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Introduction 

This discussion paper presents a review of literature available in the English-language on the subject of 
reablement and frail older people from the past 15 years, covering research conducted in Australia, Canada, 
northern and southern Europe, New Zealand, the United Kingdom and the United States of America. The 
paper provides an overview of the features of frailty and of the reablement model of community health and 
social care, and explores the key question of whether reablement can be a cost-effective way of promoting 
functional independence and optimising quality of life for frail older adults living at home. 

 

Frailty: The Extent of the Problem 

Population ageing is a feature of virtually all countries in the world. It is estimated, for example, that 22% of 
OECD nation populations will be aged 65 years and over by 2030. The percentage of older people (80 years 
and above) is also increasing significantly, and is predicted to triple in Europe between 2008 and 2060 
(Cochrane, 2013). The World Health Organization (WHO) predicts that there will be 395 million people 
around the world aged 80 years and over by 2050 (WHO, 2015). People age very differently and many retain 
good health well into old age. However, others experience multiple, often chronic conditions and a degree of 
functional, sensory and cognitive impairment as they age. For example, American studies reveal that close to 
50 percent of people over the age of 75 years have three or more chronic conditions (Goodwin, 2014; van 
Leeuwen, 2015). 

No universally accepted definition of frailty exists, although a pilot study is currently seeking to overcome 
this lack of consensus by developing a Frailty Index (Jones, 2012). Frailty is generally considered to be a pre-
disability biological syndrome that has a higher reversibility in its early stages than disability, and a higher 
predictive value for adverse outcomes at older age than chronic disease (Rodriguez-Mañas, 2014). It is 
characterised by a range of health factors which compromise the individual’s good health and functionality 
such as impaired mobility, instability (risk of falling), cognitive decline, incontinence and adverse effects of 
medical treatment, any of which can result in disability, hospitalisation and death (Fried, 2001; Sinclair, 2005; 
van Leeuwen, 2015). The prevalence of frailty increases with age, and it is the most common cause of death 
in community-dwelling older people through the cumulative effect of a number of health deficits (Rodriguez-
Mañas, 2014; Song, 2010). 

Two standards for measuring frailty are commonly employed. One is the Cardiovascular Health Study (CHS) 
Frailty Phenotype, which diagnoses frailty in individuals who demonstrate three or more of five criteria: slow 
walking speed, weak grip strength, extreme fatigue, frequent infections, low energy, and unexplained weight 
loss. The other is the Cumulative Deficit Model which measures the sum of deficits in an individual, such as 
cognition, medically confirmed chronic disease, and psychological and social deficits. Other measures of 
frailty use a combination of instruments, each of which assesses a single aspect (Cameron 2013). 

A state of frailty is a key indicator of the individual’s health and needs, although researchers note the 
complexity of defining ‘symptoms of frailty’ and assessing the care needs of such a heterogeneous group 
(Andrew, 2012; Dubuc, 2013; Wallace, 2012). Frailty impacts upon an individual’s quality of life in many, 
often co-existent ways. These include isolation and loneliness associated with chronic illness, low energy and 
reduced mobility, loss of loved ones and a reduced social network; persistent low mood, affected by the 
factors previously described; memory problems; and a sense of reduced control over their life resulting from 
increasing levels of dependency (van Leeuwen, 2015; Windle, 2011). 
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The decline in independent functional ability caused by frailty is even more of a problem for the increasing 
numbers of frail older people with complex care needs who live alone, especially when they have inadequate 
access to the ‘informal care’ usually provided by family members and close friends, as a result of labour 
market trends and changing family arrangements (Lewis, 2014; Lipszyc, 2012). Moreover, their state of 
frailty can be exacerbated by physical and environmental risk factors and stressors, causing susceptibility to 
infection, further disability and difficulty in re-establishing equilibrium after a disruptive event such as 
hospitalisation (Dubuc, 2013; Fairhall, 2013; van Leeuwen, 2015; Wallace, 2012). In consequence, a growing 
demand by the frail elderly on community health and social care services is evident. And since many older 
people wish to remain at home for as long as possible, with formal and informal support, reablement as a 
key platform of care is rapidly evolving to meet the need (Cochrane, 2013; Francis, 2011; Goodwin, 2014; 
Ryburn, 2009). 

 

Reablement 

Reablement (also known as ‘restorative care’ in Australia, New Zealand and the USA) can be described as a 
philosophy or a policy approach within community health and social care services. While it shares some 
features with traditional domiciliary care and occupational therapy, its focus is innovative. Commonly 
delivered as an intensive (multiple visits), duration-specific (typically between six and twelve weeks), 
multidisciplinary home care service, reablement focuses on user-identified goals and outcomes (Cochrane A, 
2013). In encouraging and guiding older people to do things for themselves rather than have things done 
‘for’ or ‘to’ them, reablement seeks to maximise independence and increase quality of life, delay 
hospitalisation and institutionalisation, and reduce mortality (Cochrane, 2013). Care plans are devised in 
consultation with the individual and their caregiver, consisting of a tailored set of user-agreed tasks and 
goals based on activities of daily living (ADL) and functional independence, through which the individual can 
(re)build confidence in their own capacity for control over their life (Glendinning, 2008). These care plans 
include a range of interventions such as physical exercise and mobility support, education about nutrition, 
lifestyle and self-management of chronic conditions, environmental redesign within the home, the provision 
of equipment aids, and strategies to manage anxiety and depression, with the longer-term goal of reducing 
the need for home care support into the future (Glendinning, 2010; Ryburn, 2009). 

Public expenditure on long-term care poses a challenge to fiscal sustainability, and countries where the 
population has matured are already facing this challenge. The average costs of European Union public 
expenditure on long-term care are predicted to double from 1.8 % in 2010 to 3.6 % of GDP in 2060 
(European Commission, 2013). Close to 40% of the Dutch health care budget in 2011 was spent on care of 
older adults, with hospitalisation and institutionalisation accounting for a large proportion (van Leeuwen, 
2015). Nations such as Australia, Denmark, the Netherlands, Norway, the United Kingdom (UK) and the 
United States (USA) have responded to the budgetary load by adopting the reablement model, to varying 
degrees (Cochrane, 2013). Examples include mandatory reablement throughout Denmark (Rostgaard, 
forthcoming), and a UK Department of Health investment of an extra £300 million a year in reablement 
services between 2012 and 2015 (Glendinning, 2010; Wilde, 2012). 

Frail older people may gain access to a reablement program through a number of pathways, one of which is 
upon discharge from hospital. Many hospital discharge services are selective, only referring those older 
people whom they assess as most likely to benefit from reablement. Another common route is direct 
referral from the community such as the GP or local authority. Services receiving a community referral tend 
to adopt a more flexible approach, often though not always screening out only the terminally ill or people 
with advanced dementia (Cochrane, 2013; Glendinning, 2008, 2010; Rabiee, 2011). While some countries 
have an individualised, flexible program derived from a personal needs assessment and consultative pre-
program visits by multidisciplinary teams or a health practitioner, others opt for a provider-controlled, less 
customised program (Cochrane, 2013; Kümpers, 2010). 
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What Constitutes ‘Good Care’ and Does Reablement Deliver It? 

It is difficult to accurately define ‘good care’, especially in relation to such a heterogeneous group as frail 
older people (Dubuc, 2013; Lewis, 2014). Studies that have focused on the views of service users and 
informal caregivers report that program flexibility, being consulted about the desired goals and activities, 
clear information, caregiver involvement, and the relationship between the service user and provider all 
contribute to perceptions of receiving good care (Glendinning, 2010). Of these, the quality of relationships is 
paramount. Service users and informal caregivers commonly state that professional health and social care 
staff provide company and reassurance. The correlation between empathy and reablement makes these 
relationships of value in their own right, not simply as a pathway to a better health outcome (Barrie, 2013).  

Does reablement deliver good care? Researchers agree that the scope and methodological reliability of the 
current literature do not allow for a conclusive answer to this question. Substantial variation across trials, 
together with a paucity of randomised controlled trials with large sample sizes and a longitudinal 
perspective, prevent a clear picture of the impact of the reablement model on both quality of life and public 
expenditure. Moreover, many trials choose to exclude frail older people on the basis of their co-morbidities 
and challenges to recruitment (Fairhall, 2013). Thus, any discussion of necessity rests on statistically 
significant results and ‘high probability’ outcome indicators. 

High rates of functional decline are evident in the frail older population, more so following a period of 
hospitalisation (Parsons, 2013), and this decline can unintentionally be reinforced by the traditional home 
care model of doing things ‘to’ and ‘for’ the individual. In contrast, the reablement focus on encouraging 
people to improve their function in ADL by completing tasks themselves can have a positive impact on 
physical, psychological and social well-being. Physical function and mobility are integral to achieving 
independence in activities of daily life (ADL), facilitating the maintenance of social connectivity, and reducing 
morbidity (such as injuries from falling, a leading cause of hospitalisation) and mortality (Fairhall, 2013; 
Heinrich, 2009). Studies measuring accomplishments in ADL and mobility through physical exercise training 
programs for frail older people found statistically significant improvements at 12 months post-intervention 
(Cameron, 2013; Ryburn, 2009). These improvements were reflected in significantly higher health-related 
quality of life outcomes in comparison with users of conventional home care programs, and modest 
improvements in social care-related quality of life (Glendinning, 2010; Miller, 2013; Wilde, 2012). Several 
research projects currently underway in this area of research will contribute to the evidence. These include 
two intervention protocols, one studying the effect of home-care reablement services on maintaining and 
improving older adults’ functional independence (Cochrane, 2013), and the other investigating the efficacy 
of mobility training (Fairhall, 2013). A Danish study is comparing outcomes of a rehabilitation model 
introduced in two municipalities in Denmark for people over 65 who have experienced a loss of functionality 
(Socialstyrelsen, 2015); and a Norwegian study protocol for a randomised controlled trial is investigating the 
effect of reablement on ADL, physical functioning, health-related quality of life, use of health care services 
and costs (Tuntland, 2014). 

Home equipment aids, introduced to improve mobility, encourage improvements in ADL and reduce the 
likelihood of falls, complement both physical exercise and mobility interventions. In addition to structural 
equipment to aid ambulation within and outside the home, assistive technologies are being employed for 
care provision, fall detection and mobility enhancement. These include telephone healthcare services and 
computerised personal devices, and are associated with positive indicators (Boger, 2011; MacNamara, 
2012). Evidence suggests that home equipment and aids bring benefits beyond the functional purpose for 
which they are designed. By enabling self-sufficiency, privacy and independence, they can improve the 
person’s quality of life through boosting their confidence and self-esteem (Ryburn, 2009). 

 

Can Reablement Be Cost-effective? 
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Conclusive evidence of cost-effectiveness is inhibited by the paucity of robust research and the complexity of 
comparing traditional home care and reablement models in different settings, each with their own costing 
structure (Lewin, 2013b). One study of a 12-month reablement model in the United Kingdom reported a 60% 
decrease in use of social care services when compared with users of traditional home care, noting however 
that this reduction in cost was offset by the initial costs of implementing the service. This study found no 
statistically significant variation in the costs of the combination of health and social care services used by 
both the reablement and traditional home care groups for the duration of the study, and no positive 
indicators for reduced use of health care services in the reablement group. Nonetheless, it concluded that 
reablement has a high probability of cost-effectiveness when considering longer-term effects (Glendinning, 
2010).  

A longitudinal study in Australia found a similar reduction in the use of home care services after the 
reablement program had concluded. While the reablement and traditional home care programs in the study 
incurred similar costs in the initial twelve-month period, reablement service users demonstrated a 
comparative reduction in need of any home care service over the next three years, and their need for 
personal care services remained low for longer, delivering a median cost saving of approximately AUD12,500 
per person per year for nearly five years. Comparing these results with several other studies, the researchers 
concluded that the reablement models practised in the United Kingdom, New Zealand, Australia and the 
United States all showed a reduction in the subsequent use of social care services, but that no firm evidence 
is yet available for how long this may last in each setting (Lewin, 2013b). 

Limitations and omissions in the research need to be considered. For example, a common focus on assessing 
reablement as a means to maximise the health care dollar through efficient use of resources can be at the 
expense of measuring outcomes related to quality of life. While a reduction in service resources is important 
to ensure public health funding sustainability over the long-term, it is also essential to evaluate indicators of 
quality of life benefits from reablement programs. Some studies exclusively measure reductions in paid staff 
hours after the reablement intervention as signs of success (Francis, 2011; Miller R, 2013; van Leeuwen, 
2015) and fail to take into account staff ‘time to care’. The time taken to build the relationship between care 
provider and user can be critical to the outcome, and it has been said that “practitioners are the 
intervention” in human services (Lewis, 2014). 

There is as yet no reliable evidence to show that reablement has a material impact on frail older people’s 
need for health support or hospitalisation—although there is a probability that improvements in mobility 
and physical functioning may delay or avoid hospitalisation through a reduced incidence of falls and other 
injuries. Improved well-being through positive social connectivity and care outcomes is only modestly 
supported by current research, and urgently needs investigation (Francis, 2011). A two-year randomised 
clinical trial assessing a chronic care model for frail older adults in Europe currently in progress will 
contribute to the evidence base of both quality of life gains and potential cost-effectiveness of the model 
(van Leeuwen, 2015). 

 

Challenges and Omissions 

In seeking to establish a cost-saving rationale for reablement, local authorities may overlook the variation in 
the cost of different reablement delivery models and the cost of the services they are replacing (Lewin, 
2010). Some local authorities reduce their budget for community-dwelling older people’s health and social 
care with the expectation of future cost-savings from successful reablement interventions, which they 
believe will result in less demand for home care over the long-term (Rostgaard, 2015). In Denmark, where 
reablement is now obligatory, there has been a reduction in the take-up of home care since 2007 when 
reablement was introduced. The cause of this reduction is unclear: it may be a result of the successful move 
towards the more active principles of reablement; or it may indicate that some older people are not having 
their care needs met because their resistance to engaging in the process of change that is central to the self-
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care reablement model excludes them from receiving what is seen as more ‘passive’ or conventional home 
care services (Rostgaard, forthcoming). 

Independently-minded older adults have a strong motivation to regain a level of functional independence 
that is acceptable to them, particularly following a disabling injury or illness which may have caused them to 
be hospitalised for a period of time (Francis, 2011; Langeland, 2014; Newton, 2014; Rostgaard, forthcoming). 
However, the increasingly widespread adoption of the all-inclusive reablement model by local authorities 
commonly fails to distinguish between those who are most likely to benefit from reablement and those who 
are disinclined to participate in the model (Newton, 2014). The latter group experiences a number of 
frustrations. They express reluctance to do difficult and painful tasks for themselves when they perceive it 
would be much easier and quicker for the formal caregiver to do them; and they state that they have unmet 
needs with housework, shopping, and their social activity goals (Glendinning, 2010). Difficulties are 
compounded where the user’s and informal caregiver’s understanding of the aims of reablement is poor or 
where the service delivery lacks flexibility (Glendinning, 2010; Wilde, 2012). 

While many service users are highly satisfied, a key finding by researchers exploring the user and informal 
caregiver perspective is the experience of loneliness and an associated sense of loss and uncertainty as the 
reablement period ends (Fisher, 2011; Lewin, 2013a; Newton, 2014). The short-term nature of most 
reablement programs can create increased isolation and loneliness post-intervention, particularly for those 
who live alone with little or no family support. Loneliness is connected with depression and reduced well-
being, and has been linked to poor sleep patterns, depressed immune system, elevated blood pressure and 
longer-term cognitive decline (Francis, 2011; Newton, 2014; O'Luanaigh, 2008; Wilde, 2012). Depression in 
older people is often under-diagnosed and its risk increases with age. There is a clear link between 
depression and suicide, and older adults are disproportionately likely to die by suicide. It is therefore 
imperative to promote positive ageing (Astell, 2013).  

In practical terms, service users may complain of an inability to achieve their goals as a result of the lack of 
equipment and environmental adaptations, including bathroom aids and mobility support outside of the 
home (Wilde, 2012). This can be due to insufficient resources in the community or to delays in provision 
through poor communication within the interdisciplinary team (New, 2008). Because reablement programs 
are usually short-term, the prompt delivery of required home equipment aids is important. Service users and 
caregivers report satisfaction when equipment is delivered promptly and removed when no longer required, 
and experience high levels of frustration when there are delays (Francis, 2011). Gaining access to mobility 
and functional aids is associated with the role of the professional occupational therapist in the conventional 
care model. Some studies suggest that occupational therapists are essential members of reablement teams, 
while others assert that reablement home care staff can be trained to fulfil the same tasks, as long as service 
users have access to an occupational therapist and a physiotherapist if needed. The cost-effectiveness of an 
occupational therapist as a core member of the reablement team is inconclusive at present (Francis, 2011; 
Glendinning, 2010; Rabiee, 2011; SCIE, 2011).  

Several challenges exist in relation to the training of staff in the reablement approach, although many 
managers and front-line staff have responded positively to the new model (Francis, 2011; Miller, 2013). Staff 
recruited from traditional home care services can be challenged by the paradigm shift from doing things ‘to’ 
or ‘for’ the person to motivating and encouraging them to become as independent as possible (Glendinning, 
2008, 2010; Wilde, 2012). In communities where the reablement model co-exists with the mainstream home 
care service evidence shows a confusion between the two sets of skills, which can lead to decreased staff 
and user morale (Miller, 2013). Other challenges to user satisfaction, staff morale and program efficacy are: 

 a time-pressured program delivery environment; 

 developing an integrated multi-disciplinary team that supports the principles, goals and methods of 
reablement and maintains good communication channels; 

 ensuring the availability of services and equipment within a short program time-frame; 
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 the education of providers of ongoing care after the intervention has concluded, in order to ensure 
longer-term viability of the gains achieved through the program; and 

 sufficient health authority funding to ensure optimal conditions for program implementation 
(Cochrane, 2013; Francis, 2011; Miller, 2013; Rabiee, 2011; Ryburn, 2009). 

Service users and caregivers need to receive clear information about how reablement differs from 
conventional care models if they are to engage fully with the program and avoid building unrealistic 
expectations. However, caregivers are often overlooked in reablement education, and their involvement 
may not be sought in setting goals and desired activity targets with the service user (Wilde, 2012). Evidence 
suggests that when informal caregivers are consulted and informed about reablement interventions, they 
may experience a reduced sense of burden and improved well-being and commitment to the program 
(Janse, 2014). An associated problem is the experience many frail older people have of lacking autonomy in 
devising their own care plan (van Leeuwen, 2015). Such direct feedback from users and their caregivers can 
inform decisions about the content and delivery of the program and how both may be modified for greater 
efficacy, yet robust research into user and caregiver views of reablement is currently not available 
(Glendinning, 2008; Janse, 2014; Wilde, 2012).  

The potential for bias in program design and in service user eligibility is another challenge. Models which 
favour those who are seen as being ‘temporarily disabled’ with health conditions from which they can 
recover over those with progressive, chronic illness or long-term irreversible impairment can deliver care 
practices which work for the former but don’t work well for the latter (Wilde, 2012). The emphasis on 
evaluating success by cost-savings in reduced hours of paid intervention, as noted above, could influence 
decisions about eligibility for the service, whereby only those considered likely to be successful according to 
this measure would be offered entry to the program (Miller, 2013). In both cases, service providers can 
favour a focus on physical functionality over emotional and social well-being (Rostgaard, forthcoming). 
Conversely, some reablement services swing too far in the opposite direction by adopting a ‘one size fits all’ 
approach to their intake referral system, in the process diluting the reablement principle of person-centred 
care through a flexible, tailored service that protects the user’s choice and autonomy (Cochrane, 2013; 
Glendinning, 2010; Miller, 2013; Newton, 2014; Rabiee, 2011).  

 

 

This paper was prepared by Ms Vyvyan Mishra with contributions from Professor Tine Rostgaard  
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