. W., Hans, P. K. & Nelson, M. Community care for people with complex care needs: Bridging the gap between 

health and social care. Int. J. Integr. Care 17, 2. https://​doi.​org/​10.​5334/​ijic.​2944 (2017).
	10.	 Rostgaard, T., Tuntland, H. & Parsons, J. In Reablement in Long-Term Care for Older People: International Perspectives and Future 

Directions (eds Rostgaard, T. et al.) 3–20 (Policy Press, 2023).
	11.	 Metzelthin, S. F., Rostgaard, T., Parsons, M. & Burton, E. Development of an internationally accepted definition of reablement: A 

Delphi study. Ageing Soc. 42, 703–718. https://​doi.​org/​10.​1017/​S0144​686X2​00009​99 (2022).
	12.	 Mouchaers, I. et al. Development and content of a community-based reablement programme (I-MANAGE): A co-creation study. 

BMJ Open 13, e070890. https://​doi.​org/​10.​1136/​bmjop​en-​2022-​070890 (2023).
	13.	 Buma, L. E., Vluggen, S., Zwakhalen, S., Kempen, G. I. J. M. & Metzelthin, S. F. Effects on clients’ daily functioning and common 

features of reablement interventions: A systematic literature review. Eur. J. Ageing. https://​doi.​org/​10.​1007/​s10433-​022-​00693-3 
(2022).

	14.	 Tuntland, H., Parsons, J. & Rostgaard, T. In Reablement in Long-Term Care for Older People: International Perspectives and Future 
Directions (eds Rostgaard, T. et al.) 21–45 (Policy Press, 2023).

	15.	 Doh, D., Smith, R. & Gevers, P. Reviewing the reablement approach to caring for older people. Ageing Soc. 1, 1–13. https://​doi.​
org/​10.​1017/​S0144​686X1​80017​70 (2019).

	16.	 Aspinal, F., Glasby, J., Rostgaard, T., Tuntland, H. & Westendorp, R. G. New horizons: Reablement—Supporting older people 
towards independence. Age Ageing 45, 572–576. https://​doi.​org/​10.​1093/​ageing/​afw094 (2016).

	17.	 Metzelthin, S. F. et al. ‘Doing with …’ rather than ‘doing for …’ older adults: Rationale and content of the ‘Stay Active at Home’ 
programme. Clin. Rehabil. 31, 1419–1430. https://​doi.​org/​10.​1177/​02692​15517​698733 (2017).

	18.	 Moe, C. & Brinchmann, B. S. Tailoring reablement: A grounded theory study of establishing reablement in a community setting 
in Norway. Health Soc. Care Community 26, 113–121. https://​doi.​org/​10.​1111/​hsc.​12471 (2018).

	19.	 Zingmark, M. & Norstrom, F. Transitions between levels of dependency among older people receiving social care—A retrospective 
longitudinal cohort study in a Swedish municipality. BMC Geriatr. 21, 342. https://​doi.​org/​10.​1186/​s12877-​021-​02283-x (2021).

	20.	 Morris, Z. S., Wooding, S. & Grant, J. The answer is 17 years, what is the question: Understanding time lags in translational research. 
J. R. Soc. Med. 104, 510–520. https://​doi.​org/​10.​1258/​jrsm.​2011.​110180 (2011).

	21.	 Skivington, K. et al. A new framework for developing and evaluating complex interventions: Update of Medical Research Council 
guidance. BMJ 374, n2061. https://​doi.​org/​10.​1136/​bmj.​n2061 (2021).

	22.	 Anderson, L. M. et al. Introducing a series of methodological articles on considering complexity in systematic reviews of interven-
tions. J. Clin. Epidemiol. 66, 1205–1208. https://​doi.​org/​10.​1016/j.​jclin​epi.​2013.​07.​005 (2013).

	23.	 Datta, J. & Petticrew, M. Challenges to evaluating complex interventions: A content analysis of published papers. BMC Public 
Health 13, 568. https://​doi.​org/​10.​1186/​1471-​2458-​13-​568 (2013).

	24.	 Fu, B. Q. et al. Barriers and facilitators to implementing interventions for reducing avoidable hospital readmission: Systematic 
review of qualitative studies. Int. J. Health Policy Manag. 12, 7089. https://​doi.​org/​10.​34172/​ijhpm.​2023.​7089 (2023).

	25.	 Cooper, J. et al. Barriers and facilitators to implementing community-based physical activity interventions: A qualitative systematic 
review. Int. J. Behav. Nutr. Phys. Act. 18, 118. https://​doi.​org/​10.​1186/​s12966-​021-​01177-w (2021).

	26.	 Rubio-Valera, M. et al. Barriers and facilitators for the implementation of primary prevention and health promotion activities in 
primary care: A synthesis through meta-ethnography. PLoS ONE 9, e89554. https://​doi.​org/​10.​1371/​journ​al.​pone.​00895​54 (2014).

	27.	 Fakha, A. et al. A myriad of factors influencing the implementation of transitional care innovations: A scoping review. Implement. 
Sci. 16, 21. https://​doi.​org/​10.​1186/​s13012-​021-​01087-2 (2021).

	28.	 Groot Kormelinck, C. M., Janus, S. I. M., Smalbrugge, M., Gerritsen, D. L. & Zuidema, S. U. Systematic review on barriers and 
facilitators of complex interventions for residents with dementia in long-term care. Int. Psychogeriatr. 33, 873–889. https://​doi.​
org/​10.​1017/​S1041​61022​00000​34 (2021).

	29.	 Ashe, M. C. et al. Determinants of implementing reablement into research or practice: A concept mapping study. Physiother. Res. 
Int. 1, e1949. https://​doi.​org/​10.​1002/​pri.​1949 (2022).

	30.	 Jacobi, C. J., Thiel, D. & Allum, N. Enabling and constraining successful reablement: Individual and neighbourhood factors. PLoS 
ONE 15, e0237432. https://​doi.​org/​10.​1371/​journ​al.​pone.​02374​32 (2020).

	31.	 Wess, T., Steiner, W., Dür, M. & Janssen, J. Reablement—Relevant factors for implementation: An exploratory sequential mixed-
methods study design. BMC Health Serv. Res. 22, 959. https://​doi.​org/​10.​1186/​s12913-​022-​08355-x (2022).

	32.	 Stausholm, M. N., Pape-Haugaard, L., Hejlesen, O. K. & Secher, P. H. Reablement professionals’ perspectives on client characteristics 
and factors associated with successful home-based reablement: A qualitative study. BMC Health Serv. Res. 21, 665. https://​doi.​org/​
10.​1186/​s12913-​021-​06625-8 (2021).

	33.	 Lewin, G., Parsons, J., O’Connell, H. & Metzelthin, S. F. In Reablement in Long-Term Care for Older People: International Perspec-
tives and Future Directions (eds Rostgaard, T. et al.) 93–117 (Policy Press, 2023).

https://doi.org/10.1016/S0140-6736(15)00516-4
https://doi.org/10.1080/10511482.2020.1793795
https://doi.org/10.1080/10511482.2020.1793795
https://doi.org/10.1155/2019/2679680
https://doi.org/10.1080/11038120601024929
https://doi.org/10.1093/geront/gnr098
https://doi.org/10.1093/geroni/igaa036
https://doi.org/10.1080/02763893.2019.1638875
https://doi.org/10.5334/ijic.2944
https://doi.org/10.1017/S0144686X20000999
https://doi.org/10.1136/bmjopen-2022-070890
https://doi.org/10.1007/s10433-022-00693-3
https://doi.org/10.1017/S0144686X18001770
https://doi.org/10.1017/S0144686X18001770
https://doi.org/10.1093/ageing/afw094
https://doi.org/10.1177/0269215517698733
https://doi.org/10.1111/hsc.12471
https://doi.org/10.1186/s12877-021-02283-x
https://doi.org/10.1258/jrsm.2011.110180
https://doi.org/10.1136/bmj.n2061
https://doi.org/10.1016/j.jclinepi.2013.07.005
https://doi.org/10.1186/1471-2458-13-568
https://doi.org/10.34172/ijhpm.2023.7089
https://doi.org/10.1186/s12966-021-01177-w
https://doi.org/10.1371/journal.pone.0089554
https://doi.org/10.1186/s13012-021-01087-2
https://doi.org/10.1017/S1041610220000034
https://doi.org/10.1017/S1041610220000034
https://doi.org/10.1002/pri.1949
https://doi.org/10.1371/journal.pone.0237432
https://doi.org/10.1186/s12913-022-08355-x
https://doi.org/10.1186/s12913-021-06625-8
https://doi.org/10.1186/s12913-021-06625-8


9

Vol.:(0123456789)

Scientific Reports |        (2024) 14:11391  | https://doi.org/10.1038/s41598-024-62047-6

www.nature.com/scientificreports/

	34.	 Parsons, J. et al. In Reablement in Long-Term Care for Older People: International Perspectives and Future Directions (eds Rostgaard, 
T. et al.) 68–92 (Policy Press, 2023).

	35.	 Li, S.-A., Jeffs, L., Barwick, M. & Stevens, B. Organizational contextual features that influence the implementation of evidence-based 
practices across healthcare settings: A systematic integrative review. Syst. Rev. 7, 72. https://​doi.​org/​10.​1186/​s13643-​018-​0734-5 
(2018).

	36.	 Damschroder, L. J. et al. Fostering implementation of health services research findings into practice: A consolidated framework 
for advancing implementation science. Implement. Sci. 4, 50. https://​doi.​org/​10.​1186/​1748-​5908-4-​50 (2009).

	37.	 Damschroder, L. J. et al. The consolidated framework for implementation research (CFIR): Progress to date, tools and resources, 
and plans for the future. Implement. Sci. 10, A12. https://​doi.​org/​10.​1186/​1748-​5908-​10-​S1-​A12 (2015).

	38.	 Birken, S. A. et al. Criteria for selecting implementation science theories and frameworks: Results from an international survey. 
Implement. Sci. 12, 124. https://​doi.​org/​10.​1186/​s13012-​017-​0656-y (2017).

	39.	 Tong, A., Sainsbury, P. & Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for 
interviews and focus groups. Int. J. Qual. Health Care 19, 349–357. https://​doi.​org/​10.​1093/​intqhc/​mzm042 (2007).

	40.	 Palinkas, L. A. et al. Purposeful sampling for qualitative data collection and analysis in mixed method implementation research. 
Adm. Policy Ment. Health 42, 533–544. https://​doi.​org/​10.​1007/​s10488-​013-​0528-y (2015).

	41.	 Elo, S. & Kyngas, H. The qualitative content analysis process. J. Adv. Nurs. 62, 107–115. https://​doi.​org/​10.​1111/j.​1365-​2648.​2007.​
04569.x (2008).

	42.	 CFIR Research Team-Center for Clinical Management Research. Qualitative Data. https://​cfirg​uide.​org/​evalu​ation-​design/​quali​
tative-​data/ (2023).

	43.	 Gale, N. K., Heath, G., Cameron, E., Rashid, S. & Redwood, S. Using the framework method for the analysis of qualitative data in 
multi-disciplinary health research. BMC Med. Res. Methodol. 13, 117. https://​doi.​org/​10.​1186/​1471-​2288-​13-​117 (2013).

	44.	 Thomas, E. & Magilvy, J. K. Qualitative rigor or research validity in qualitative research. J. Spec. Pediatr. Nurs. 16, 151–155. https://​
doi.​org/​10.​1111/j.​1744-​6155.​2011.​00283.x (2011).

	45.	 Hjelle, K. M., Skutle, O., Alvsvåg, H. & Førland, O. Reablement teams’ roles: A qualitative study of interdisciplinary teams’ experi-
ences. J. Multidiscip. Healthc. 11, 305–316. https://​doi.​org/​10.​2147/​jmdh.​S1604​80 (2018).

	46.	 Hjelle, K. M., Skutle, O., Forland, O. & Alvsvag, H. The reablement team’s voice: A qualitative study of how an integrated multidis-
ciplinary team experiences participation in reablement. J. Multidiscip. Healthc. 9, 575–585. https://​doi.​org/​10.​2147/​JMDH.​S1155​
88 (2016).

	47.	 Culph, J. et al. Exploring relationships between health professionals through the implementation of a reablement program for 
people with dementia: A mixed methods study. Brain Impair. 21, 286–298. https://​doi.​org/​10.​1017/​BrImp.​2020.2 (2020).

	48.	 Bramble, M. et al. A scoping review exploring reablement models of training and client assessment for older people in primary 
health care. Prim. Health Care Res. Dev. 23, e11. https://​doi.​org/​10.​1017/​S1463​42362​10009​18 (2022).

	49.	 Vluggen, S. H. M., Metzelthin, S., Huisman-de Waal, G., Bleijlevens, M. & de Lange, W. Lessons learned and implications of func-
tion focused care based programs of various nursing care settings: A thematic synthesis. Ann. Nurs. Res. Pract. 6, 1 (2021).

	50.	 Toto, P. E., Alchin, T., Yanes, C., Park, J. & Fields, B. E. Implementing CAPABLE with care partners through an area agency on aging: 
Identifying barriers and facilitators using the consolidated framework for implementation research. Gerontologist 63, 428–438. 
https://​doi.​org/​10.​1093/​geront/​gnac0​97 (2023).

	51.	 Reay, T. & Hinings, C. R. Managing the rivalry of competing institutional logics. Org. Stud. 30, 629–652. https://​doi.​org/​10.​1177/​
01708​40609​104803 (2009).

	52.	 Goodrick, E. & Reay, T. Constellations of institutional logics: Changes in the professional work of pharmacists. Work Occup. 38, 
372–416. https://​doi.​org/​10.​1177/​07308​88411​406824 (2011).

	53.	 Maxwell, H. et al. Staff experiences of a reablement approach to care for older people in a regional Australian community: A 
qualitative study. Health Soc. Care Community 29, 685–693. https://​doi.​org/​10.​1111/​hsc.​13331 (2021).

	54.	 Goorts, K., Dizon, J. & Milanese, S. The effectiveness of implementation strategies for promoting evidence informed interventions 
in allied healthcare: A systematic review. BMC Health Serv. Res. 21, 241. https://​doi.​org/​10.​1186/​s12913-​021-​06190-0 (2021).

	55.	 Albright, K. et al. Communication strategies to facilitate the implementation of new clinical practices: A qualitative study of com-
munity mental health therapists. Transl. Behav. Med. 12, 324–334. https://​doi.​org/​10.​1093/​tbm/​ibab1​39 (2022).

	56.	 Montano, A.-R., Cornell, P. Y. & Gravenstein, S. Barriers and facilitators to interprofessional collaborative practice for community-
dwelling older adults: An integrative review. J. Clin. Nurs. 32, 1534–1548. https://​doi.​org/​10.​1111/​jocn.​15991 (2023).

	57.	 Miller, H. D. From volume to value: Better ways to pay for health care. Health Aff. (Millwood) 28, 1418–1428. https://​doi.​org/​10.​
1377/​hltha​ff.​28.5.​1418 (2009).

	58.	 Wang, Y., Hou, W., Wang, X., Zhang, H. & Wang, J. Bad to all? A novel way to analyze the effects of fee-for-service on multiple 
grades hospitals operation outcomes. Int. J. Environ. Res. Public Health 18, 723. https://​doi.​org/​10.​3390/​ijerp​h1823​12723 (2021).

	59.	 Mason, A., Goddard, M., Weatherly, H. & Chalkley, M. Integrating funds for health and social care: An evidence review. J. Health 
Serv. Res. Policy 20, 177–188. https://​doi.​org/​10.​1177/​13558​19614​566832 (2015).

	60.	 van den Bulck, A. O. E. et al. Which client characteristics predict home-care needs? Results of a survey study among Dutch home-
care nurses. Health Soc. Care Community 27, 93–104. https://​doi.​org/​10.​1111/​hsc.​12611 (2019).

	61.	 Damschroder, L. J., Reardon, C. M., Widerquist, M. A. O. & Lowery, J. The updated consolidated framework for implementation 
research based on user feedback. Implement. Sci. 17, 75. https://​doi.​org/​10.​1186/​s13012-​022-​01245-0 (2022).

	62.	 Domecq, J. P. et al. Patient engagement in research: A systematic review. BMC Health Serv. Res. 14, 89. https://​doi.​org/​10.​1186/​
1472-​6963-​14-​89 (2014).

	63.	 Waltz, T. J., Powell, B. J., Fernández, M. E., Abadie, B. & Damschroder, L. J. Choosing implementation strategies to address con-
textual barriers: Diversity in recommendations and future directions. Implement. Sci. 14, 42. https://​doi.​org/​10.​1186/​s13012-​019-​
0892-4 (2019).

Acknowledgements
The authors would like to thank all professionals that participate in the focus group interviews. Additionally, they 
would like to thank MijZo, Cicero Zorggroep, Woonzorggroep Samen, gemeente Schagen, VGZ Zorgverzekering, 
and CZ groep for their participation. In particular, we would like to thank Sigrid van Haaster, Elly Branderhorst, 
and Raquel Knubben for their help with the recruitment of the professionals involved.

Author contributions
All authors—IM, LEB, HV, SZ, JCMvH, EV, GG, and SFM—were involved in the conceptualization and design 
of the research. IM, LEB and SFM collected and analyzed the data, supervised by HV and SZ. IM and LEB wrote 
the drafts of the manuscript. HV, SZ, JCMvH, EV, GG, and SFM reviewed the manuscript periodically and 
approved the final version.

https://doi.org/10.1186/s13643-018-0734-5
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1186/1748-5908-10-S1-A12
https://doi.org/10.1186/s13012-017-0656-y
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1007/s10488-013-0528-y
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://cfirguide.org/evaluation-design/qualitative-data/
https://cfirguide.org/evaluation-design/qualitative-data/
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1111/j.1744-6155.2011.00283.x
https://doi.org/10.1111/j.1744-6155.2011.00283.x
https://doi.org/10.2147/jmdh.S160480
https://doi.org/10.2147/JMDH.S115588
https://doi.org/10.2147/JMDH.S115588
https://doi.org/10.1017/BrImp.2020.2
https://doi.org/10.1017/S1463423621000918
https://doi.org/10.1093/geront/gnac097
https://doi.org/10.1177/0170840609104803
https://doi.org/10.1177/0170840609104803
https://doi.org/10.1177/0730888411406824
https://doi.org/10.1111/hsc.13331
https://doi.org/10.1186/s12913-021-06190-0
https://doi.org/10.1093/tbm/ibab139
https://doi.org/10.1111/jocn.15991
https://doi.org/10.1377/hlthaff.28.5.1418
https://doi.org/10.1377/hlthaff.28.5.1418
https://doi.org/10.3390/ijerph182312723
https://doi.org/10.1177/1355819614566832
https://doi.org/10.1111/hsc.12611
https://doi.org/10.1186/s13012-022-01245-0
https://doi.org/10.1186/1472-6963-14-89
https://doi.org/10.1186/1472-6963-14-89
https://doi.org/10.1186/s13012-019-0892-4
https://doi.org/10.1186/s13012-019-0892-4


10

Vol:.(1234567890)

Scientific Reports |        (2024) 14:11391  | https://doi.org/10.1038/s41598-024-62047-6

www.nature.com/scientificreports/

Funding
This work was supported by the European Union’s Horizon 2020 research and innovation program under the 
Marie Skłodowska-Curie Grant Agreement No 812656 as part of the TRANS-SENIOR project (www.​trans-​
senior.​eu).

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https://​doi.​org/​
10.​1038/​s41598-​024-​62047-6.

Correspondence and requests for materials should be addressed to I.M. or L.E.B.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

© The Author(s) 2024

http://www.trans-senior.eu
http://www.trans-senior.eu
https://doi.org/10.1038/s41598-024-62047-6
https://doi.org/10.1038/s41598-024-62047-6
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	A qualitative exploration of professionals’ perspectives on the implementation of reablement intervention programs in community care
	Methods
	Design
	Setting and participants
	Data collection
	Data analysis
	Rigor and reflexivity
	Ethics

	Results
	Strength of interdisciplinary collaboration
	Internal collaboration
	External collaboration

	Integrating the reablement philosophy into the organization
	Role of management in program integration
	Readiness for change

	Achieving a culture change in the healthcare system
	Funding
	Care transformation and prerequisites


	Discussion
	References
	Acknowledgements


