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Purpose: Reablement is a multidisciplinary intervention aimed at promoting function and independence for people with functional 
decline. Detailed descriptions of various professions’ actions are needed for organization and evaluation of reablement services. This 
study describes physiotherapy practice in a reablement context in Swedish municipalities, focusing on the content and magnitude of 
interventions.
Methods: Physiotherapists (n=108) from 34 municipalities answered a web-based survey covering the target group, content and 
duration of their actions, and number of contacts initiated over a 3-week period. Data were analyzed with descriptive statistics and 
multiple logistic regression.
Results: Overall, 1005 cases were reported, with a mean age of 78.9 years (SD: 11.7); about 91% (n=912) were aged ≥65 and 61% 
(n=612) were women. About 70% were allocated to home care; 16% (n=160) of these had minor functional limitations (eg, needing 
safety alarms/help with domestic tasks), and 55% (n=550) had major functional limitations (eg, needing help with personal activities of 
daily living). The most reported actions were providing technical aids (60.8%, n=576), instructions/counseling (41.5%, n=393), 
walking/climbing stairs (27.6%, n=262), strength training (27.2%, n=258), and fall prevention (25.5%, n=242). Almost half of the 
cases included one action (n=494) and about 89% (n=890) targeted primary needs (body functions, walking indoors, self-care, or 
domestic life), mainly in clients with major functional limitations (odds ratio=2.96; 95% confidence interval: 1.95–4.49). About 50% 
(n=517) of the cases involved 1–2 contacts; about 55% (n=549) were completed within 3 weeks. Exercise was associated with ≥6 
visits over ≥7 weeks. Supervision of home care staff was performed in 19.1% (n=181) of cases.
Conclusion: Reablement physiotherapy mostly comprises a few actions over a relatively short period. Whether this is a conscious 
strategy based on the purpose of home-based physiotherapy or clients’ needs and wishes, or conversely an expression of limited 
resources, remains to be investigated.
Keywords: healthy aging, home care, physical activity, physiotherapy, reablement, technical aids

Introduction
In Sweden today, many people with physical disabilities live at home and receive the necessary health care and services 
there, instead of living in institutional care.1 Despite substantial actions to promote healthy aging, the number of older 
people living at home and needing professional care and services will most likely increase. Consequently, efforts to 
create good conditions for them to live at home as safely and independently as possible need to be prioritized. 
Reablement is a multidisciplinary intervention aimed at enhancing physical or other functioning, increasing or main-
taining independence, and reducing the need for long-term services.2 It can be provided irrespective of a person’s age, 
ability, diagnosis, or setting,2 although older people living at home have been the overall target population in the context 
of reablement so far.3 Reablement focuses on the person’s abilities, resources, and possibilities to adapt to a declining 
function,4 and involves a person-centered, goal-oriented, and time-limited service5 from different health care profes-
sionals (HCPs).
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To allow an individual to achieve their goals, reablement should include initial assessment and the development and 
implementation of an action plan, followed by regular reassessments to ensure that the actions are adjusted to the 
person’s needs during the process.2 Actions can involve training of daily activities, environmental modifications, assistive 
devices,2 or exercise6 depending on the person’s goals of daily living, including social, leisure, or physical activities. 
Through this approach, reablement has the potential to support older people in staying at home as safely and 
independently as possible. However, research so far shows inconsistent findings on the effects of reablement 
interventions.4,5 Moreover, there has been little research into how reablement is operationalized, which limits the ability 
to organize and evaluate reablement services. Accordingly, because of a lack of infrastructure, resources, capacity, 
training, and coordination/cohesion between professional groups, reablement programs are rarely implemented.3

Reablement often requires multiprofessional efforts, and the composition of the reablement team includes a mix of 
health care and social care professionals2 such as physiotherapists (PTs), occupational therapists (OTs), nurses, home care 
staff, and social workers. Rehabilitation professionals (OTs and PTs) play a major role in enabling people to live at home 
as safely and independently as possible.7–10 Reablement actions from the perspective of OTs and PTs in a Swedish 
context have recently been explored by Zingmark et al (2020),11 showing both similarities and differences between PTs 
and OTs in terms of the content, duration, and number of contacts. The client’s ability to walk indoors was the main focus 
of both professions, but was reported significantly more often by PTs than by OTs (72% vs 63%, p≥0.001). Among OTs, 
the second most common focus was clients’ self-care, while for PTs, the second most common focus was body function 
(strength, balance, etc.). Both groups of professionals placed the least focus on social contacts and communication.

Another study used data from the same survey to explore OTs’ actions with a focus on social participation.12 The 
findings showed that most occupational therapy actions did not focus on social participation, but rather on basic needs 
such as personal activities of daily living and indoor mobility, particularly for clients with major functional limitations. 
Given the multidisciplinary and complex nature of reablement, there is a need to explore physiotherapy in the same 
context to understand how reablement is operationalized. This will bring new knowledge of the similarities and 
differences between professionals, which is important to ensure that the overall intervention for the client is sufficient 
and optimal. The present study therefore used data from the same survey11,12 to explore physiotherapy in this context.

Home-based PTs’ actions play a vital role in improving their clients’ functional capacity in order to maintain 
independence, increase overall physical wellbeing, and enhance social functioning.13,14 However, there are con-
siderable variations in how home-based physiotherapy is organized.10 A recent study15 exploring physiotherapy in 
the context of teamwork in reablement in Norway found a large variation in the practice of physiotherapy in 
reablement teams. Observations of reablement interventions and interviews with PTs revealed three features of 
practice: division of labor, assessment, and intervention. Based on differences in the features, two typologies with 
different characteristics emerged: a fixed structure and a flexible structure. In the fixed, hierarchical structure, the 
assessments were limited to standardized measurement tools, and the rehabilitation plans mainly included general 
exercise programs. Conversely, in the flexible, flat structure, assessments of physical function were conducted in 
addition to standardized measurements, and PTs were more involved in the process of tailoring interventions to the 
users’ goals and functional decline.15

The abovementioned Norwegian study15 clearly shows that within physiotherapy, different structures of labor are 
practiced in the reablement setting. This creates challenges, not only in terms of the ability to demonstrate the impact 
of interventions, but also in relation to equity of care. Moreover, it makes it challenging to provide person-centered 
care in this context. In addition, a recent systematic review failed to identify the “black box” of reablement, and was 
unable to name the most promising features in reablement in terms of increasing clients’ daily functioning, in part due 
to poorly described intervention content.16 Taken together, this emphasizes the importance of continuing to investigate 
the content of physiotherapy practice. The purpose of the present study was therefore to describe physiotherapy in the 
reablement context in Swedish municipalities, with a focus on the content and duration of the intervention and the 
number of contacts, and to explore how age, gender, and level of functioning had an impact on the interventions 
delivered by PTs.
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Methods
Context and Participants
The context of reablement in Sweden has been described in detail by Zingmark et al (2020)11 and Bergström et al 
(2019).7 In brief, reablement in Sweden is regulated both by social care legislation and by health care legislation, and 
there is variation in how reablement is organized, which professions are involved, and which population is targeted (all 
adults in need of social care vs only adults with extensive needs for support in daily living). PTs and OTs usually work 
closely together, and the assessments and actions usually take part in the client’s home. Within this context, PTs and OTs 
initiate rehabilitation, habilitation, housing adaptation, and provision of technical aids. PTs and OTs also provide 
supervision of home care staff.

Of the 290 municipalities in Sweden, 60 employ a local authority senior rehabilitation advisor (LASRA) (at the time 
of the study). LASRAs are responsible for quality assurance of the home healthcare in their municipalities.11 At the 
beginning of the present study, these 60 municipalities were invited to take part via the national network of LASRAs. 
They received information by email about the study, including how it was to be conducted, and were assured that 
participation would be voluntary. The type of intervention relevant to the study was defined as follows: (a) OTs or PTs 
were the main coordinators in the reablement work; (b) interventions were implemented in the clients’ own homes 
(standard housing, ie care homes excluded); (c) the main focus was on daily activities that were important to the clients; 
(d) the interventions included collaboration with home care staff; (e) interventions were organized within a municipal 
context (also including private companies); and (f) interventions included collaboration with other professionals, such as 
district nurses, social workers, and the managers of the home care staff.11

In the 38 municipalities willing to participate, PTs were invited by email via the LASRA and received information 
about the aim, content, and procedure of the study, including the voluntary nature of participation. The municipalities 
were geographically spread over the country and included urban as well as rural areas. In total, 108 PTs from 34 
municipalities participated in the present study (representing 32% of the PTs in the participating municipalities). At the 
time of data collection, the populations of these municipalities ranged from 9011 to 333,633, with an overall total of 
2,466,799 (representing 24% of the entire population of Sweden). The number of full-time equivalent positions in the 
municipalities ranged from 1.5 to 60.11

Data Collection
The present study used data from a web-based survey specifically developed for the study to collect information about 
the target group, the content and focus of interventions, the use of assessments, and collaboration with other profes-
sionals. The content of the survey was discussed within the national network of LASRAs to ensure that the questions 
were relevant. The PTs were instructed to describe interventions initiated over a 3-week period in September– 
October 2017 for first-time clients or for ongoing clients in whom a “new need” had been identified. Each description 
represented a “case”. For each case, the PT answered 30 questions including data on the client (age, gender, allocation to 
homecare), type of intervention (several options could be specified), and frequency (number of contacts) and duration 
(number of weeks) of the intervention (Appendix 1). The survey mainly included fixed response options, such as lists of 
common physiotherapy actions, with the possibility to add answers as free text. The action list included training in 
activity, strength and balance training, range of motion, standing training, walking/climbing stairs, pain treatment, 
respiratory training, fall prevention, technical aids, environmental modifications, instruction/counseling, advice to 
relatives, and supervision of home care staff. Each case was followed for as long as the intervention was ongoing, 
with a maximum of 15 weeks. A detailed description of the data collection procedure is given elsewhere.11

Data Analysis
Descriptive statistics were used to explore the content and magnitude (duration, number of contacts) of the PTs’ actions. 
All response alternatives except age were at the nominal or ordinal level. Prevalence rates were calculated to explore the 
content of physiotherapy actions in relation to level of functioning, number of contacts (1–2, 3–5, 6–9, ≥10), and duration 
of intervention (<1 week, 1–3 weeks, 4–6 weeks, 7–9 weeks, ≥10 weeks). Level of functioning was categorized into three 
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groups in relation to dependency (allocation to home care): no home care, minor functional limitations (needing safety 
alarms and/or help with domestic tasks), or major functional limitations (needing help with personal activities of daily 
living). Pearson’s chi-square test was used to identify associations between group variables, and p≤0.05 was considered 
statistically significant. Differences between groups were interpreted using 95% confidence intervals (CIs).

Since many individuals received more than one type of action per visit, multiple logistic regression was used to 
analyze which type of actions affected the probability of receiving many contacts or a long duration of intervention. The 
number of contacts was dichotomized to 1–5 contacts versus ≥6 contacts, and the duration of the intervention was 
dichotomized to ≤6 weeks versus ≥7 weeks. These thresholds were adopted in order to identify resource-intensive 
interventions, as most cases involved 1–5 visits and lasted ≤6 weeks. Hence, the dependent variables were number of 
contacts (1–5 contacts = 0, ≥6 contacts = 1) and duration of the intervention (≤6 weeks = 0, ≥7 weeks = 1), with action 
types as independent variables.

Multiple logistic regression (manual backward) was also used to analyze whether age, gender, and level of function-
ing affected the probability of receiving interventions that focused mainly on primary needs or on social participation. 
The dependent variable in this case was specified as primary needs (= 1)/social participation (= 0), with age, gender, and 
level of functioning as independent variables. Primary needs included the variables body functions, walking indoors, self- 
care, and domestic life. Social participation included walking outdoors, social contacts, communication, and leisure. No 
formal power calculation was made a priori, but the sample size was deemed sufficient (n=1005). Data from the multiple 
logistic regression are presented here as odds ratios (ORs) with 95% CIs. The analyses were performed using version 27 
of IBM SPSS Statistics (IBM Corporation, Armonk, NY, USA).

Results
The 108 PTs reported a total of 1005 cases with a mean age of 78.9 years (SD 11.7); the majority (90.7%, n=912) were 
≥65 years of age and 61% (n=612) were women. When divided by gender, the mean age was 79.4 years (SD 11.7) among 
the women and 78.1 years (SD 11.6) among the men. Concerning level of functioning and dependency, 29.4% (n=295) 
were not allocated to home care (mean age: 73.9 years, SD 12.6), 15.9% (n=160) had minor functional limitations (mean 
age: 79.4 years, SD 11.2), and 54.7% (n=550) had major functional limitations (mean age: 81.4 years, SD 10.4). The 
proportion of women was 61.9% (n=182), 58.8% (n=94), and 61.1% (n=336) in these three groups, respectively.

An intervention was reported in 948 of the 1005 cases (94.3%), and the most frequently reported actions were related 
to technical aids (60.8%, n=576), instructions/counseling (41.5%, n=393), walking/climbing stairs (27.6%, n=262), 
strength training (27.2%, n=258), and fall prevention (25.5%, n=242) (Table 1). A case could include more than one 

Table 1 Actions (n=948a) Reported by Physio-t 
herapists (PTs)

n (%)

Technical aids 576 (60.8)

Instruction/counseling 393 (41.5)

Walking/climbing stairs 262 (27.6)

Strength training 258 (27.2)

Fall prevention 242 (25.5)

Balance training 205 (21.6)

Range of motion 191 (20.1)

Supervision of home care staff 181 (19.1)

Training in activity 117 (12.3)

(Continued)
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action/intervention (for example, a combination of technical aids, balance training, and fall prevention). Almost half of 
the cases (49.2%, n=494) had 1 type of action, 34.2% (n=344) had 2 types, 13.6% (n=137) had 3 types, and 3.0% (n=30) 
had 4–7 types. Most of the actions (88.6%, n=890) targeted primary needs while the remainder (11.4%, n=115) targeted 
social participation.

Level of Functioning
Exploring type of intervention in relation to level of functioning among the 1005 cases (Table 2) revealed that having 
major functional limitations (n=550) was associated with receiving training in walking/climbing stairs (n=183), range of 
motion (n=131), supervision of home care staff (n=163), standing training (n=58) (p<0.001), and respiratory training 
(n=22) (p=0.001). This means that clients with major functional limitations received these actions more often than clients 

Table 2 Type of Action in Relation to Level of Functioning (n=1005)

Type of Action Level of Functioning n, Proportion, 95% CI p-valuea

No Functional 
Limitation (n=295)

Minor Functional 
Limitations (n=160)

Major Functional 
Limitations (n=550)

Technical aids (n=576) 193 104 279 <0.001
0.65, 0.60–0.71 0.65, 0.57–0.72 0.51, 0.46–0.55

Instruction/counseling (n=393) 122 55 216 0.324
0.41, 0.36–0.47 0.34, 0.27–0.42 0.39, 0.35–0.43

Walking/climbing stairs (n=262) 43 36 183 <0.001
0.15, 0.11–0.19 0.22, 0.16–0.30 0.33, 0.29–0.37

Strength training (n=258) 76 33 149 0.249
0.26, 0.21–0.31 0.21, 0.15–0.28 0.27, 0.23–0.31

Fall prevention (n=242) 88 36 118 0.020
0.30, 0.25–0.35 0.22, 0.16–0.30 0.21, 0.18–0.25

Balance training (n=205) 68 26 111 0.216
0.23, 0.18–0.28 0.16, 0.11–0.23 0.20, 0.17–0.24

Range of motion (n=191) 33 27 131 <0.001
0.11, 0.08–0.15 0.17, 0.12–0.24 0.24, 0.20–0.28

Supervision of home care staff (n=181) 7 11 163 <0.001
0.02, 0.01–0.05 0.07, 0.04–0.12 0.30, 0.26–0.34

(Continued)

Table 1 (Continued). 

n (%)

Environmental modifications 104 (11.0)

Advice to relatives 93 (9.8)

Standing training 76 (8.0)

Respiratory training 24 (2.5)

Pain treatment 20 (2.1)

Note: aNumber of cases with one or more actions reported.
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with no or only minor functional limitations. By contrast, having no functional limitations (n=295) was associated with 
fall prevention (n=88) (p=0.02) and technical aids (n=193) (p<0.001).

Number of Contacts
Data on the number of contacts were available for 1003 cases (Table 3), showing that 51.5% (n=517) received 1–2 visits, 
27.0% (n=271) received 3–5 visits, 11.8% (n=118) received 6–9 visits, and 9.7% (n=97) received ≥10 visits. The 
physiotherapy action involving technical aids (n=576) was associated with the number of contacts (p<0.001); those who 
had ≤5 contacts (n=788) received this action more often. Moreover, walking/climbing stairs (n=262), strength training 
(n=258), fall prevention (n=242), balance training (n=205), range of motion (n=191), supervision of home care staff 
(n=181), training in activity (n=117), advice to relatives (n=93), standing training (n=76), respiratory training (n=24), and 

Table 3 Type of Action in Relation to Number of Contacts (n=1003)

Type of Action Number of Contacts n, Proportion, 95% CI p-valuea,b

1–2 (n=517) 3–5 (n=271) 6–9 (n=118) ≥10 (n=97)

Technical aids (n=576) 324 157 46 47 <0.001
0.63, 0.58–0.67 0.58, 0.52–0.64 0.39, 0.30–0.48 0.48, 0.38–0.39

Instruction/counseling (n=393) 176 128 45 43 0.915
0.34, 030–0.38 0.47, 0.41–0.53 0.38, 0.29–0.48 0.44, 0.34–0.55

Walking/climbing stairs (n=262) 49 87 65 61 <0.001
0.09, 0.07–0.12 0.32, 0.27–0.38 0.55, 0.46–0.64 0.63, 0.53–0.72

Strength training (n=258) 26 80 74 78 <0.001
0.05, 0.03–0.07 0.30, 0.24–0.35 0.63, 0.53–0.71 0.80, 0.71–0.88

Fall prevention (n=242) 100 69 50 23 0.001
0.19, 0.16–0.23 0.25, 0.20–0.31 0.42, 0.33–0.52 0.24, 0.16–0.33

(Continued)

Table 2 (Continued). 

Type of Action Level of Functioning n, Proportion, 95% CI p-valuea

No Functional 
Limitation (n=295)

Minor Functional 
Limitations (n=160)

Major Functional 
Limitations (n=550)

Training in activity (n=117) 39 14 64 0.359
0.13, 0.10–0.18 0.09, 0.05–0.14 0.12, 0.09–0.15

Environmental 
modifications (n=104)

24 16 64 0.278
0.08, 0.05–0.12 0.10, 0.06–0.16 0.12, 0.09–0.15

Advice to relatives (n=93) 22 13 58 0.291
0.07, 0.05–0.11 0.08, 0.04–0.13 0.11, 0.08–0.13

Standing training (n=76) 8 10 58 <0.001
0.03, 0.01–0.05 0.06, 0.03–0.11 0.11, 0.08–0.13

Respiratory training (n=24) 2 – 22 0.001
0.01, 0.00–0.03 0.04, 0.03–0.06

Pain treatment (n=20) 3 6 11 0.137
0.01, 0.00–0.03 0.04, 0.01–0.08 0.02, 0.01–0.04

Note: aPearson’s chi-square test. 
Abbreviation: CI, confidence interval.
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pain treatment (n=20) were also associated with the number of contacts (p<0.001–p=0.024) but in the other direction, 
meaning that those with ≥6 contacts (n=215) received those actions more frequently. No significant associations were seen 
between number of contacts and either instruction/counseling (n=393) or environmental modifications (n=104) (Table 3).

Duration of the Intervention
Considering the duration of the intervention (Table 4), 27.6% (n=277) of interventions were completed in <1 week, 27.1% 
(n=272) within 1–3 weeks, 15.7% (n=158) within 4–6 weeks, 8.6% (n=85) within 7–9 weeks, and 21.0% (n=211) in ≥10 
weeks. Overall, almost 30% of the interventions lasted for 7 weeks or more. Technical aids (n=576) were associated with 
shorter duration (p<0.001), as those with this action more often had ≤6 weeks of intervention. Several other actions were 
associated with longer duration (p<0.001), with cases that received these actions more often having ≥7 weeks of 
intervention (n=296): walking/climbing stairs (n=262), strength training (n=258), balance training (n=205), range of motion 
(n=191), supervision of home care staff (n=181), training in activity (n=117), advice to relatives (n=93), and standing 
training (n=76). No significant associations were seen between duration and instruction/counseling (n=393), fall prevention 
(n=242), environmental modifications (n=104), respiratory training (n=24), or pain treatment (n=20) (Table 4).

Factors Impacting Physiotherapy Practice
Analysis of the probability of receiving interventions mainly focused on either primary needs or social participation. The 
regression analyses (Table 5) showed that clients with major functional limitations had a three times greater probability 
of receiving physiotherapy for primary needs (OR=2.96, 95% CI=1.95–4.49). The probability of receiving physiotherapy 
for primary needs or social participation was not affected by age or gender.

Table 3 (Continued). 

Type of Action Number of Contacts n, Proportion, 95% CI p-valuea,b

1–2 (n=517) 3–5 (n=271) 6–9 (n=118) ≥10 (n=97)

Balance training (n=205) 20 57 63 65 <0.001
0.04, 0.03–0.06 0.21, 0.16–0.26 0.53, 0.44–0.63 0.67, 0.57–0.76

Range of motion (n=191) 37 72 32 50 <0.001
0.07, 0.05–0.10 0.27, 0.21–0.32 0.27, 0.19–0.36 0.52, 0.41–0.62

Supervision of home care staff (n=181) 46 67 34 38 <0.001
0.09, 0.07–0.12 0.25, 0.20–0.30 0.29, 0.21–0.38 0.39, 0.29–0.49

Training in activity (n=117) 13 29 56 19 <0.001
0.03, 0.01–0.04 0.11, 0.07–0.15 0.47, 0.38–0.57 0.20, 0.12–0.29

Environmental 
modifications (n=104)

44 32 14 14 0.266
0.09, 0.06–0.11 0.12, 0.08–0.16 0.12, 0.07–0.19 0.14, 0.08–0.23

Advice to relatives (n=93) 27 33 14 19 0.002
0.05, 0.03–0.08 0.12, 0.09–0.17 0.12, 0.07–0.19 0.20, 0.12–0.29

Standing training (n=76) 7 18 18 33 <0.001
0.01, 0.01–0.03 0.07, 0.04–0.10 0.15, 0.09–0.23 0.34, 0.25–0.44

Respiratory training (n=24) 7 7 2 8 0.024
0.01, 0.01–0.03 0.03, 0.01–0.05 0.02, 0.00–0.06 0.08, 0.04–0.16

Pain treatment (n=20) 4 6 6 4 0.006
0.01, 0.00–0.02 0.02, 0.01–0.05 0.05, 0.02–0.11 0.04, 0.02–0.10

Notes: aPearson’s chi-square test; bdichotomized to 1–5 contacts or ≥6 contacts. 
Abbreviation: CI, confidence interval.
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Table 4 Type of Action in Relation to the Duration of the Intervention (n=1003)

Type of Action Duration of the Intervention n, Proportion, 95% CI p-valuea,b

<1 wk (n=277) 1–3 wks (n=272) 4–6 wks (n=158) 7–9 wks (n=85) ≥10 wks (n=211)

Technical aids (n=576) 166 186 90 46 87 <0.001
0.70, 0.64–0.76 0.71, 0.65–0.77 0.58, 0.50–0.66 0.54, 0.43–0.65 0.42, 0.35–0.49

Instruction/counseling (n=393) 92 109 73 37 81 0.635
0.39, 0.33–0.46 0.42, 0.36–0.48 0.47, 0.39–0.55 0.44, 0.33–0.55 0.39, 0.32–0.46

Walking/climbing stairs (n=262) 25 36 75 46 80 <0.001
0.11, 0.07–0.15 0.14, 0.10–0.19 0.48, 0.40–0.57 0.54, 0.43–0.65 0.38, 0.32–0.45

Strength training (n=258) 5 32 54 39 128 <0.001
0.02, 0.01–0.05 0.12, 0.09–0.17 0.35, 0.27–0.43 0.46, 0.35–0.57 0.61, 0.54–0.68

Fall prevention (n=242) 42 71 48 20 60 0.458
0.18, 0.13–0.23 0.27, 0.22–0.33 0.31, 0.24–0.38 0.24, 0.15–0.34 0.29, 0.23–0.35

Balance training (n=205) 4 26 40 33 102 <0.001
0.02, 0.00–0.04 0.10, 0.07–0.14 0.26, 0.19–0.33 0.39, 0.28–0.50 0.49, 0.42–0.56

Range of motion (n=191) 8 35 35 32 81 <0.001
0.03, 0.01–0.07 0.13, 0.10–0.18 0.23, 0.16–0.29 0.38, 0.27–0.49 0.39, 0.32–0.46

Supervision of home care staff (n=181) 17 35 33 25 71 <0.001
0.07, 0.04–0.11 0.13, 0.10–0.18 0.21, 0.15–0.28 0.29, 0.20–0.40 0.34, 0.28–0.41

Training in activity (n=117) 5 13 22 18 59 <0.001
0.02, 0.01–0.05 0.05, 0.03–0.08 0.14, 0.09–0.21 0.21, 0.13–0.31 0.28, 0.22–0.35

Environmental 

modifications (n=104)

18 29 24 11 22 0.968
0.08, 0.05–0.12 0.11, 0.08–0.16 0.15, 0.10–0.22 0.13, 0.07–0.22 0.11, 0.07–0.16

Advice to relatives (n=93) 9 17 18 14 34 <0.001
0.04, 0.02–0.07 0.07, 0.04–0.10 0.12, 0.07–0.18 0.16, 0.09–0.26 0.16, 0.12–0.22

Standing training (n=76) 2 8 11 15 40 <0.001
0.01, 0.00–0.03 0.03, 0.01–0.06 0.07, 0.04–0.12 0.17, 0.10–0.27 0.19, 0.14–0.25

Respiratory training (n=24) 2 7 3 5 7 0.071
0.01, 0.00–0.03 0.03, 0.01–0.05 0.02, 0.00–0.04 0.06, 0.02–0.13 0.03, 0.01–0.07

Pain treatment (n=20) 2 1 7 5 5 0.109

0.01, 0.00–0.03 0.00, 0.00–0.02 0.05, 0.02–0.09 0.06, 0.02–0.13 0.02, 0.01–0.05

Notes: aPearson’s chi-square test; bdichotomized to ≤6 weeks or ≥7 weeks. 
Abbreviation: CI, confidence interval.
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Several actions were associated with increased odds of having ≥6 visits: pain treatment (OR=7.87, 95% CI=2.46– 
25.19), strength training (OR=6.14, 95% CI=3.68–10.22), training in activity (OR=3.80, 95% CI=2.28–6.33), balance 
training (OR=3.13, 95% CI=1.85–5.32), supervision of home care staff (OR=2.95, 95% CI=1.76–4.94), walking/climb-
ing stairs (OR=2.85, 95% CI=1.88–4.32), and standing training (OR=2.39, 95% CI=1.20–4.54). None of the actions were 
related to lower odds of having ≥6 visits.

Actions associated with increased odds of receiving physiotherapy for ≥7 weeks were supervision of home care staff 
(OR=3.37, 95% CI=2.20–5.15), strength training (OR=3.33, 95% CI=2.07–5.34), balance training (OR=2.57, 95% 
CI=1.54–4.36), range of motion (OR=2.44, 95% CI=1.62–3.67), training in activity (OR=2.42, 95% CI=1.47–3.96), 
and standing training (OR=2.01, 95% CI=1.07–3.75). Actions associated with lower odds of receiving intervention for ≥7 

Table 5 Factors Impacting the Focus of the Intervention, the Number of 
Contacts, and the Duration of the Intervention

Final Model OR 95% CI for OR p-value

Focus of the interventiona

Major functional limitation 2.96 1.95–4.49 <0.001

Number of contactsb

Pain treatment 7.87 2.46–25.19 <0.001

Strength training 6.14 3.68–10.22 <0.001

Training in activity 3.80 2.28–6.33 <0.001

Balance training 3.13 1.85–5.32 <0.001

Supervision of home care staff 2.95 1.76–4.94 <0.001

Walking/climbing stairs 2.85 1.88–4.32 <0.001

Standing training 2.39 1.20–4.54 p=0.012

Duration of interventionc

Supervision of home care staff 3.37 2.20–5.15 <0.001

Strength training 3.33 2.07–5.34 <0.001

Balance training 2.57 1.54–4.36 <0.001

Range of motion 2.44 1.62–3.67 <0.001

Training in activity 2.42 1.47–3.96 <0.001

Standing training 2.01 1.07–3.75 p=0.029

Technical aids 0.68 0.48–0.97 p=0.032

Instruction/counseling 0.65 0.46–0.94 p=0.021

Fall prevention 0.62 0.41–0.95 p=0.028

Notes: aNagelkerke R Squared: 0.054, variables entered into the regression analysis (manual backward): 
gender, age, minor, major. bNagelkerke R Squared: 0.526, variables entered into the regression analysis 
(manual backward): gender, age, training in activity, strength training, balance training, range of motion, 
standing training, walking/climbing stairs, pain treatment, respiratory training, fall prevention, technical 
aids, environmental modifications, instruction/counseling, supervision of staff, advice to relatives. 
cNagelkerke R Squared: 0.390, variables entered into the regression analysis (manual backward): gender, 
age, training in activity, strength training, balance training, range of motion, standing training, walking/ 
climbing stairs, pain treatment, respiratory training, fall prevention, technical aids, environmental mod-
ifications, instruction/counseling, supervision of staff, advice to relatives. 
Abbreviations: OR, odds ratio.; CI, confidence interval.
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weeks were technical aids (OR=0.68, 95% CI=0.48–0.97), instruction/counseling (OR=0.65, 95% CI=0.46–0.94), and 
fall prevention (OR=0.62, 95% CI=0.41–0.95).

Discussion
In this study, which focused primarily on persons aged ≥65 years, about 55% of the clients had a major functional 
limitation. The most frequently reported physiotherapy action was related to technical aids, mainly targeting clients with 
no or minor functional limitations. This action involved few contacts, and the intervention lasted only a short period of 
time. A previous study,11 exploring the same cohort but focusing instead on the assessment, goalsetting, and/or 
intervention, showed that walking indoors was the most prevalent focus for PTs in this setting; this implies that most 
of the technical aids reported in this study, such as sticks, canes, or walkers, were aimed at increasing walking capacity. 
The use of walking aids is important, as it helps to maintain balance and improve mobility;17 well-maintained mobility, in 
turn, can improve life satisfaction in aging by lowering mortality and fall risk, increasing physical strength and 
independence, and allowing social connectedness to be maintained.18 The results of the present study indicate that 
providing technical aids seems to be an action requiring very few resources from the PT. The importance of training 
HCPs for the proper prescription, fitting, user training, and follow-up of assistive products has been emphasized,19 and 
future studies need to explore the actions, goals, and effects related to technical aids and PTs’ actions in reablement 
settings.

Different forms of exercise and physical activity (strength, balance, training in activity), although surprisingly only 
constituting 22–27% of the actions, required a high number of contacts over a longer period of time. These actions were 
executed independently of the clients’ functional status (no/minor/major limitations). Most of the actions required >6 
contacts and a duration of 7 weeks or more; strength training was the most common action that required ≥10 contacts 
over a period of ≥10 weeks. This shows that physiotherapy actions directed toward exercise or physical activity are 
resource-intensive. It is well known that physical exercise must be undertaken on a regular basis to increase and maintain 
function in older persons,20 and this is important to consider when planning care for older persons living at home. 
A combination of exercise-based and activity-based approaches has been suggested to enhance clients’ functional 
abilities.21 Physical activity and exercise are a cornerstone of healthy aging, and are also the interventions with the 
highest evidence for preventing falls in older people.22 They should therefore constitute a major part of the work 
conducted in this population by PTs, who are experts in motor learning and re-learning. From the older person’s 
perspective, PTs’ expertise and the person-centered approach in home-based exercise is invaluable.23

Fall prevention, constituting 25.5% of the actions, was given statistically significantly more often to clients with no 
functional limitations, in comparison to those with minor or major functional limitations. This is promising, as fall 
prevention should be introduced before the first fall; the reason for this is that many older people experience fear of 
falling and loss of confidence after a fall, which further increases the risk of recurrent falls.24 In the majority of cases 
(80%), fall prevention required 10 or more contacts but was executed in <7 weeks. It is therefore reasonable to assume 
that although fall prevention may include multifactorial and multi-component actions, as recommended,25 strength and 
balance training did not seem to be a consistent part of fall prevention interventions despite recommendations.22 This is 
in contrast to the evidence that fall prevention should be a multifactorial intervention that includes components such as 
exercise, environment/assistive technology, and knowledge/educational interventions.25 However, the previously men-
tioned study on the same cohort11 showed no difference in the number of actions related to fall prevention, which 
indicates that fall prevention, at least, is an OT/PT team-based intervention. As exercise is currently the single most 
important intervention to prevent falls,22 future studies are needed to further explore the composition of exercise 
interventions as part of the multidomain, person-centered interventions that are recommended by the global initiative 
to prevent falls.26 In a qualitative interview study conducted in Norway,27 HCPs perceived barriers and facilitators to 
promoting physical activity as a part of reablement at the participant, professional, organizational, and system level, and 
suggested that a “whole-system perspective” is required to promote physical activity in real-life health care settings.

The second most commonly reported action was instruction/counseling. This action could target the home care staff 
as well as clients and their relatives; the frequency can therefore be considered low, as most of the PTs’ actions, not least 
fall prevention, require some kind of information or instruction. However, the frequency of the action did not differ 
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significantly between levels of functioning, number of contacts, or duration of the intervention, and so it is difficult to 
interpret the significance of this action in physiotherapy practice.

Pain management was the intervention most likely to involve several visits (OR=7.87, 95% CI=2.46–25.19). 
However, given that pain management was a rare physiotherapy action (2.1%), it is difficult to draw any conclusions 
on the resources that this action requires.

Supervision of home care staff was performed in 19% of cases, mainly for clients with major functional limitations. 
This action was also the strongest indicator for receiving ≥7 weeks of physiotherapy. According to a qualitative study 
investigating interdisciplinary care,28 PTs initiate various interventions that relate to body function (ie the ability to move 
about safely and securely) and then delegate the actions to home care staff, who proceed to support the client to further 
improve function while maintaining safety. Close collaboration between the PT and home care staff is essential for 
individually tailored service aimed at achieving quality of movement.29 Flexible teamwork with a focus on person- 
centered reablement that aims to make the client an active co-creator of their care may be more resource-intensive,29,30 

but this might be a necessary shift in work culture to meet future health care needs.30 Home care staff competence and 
experience in reablement is also important in promoting physical activity.27 Our study highlights the extent of teamwork 
in physiotherapy, which is necessary knowledge for planning future resources to achieve the goals of healthy aging and 
an independent older population.

As in the previously-mentioned study which explored occupational therapy interventions in the same cohort as the 
present one,12 very few actions (11.4%) in our study population targeted social participation (walking outdoors, social 
contacts, communication, and leisure). The factor that determined whether a client received an intervention focusing on 
primary needs or social participation was level of functioning, not age or gender. The results also showed that having 
a major functional limitation tripled the odds of receiving physiotherapy for primary needs. This indicates that, from 
a physiotherapy as well as an occupational therapy perspective, few interventions are aimed at increasing social 
participation for clients with major functional limitations. Specifically, the actions walking/climbing stairs, range of 
motion, and standing training were significantly more often targeted at clients with major functional limitations than at 
clients with no or minor functional limitations. Together with the results that most interventions (83%) only had 1–2 foci, 
and that about half of the interventions involved only 1–2 visits and lasted a maximum of 3 weeks, this may indicate that 
achievements relating to primary needs are seen as “good enough.” This should, however, not be considered a sufficient 
goal, as social participation is important for increasing health and quality of life among older people.31,32 A recent 
scoping review33 aiming to investigate the volume of evidence for physical activity interventions among adults aged 60+ 
showed that very few reviews assessed outcomes of social participation. More PT-led reablement actions to address 
clients’ wishes and needs for social participation are needed, but this area remains to be explored.

Taken together, several of our findings indicate that physiotherapy mainly comprises one or a few actions executed 
over a few weeks, mainly involves technical aids, and mainly focuses on primary needs. This illustrates that physiother-
apy in reablement principally aims to compensate for an impairment (ie, using a passive approach), rather than trying to 
improve/maintain physical function (which would mean having an active approach). Whether this is a conscious strategy 
based on the purpose of home-based physiotherapy or clients’ needs and wishes, or conversely an expression of limited 
resources, needs to be investigated in future studies.

Limitations
The municipalities included may not be representative of all Swedish municipalities, since recruitment was based on the 
national network of LASRAs. Many municipalities do not have LASRAs (or at least did not have them at the beginning 
of the study). However, the study included municipalities across the country, with various population sizes, representing 
approximately a quarter of the entire population. This study therefore provides the first detailed picture of the content and 
composition of physiotherapy in a Swedish reablement context. Detailed information about the study and data collection 
has been provided, but a different approach to organizing reablement and a different study population may have resulted 
in a different interpretation of the questions, and hence different responses. This risk was reduced by using a standardized 
survey. However, the low response rate (32%) is a limitation to be considered when interpreting the results.
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No data on clients’ health was collected in this study, but it is reasonable to assume that their health and function were 
similar to that presented in other articles in the Nordic reablement context.34,35 The data analyses were based on our 
assumption that aspects such as outdoor mobility, leisure, social contacts, and communication are related to social 
participation, and so the results should be interpreted with this in mind. Another limitation is that our data do not include 
information on whether informal care was provided. It is likely that in many cases informal care was provided in parallel 
to municipal home care, including for those who had not been allocated to home care. Although some years have passed 
since the study was conducted, including the pandemic years, no major reforms have been conducted during this time in 
the field of reablement or in home health care in Sweden. We therefore consider the results to be highly relevant as 
a basis for describing and reflecting over physiotherapy practice in reablement. Finally, the multidisciplinary nature of 
reablement means that there is a possibility of other professions performing interventions that are usually performed by 
PTs, and vice versa. This must be considered when interpreting the results of this study. To further explore the content of 
reablement, future studies need to investigate interventions that are generic as well as interventions that are, and must be, 
specific for each profession.

Conclusions
This study contributes detailed information on the content and magnitude of PTs’ actions in Swedish reablement settings. 
About 50% of the actions targeted clients with major functional limitations, and almost 90% of the actions targeted 
primary needs. Clients with major functional limitations had higher odds of being targeted with actions relating to 
primary needs, and were given actions related to walking/climbing stairs, range of motion, and standing training, while 
clients with no or minor functional limitations received technical aids and fall prevention actions. The most frequently 
reported physiotherapy action was the provision of technical aids, followed by instruction/counseling, walking/climbing 
stairs, strength training, and fall prevention. Half of the actions required one or two contacts. Pain treatment and actions 
related to exercise were the strongest indicators for several contacts, mainly in clients with no or only minor functional 
limitations. About half of the actions lasted <3 weeks, and about 30% lasted ≥7 weeks; supervision of home care staff 
and exercises were the strongest indicators for long duration. Technical aids, instructions/counseling, and fall prevention 
actions were associated with shorter physiotherapy duration. This new knowledge contributes to the continuing work to 
describe the content and extent of reablement, which is needed to be able to allocate adequate resources for achieving 
high-quality, equal, and person-centered care for older people living at home.
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