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Abstract

Background and aim: Home rehabilitation is an increasing service in many countries

due to the aging population. The body of knowledge in home rehabilitation is growing

but results are inconsistent, and there is still lack of knowledge from user perspectives

to guide practice and home rehabilitation programs. The purpose of this study was to

explore valuable aspects of home rehabilitation experienced by older adults.

Methods: Fourteen older persons (nine older adults and five next of kins) were inter-

viewed about their experiences of receiving rehabilitation in their homes. Nine de-

identified interviews were analyzed as secondary data and with qualitative content

analysis.

Results: A familiar home environment, inclusive collaboration, and the mastering of

everyday life were aspects of value for older adults in home rehabilitation. Creating a

tailor-made rehabilitation together with competent staff, building trust, and providing

a sense of security in their homes were also considered valuable.

Conclusion: When using the home as an arena for rehabilitation and collaboration,

interventions can be planned based on the older adult's unique conditions and the

knowledge and skills of the multidisciplinary team, including the older adult and their

next of kin. A valuable home rehabilitation can then be achieved that creates motiva-

tion, which in the long term probably also generates desired effects for the older

adult. More research is needed on older adult's experiences of content in home reha-

bilitation programs so that practice develops in accordance with citizens' needs, indi-

vidual resources, and relationships.
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1 | INTRODUCTION

Since people are healthier and living longer, populations are aging at a

rapidly increasing rate worldwide.1 Although older age does not nec-

essarily imply dependence, older adults are at risk of suffering from

chronic and multiple diseases or injuries, which can lead to disabilities

in everyday life.2 This demographic transition will increase the

demands on society in terms of provision of social care, health care,

and rehabilitation and will bring the need for changes and implemen-

tation of new strategies in these settings.1,3,4 A general policy in many
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countries, as in Sweden, is to encourage older adults to stay in their ordi-

nary homes for as long as possible (stay-in-place policy5) and avoid the

use of institutional care. In addition, many older adults wish to continue

to live in their ordinary homes, since their existing home or community is

related to their sense of identity and autonomy.6 In line with this, the

Swedish health care system is gradually undergoing a reformation in

which resources are transferred from residential care to primary care

and home care to increase proximity to patients and facilitate preventive

work.7 The number of residential care beds and length of stay in hospi-

tals are being continuously reduced8 and fewer older adults are offered

residential care in nursing homes.9 In all, there will be an increasing num-

ber of people who will remain in their ordinary home for a longer period

of time, with an expected increased need of care and support in their

homes. In Sweden, the municipalities have the overall responsibility for

older adults' social care, health care, and rehabilitation.7 The home thus

becomes a place for multidisciplinary work performed by health care

providers such as registered nurses and certified nursing assistants, occu-

pational therapists, physiotherapists, and rehabilitation assistants, along

with social service provided by, for example, home care nursing assis-

tants and social workers. In line with the stay-in-place policy, municipali-

ties have increased their services and many of them now offer

structured home rehabilitation programs.

In several countries, home rehabilitation is often implemented as

a national or local strategy to deal with the aging population.10-13

Home rehabilitation programs sometimes only involve one profes-

sional category, such as physiotherapist,14 but because the focus in

this study is programs implemented by multidisciplinary teams, find-

ings from such studies are less relevant for the purpose of the present

study and not considered in the following text. Multidisciplinary home

rehabilitation is not a uniform concept and programs have been inde-

pendently developed in different parts of the world, for example,

reablement, active service model, home independent program, restorative

home support, or restorative care.15 In Norway and Denmark,

reablement programs have been growing in recent years. It is a timely

approach to improve home-care services for older adults needing care

or experiencing functional decline. Occupational therapists and phys-

iotherapists develop a rehabilitation plan and then instruct the home

care staff how to assist the older adult with daily training in everyday

activities.16,17 In Sweden, it is more common that occupational thera-

pists and physiotherapists are the core executors in home rehabilita-

tion programs while working in close collaboration with home care

services,15,18 and this was also the case in the present study. Although

the home rehabilitation programs vary in approach and content, some

common features are recognized; they are time-limited, intensive,

multidisciplinary, person-centered, and goal-directed.19,20 They are

also aimed at promoting independence and supporting older adults to

remain in their homes for as long as possible.17,20 There is a growing

body of knowledge when it comes to the effects of multidisciplinary

home rehabilitation, for example, improved ability to perform activi-

ties of daily living (ADL), self-reported activity performance, quality of

life,16,17,21 and less use of home care services.12 But results are also

inconsistent, where studies demonstrate the opposite, that is, no bet-

ter effect in personal ADL, physical functioning, and health-related

quality of life is found.22 A systematic review also claims that the ben-

efits of home care reablement are unproven.23 Taken together, the

lack of robust evidence and the increasingly growing interest in home

rehabilitation call for further research across different health and

social care systems.19 The organization of home rehabilitation initia-

tives and the resources provided through these programs differ,4,24

where knowledge is still limited on what components actually have an

impact.15 There are studies that explored older adults' experiences

during home rehabilitation in terms of environmental facilitators and

barriers,25 loneliness,26 and participation.27 However, more research

is needed to provide knowledge from user perspectives to guide prac-

tice and home rehabilitation programs.19 Establishing perspectives

from older adults about the value of home rehabilitation is vital to

understand components for success and is also an important comple-

ment to the large body of research focusing on effects. Therefore, the

aim of this study was to explore valuable aspects of home rehabilita-

tion experienced by older adults.

2 | METHODS

The present study is based on existing de-identified interviews conducted

in a home rehabilitation project in a municipality in the southern part of

Sweden. Citizens living in one selected geographical area of the munici-

pality were offered home rehabilitation based on a program in which

occupational therapists, physiotherapists, and rehabilitation assistants

increased their rehabilitation efforts in the person's home and immediate

surroundings. The intervention was time-limited (maximum of 12 weeks)

and goal-oriented based on user involvement. It also included close col-

laboration with registered nurses and certified nursing assistants within

home health care and other actors, for example, social workers and home

care nursing assistants. The interviews were conducted with older adults

receiving home rehabilitation and their next of kin in order to evaluate

and further develop the program, and ethical principles to preserve the

participants' well-being, autonomy, and integrity were considered.28

2.1 | Participants

The study population consists of older adults residing in ordinary

homes, receiving rehabilitation in their home according to the home

rehabilitation program described above, and these older adults' next

of kin. The rehabilitation staff were informed of applicable ethical

requirements prior to the interviews,29 both orally at meetings and in

writing by the third author (AK). The rehabilitation staff conveyed oral

and written information to a convenience sample, including nine older

adults and five next of kin (Table 1). First, the nine older adults were

asked for informed consent, thereafter their next of kin were also

asked for informed consent. They all gave their informed consent in

line with the Declaration of Helsinki. The rehabilitation staff commu-

nicated the older adults contact information to AK, who contacted

them to agree on a time and place for the interview. The sample

included nine older adults (five men and four women) and five next of
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kins (one man and four women) (mean age of 76 years). The charac-

teristics of the older adults are provided in Table 1 along with infor-

mation concerning how the older adult and next of kin are related

(with related persons sharing the same number).

2.2 | Data collection

The interviews had an exploratory approach related to the purpose of

the present study. All interviews were conducted by the third author

(AK) from June to August 2017 in the participant's home except one,

which was done over the phone. When the older adult had a next of

kin, the interviews were conducted with them present to serve as

proxies when necessary and if the older adult and next of kin so

wished. Before the interview started, AK once again repeated the

information in accordance with ethical principles of research29 and

asked for informed consent from both parties. The exploratory inter-

view guide was based on these questions: Have the efforts of home

rehabilitation had any significance for you, and if so how? What has been

especially valuable to receive support with? Follow-up questions were

formulated based on answers received. Responses were documented

verbatim on a laptop during the interviews and regularly read back to

the participants for supplementary information and adjustments. Few

new perspectives arose by the end of the process, indicating that the

experiences from nine older adults and their five next of kin were suf-

ficient for the purpose of the present study. Access to the de-

identified interviews for this study was granted by the municipality in

line with Swedish laws and regulations.30

2.3 | Analysis

Nine de-identified interviews were analyzed with an inductive qualita-

tive content analysis accordingly to Elo and Kyngäs.31 The approach in

this analysis was to find similarities and differences in the material based

on the manifest content. First, the written interviews were read several

times by the first author to make sense of the data and then the data

were aggregated to a single document. Meaning units were then identi-

fied from the whole material based on the research question: What are

the valuable aspects of home rehabilitation from the perspective of the older

adult receiving it? and were then initially condensed and coded.31 All

authors read the material where discussions and analysis from their

unique perspectives (ie, gerontology, social work, and rehabilitation)

were conducted until an agreement was reached about the labeling of

codes. The coding remained close to the data, and the participants' own

words were often used as content-describing code names. The con-

densing process was subjected to further critical discussion within the

research group, resulting in abstraction to eight subcategories and three

main categories. Interviews were conducted in Swedish, and the quotes

that have been included in this article were translated by the authors.

An example of a category built from meaning units, condensed meaning

units, codes, and a subcategory is shown in Table 2. An overview of

main categories and subcategories is shown in Figure 1.

The study is based on already collected data, and no personal

contact with the participants was taken prior to the analyses. The

material was de-identified to not disclose any data that could reveal

the identity of the participants. We considered it to be of value to

study the material scientifically on the grounds that the results would

lead to positive consequences for citizens' rehabilitation in the future

and that there would be no risk of causing injury by doing so.

3 | RESULT

Three main categories emerged describing the valuable aspects of

home rehabilitation according to the participants: “Advantages of a

familiar home environment,” “Relationship-building encounters with

competent professionals,” and “Creation of a tailor-made rehabilita-

tion.” These categories provide a structure for the results and are

supported by quotes. Information on participant number, age, and

gender is also given in parentheses after each quote.

3.1 | Advantages of a familiar home environment

This category describes valuable aspects of being in a familiar home

environment for the rehabilitation process and outcome. It consists of

three subcategories:

TABLE 1 Characteristics of the 14
participants

Older adult Proxy

No. Gender Age (years) No. Gender Relation Age (years)

P1 M 74 N1 F Wife 64

P2 M 80 N2 F Wife 80

P3 F 69 N3 M Husband 74

P4 M 86 - - -

P5 M 77 N5 F Wife 63

P6 M 76 N6 F Wife 74

P7 F 96 - - -

P8 F 73 - - -

P9 F 79 - - -
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3.1.1 | Appreciating the authentic context

Practice in natural contexts where real problems exist or arise was

described as being of utmost importance by the older adults in home

rehabilitation. In fact, some of their activity problems were directly

linked to the home environment and could not be addressed else-

where: “Most important [for me was] that we were in the home environ-

ment. The problems are here and not elsewhere. Everything is in the

home environment” (P1, male, 74 years). The physical environment in

the home and in adjacent areas, for example, stairs, were often

described as a barrier that limited participation in everyday life. The

older adults mentioned that activities like using the stairs, taking a

shower, or leaving the house in their wheelchair presented difficulties

for them. Together with the rehabilitation staff, they found out where

the problems were, practiced in that exact situation, and then, in some

cases, compensated with assistive devices and/or adaptations:

TABLE 2 Example of meaning units, condensed meaning units, codes, a subcategory, and a category from the content analysis process

Meaning unit Condensed meaning unit Code Subcategory Category

(N6, F): They also ask me as a

next of kin and that I am not

used to …

(N6, F): They ask me as a next of

kin and I am not used to that.

Been asked as a next of

kin

Building an arena for

inclusive

collaboration

Advantages of a

familiar home

environment

(P9, F): Most importantly now

when I have had home

rehabilitation period, are

these 4; from home

rehabilitation and home

care, we have become good

friends, and the home care,

they have also improved …
because the home care help

to train now

(P9, F): Most important during

the home rehabilitation period

are those from home

rehabilitation and home care.

Home care has improved

because they help to train

now

Home care has

improved; they help to

train now

(P1, M): we have worked as a

team, the staff [Home

rehab] I have met are

fantastic, give answers to

questions, adapt, they also

say to M [next of kin] to

slow down a little now …

(P1, M): we have worked as a

team. They also say to M [next

of kin] to slow down

We have worked as a

team

F IGURE 1 Overview of the three main categories and eight subcategories that emerged from content analyses of interviews conducted with
participants with experiences from home rehabilitation
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“The occupational therapist said; ‘can I look around a little … how do you

cross the threshold of the shower cubicle’? [Patient changes perspective

to talk about herself:] It is a big problem which means I haven't showered

in a very long time …” (P8, female, 73 years). Home adaptations such

as railings, shower cubicles, and ramps, therefore, became a solution

and an opportunity to resume everyday activities. As such, when the

rehabilitation took place in the home, the provided support was per-

ceived as closer to them and their individual needs and resources. The

rehabilitation staff also used the physical surroundings as part of the

training to gradually increase the level of difficulty and also to encour-

age new goals: “When I reached my goals, we set new goals. The physio-

therapist then suggested practicing walking up the stairs to the second

floor. Then I used [the stairs] for the first time in five months” (P3,

female, 69 years).

3.1.2 | Building an arena for inclusive collaboration

The participants' social relationships, for example, husbands/wives,

children and friends, were very important to them and they consid-

ered these relationships to be supportive. Wives and husbands were

included in home rehabilitation discussions and practice and that

seemed to be a new experience. The next of kin were given advice

and support in their role and were involved as a resource in the reha-

bilitation, and that was received with gratitude and appreciation. Sev-

eral participants had more than one caregiver visiting their homes, for

example, health care registered nurses and home care nursing assis-

tant, and the home became a meeting point for cooperation and team-

work. The participants emphasized that in home rehabilitation they

felt part of a team working together to achieve their goals. Impor-

tantly, the home care nursing assistant supported the participants to

maintain the results of rehabilitation initiatives, and the close coopera-

tion in the home led to a changed way of working among the home

care staff: “The home care now works better because they [nursing assis-

tants] help [me] to train now” (P9, female, 79 years). The meeting at

the end of the home rehabilitation period was of great importance to

the participants. Involved staff participated in the meeting, for exam-

ple, social workers, home care nursing assistants, health care regis-

tered nurses, and rehabilitation staff, and reviewed the results. That

gave the participants a sense of security since everyone then knew

what would apply after the home rehabilitation period.

3.1.3 | Mastering everyday life towards freedom
and hope

The most important thing for the older adults was to achieve a better

functioning in their homes and in everyday life. The home rehabilita-

tion included goal-oriented interventions directed at both body func-

tions and activities the older adults had previously usually done

themselves, and this made the rehabilitation meaningful and compre-

hensible. Achieving independence was commonly the most important

overall rehabilitation goal for the older adults. They were grateful to

receive support in the home but to have staff at home could some-

times be stressful. As a participant put it: “We want to manage as much

as we can ourselves, because even if people [staff] are nice, it is not that

we want people [staff] here at all times” (P2, male, 80 years). A wife

explained that her husband did not go to the short-term facility as

usual during the home rehabilitation periods, which meant that she

could not get her long-awaited and much-needed sleep, with conse-

quences for them both. So, for the next of kin, home rehabilitation

could also sometimes mean increased responsibility. Although the

main focus was on coping with everyday life in their homes, it was

also of great importance for several of the participants to be able to

go outdoors and, for example, sit on their terrace, take a walk in the

garden or in the woods, and participate in social activities again. It was

important not to get stuck in their homes because the social sphere

and well-known surroundings were a source of energy and quality of

life. The ability to manage everyday life raised positive emotions of

joy and gratitude among the participants. Progress in terms of

increased mobility and independence in the home environments pro-

vided a sense of happiness and freedom, whether this concerned

being able to get between floor levels, wash the car, or take the car

out to the countryside again: “We have practiced and it is now possible

[for me] to get outdoors. This has been my biggest wish … I want to be

able to get outdoors and to walk. Get some fresh air and not just be

indoors” (P7, female, 96 years). The progress they have made together

with the rehabilitation staff gave them hope and the courage to look

forward with confidence.

3.2 | Relationship-building encounters with
competent professionals

This category describes valuable aspects from the participants' experi-

ences of the rehabilitation staff's approach toward them. It consists of

three subcategories:

3.2.1 | Building trust and mutual respect

Several participants described the rehabilitation staff's ability to see

the older adults as persons with unique needs, individual resources,

and relationships. Through questions and an ability to listen, staff

were able to create a dialog to understand and gain insight into what

was important for each and one of them: “They have a very good

approach, listen and understand what is important to me here” (P5, male,

77 years). The participants experienced that the rehabilitation staff

had a genuine interest in them and were able to find common areas of

interest that created a positive connection on equal terms. The reha-

bilitation staff were perceived as reliable and a trusting relationship

with mutual respect emerged during the rehabilitation process. The

participants expressed that the rehabilitation staff saw the big picture

in every situation, and sometimes also did something extra, as exem-

plified by one next of kin: “It was very valuable that the physiotherapist

came to the short-term facility so that NN could practice what was
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important there as well, because he does not like being there [at the

short-term facility]” (N1, female, 64 years).

3.2.2 | Challenging yet motivating coaching

The attitude of the rehabilitation staff was experienced to be deter-

mined and distinct, but in a friendly and good way; “They ‘give you a

kick in the butt’ and you put a little more effort into it …” (P3, female,

69 years). The motivating pep talk approach led the older adults to

dare to challenge themselves and also gave them the confidence to

push a little bit harder, even more than some of them thought was

possible. This encouragement, along with strengthening conversations

with the rehabilitation staff, led to an increased belief in themselves

and their own individual resources. A woman expressed: “They are so

nice and treat me so well. When I got sick, I felt ashamed, but I have

gained better self-esteem now. I now feel that I am good enough” (P8,

female, 73 years).

3.2.3 | Knowledge-making for security and
understanding

Many participants highlighted the rehabilitation staff's competence in

their field and how that gave a trustworthy impression. The rehabilita-

tion staff were perceived as skilled and able to transfer that knowl-

edge to the participants. It was perceived to be of great importance to

be able to ask questions and to receive understandable answers, and

the rehabilitations staff's knowledge and ways of explaining gave a

sense of security and support. It also gave the participants an

increased understanding of the disabilities and functional limitations

as well as why and how to work to decrease these limitations in real-

life situations in their homes, and that understanding gave them a

push forward: “The physiotherapist has explained so that I understand.

That makes me motivated” (P9, female, 79 years). Participants also

mentioned that it was important to receive input and advice on home-

made self-training programs, so their training could continue safely

between sessions and after the home rehabilitation period: “They lis-

ten to us and what we have done. We have done [our own] training pro-

gram and they gave us new input” (N1, female, 64 years).

3.3 | Creation of a tailor-made rehabilitation

This category describes valuable aspects from the participants' experi-

ences of getting the rehabilitation adapted to themselves and their

own unique situation, based on two subcategories:

3.3.1 | Adapting to individual needs

In the home rehabilitation, several participants emphasized that they

had the freedom to schedule dates, number of training sessions per

week, and time of day. For example, the number of training sessions

per week varied among the older adults from one session per week,

which for some was experienced as quite sufficient, to up to five ses-

sions per week: “They were responsive to daily rhythms. Before the end

[of training period], NN wanted them to come on a daily basis” (N1,

female, 64 years). An older adult stated that the frequent visits was a

contributing factor to his progress and results. This responsiveness to

the older adult's daily rhythms and needs was of great importance to

the participants and they felt involved in decision-making and in plan-

ning. However, there was some disappointment about not receiving

sufficient information about how long the rehabilitation period itself

would be, which then affected planning of other important activities

during that time. Participants noted that with home rehabilitation,

training became more intense and individually adapted to their spe-

cific needs and desires than it was at day care centers. One woman

said: “I get to practice what helps me and not just stand in a group

[at the day care centre] and do the same movements as the others” (P9,
female, 79 years). When the rehabilitation took place in their own

home instead, the intervention was experienced as personally adapted

and appropriate, giving the older adults a sense of being in focus.

3.3.2 | Being in charge practicing what matters

According to the participants, the rehabilitation staff let the older

adults be in charge and based interventions on what was currently

important to the older adults including their next of kin. The partici-

pants appreciated having been given the opportunity to design the

rehabilitation based on individual needs they found important: “What

matters most to me, we do!” (P7, female, 96 years). What was most

important varied between the older adults. For some, it meant resum-

ing a previous interest, and for others it was to walk independently

indoors with a rollator: “With the occupational therapist [I have] started

to play boule again … it was fun” (P4, male, 86 years). In fact, all older

adults express that the training was targeted toward their own goals

and their own needs and wishes. The older adults formulated the

goals for the rehabilitation plan together with the rehabilitation staff

and that was of great value to them: “It is my goals that matter! Those

are my words written there now!” (P7, female, 96 years). The rehabilita-

tion staff's actions and support were compliant to the participant's will

and the older adults were also allowed to say no, and those things

together gave them a sense of control and a feeling of being in com-

mand of the home rehabilitation process: “It has worked well, we've got

[it] the way we wanted it” (P5, male, 77 years).

4 | DISCUSSION

Exploring perspectives from older adults about the value of home

rehabilitation is vital to understand components for success and is also

an important complement to the large body of research focusing on

effects. Therefore, the aim of this study was to explore valuable

aspects of home rehabilitation experienced by older adults.
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The results describe that perceived value from the participants view is

the possibility of participating in a tailor-made rehabilitation in their

familiar home environment and close relationships, by competent staff

with whom they have built a good relationship. As described earlier,

there are various ways to design a home rehabilitation program. This

study highlights the perceived value with competent staff, in this case

occupational therapist and physical therapist, who planned and super-

vised most of the training. The participants emphasized the rehabilita-

tion staff's approach toward them during rehabilitation, how they

were treated with respect and kept in center where the rehabilitation

staff saw them as a whole and considered them to be equal partners.

This is supported in the person-centered approach, which requires

certain attributes from the health professionals, such as being profes-

sionally competent, having developed interpersonal skills, being com-

mitted to the job, and being confident in themselves.32 Altogether,

the rehabilitation staff were perceived as being committed, sympa-

thetic, and guided by a holistic approach, where the goal-setting, plan-

ning, and implementation of the interventions were based on what

was important to the participants, corresponding to the person-

centered process32 and also confirmed by Randström et al.25 The

close collaboration in the home between the older adults, the rehabili-

tation staff, and the home care nursing assistants was also valuable to

the participants. Teamwork is not only an important part of a person-

centered approach, but is also experienced as a prerequisite for user

involvement and sense of security33 and a major driving force34 of

home rehabilitation efforts.15 In our study, the meetings in the home

with all involved professionals provided security, and the participants

experienced that during home rehabilitation process the home care

improved and became an active and natural part in the rehabilitation.

The results, therefore, indicate that a successful concept for team-

work in home rehabilitation contains regular face-to-face multi-

disciplinary meetings with guidance, supervisions, and follow-ups.15

Guidelines for multidisciplinary collaboration across organizational

functions should be developed within home rehabilitation programs

by policy makers. More research is also needed on older adult's

experiences of teamwork during home rehabilitation to inform guide-

lines designed to meet citizen's needs, individual resources, and

relationships.

The participants emphasized the value of being in their familiar

home environment during rehabilitation with the goal of overcoming

the different obstacles that they felt restricted their mobility, indepen-

dence, and freedom in their homes and everyday life. The result indi-

cates that the confidence of knowing the environment and the ability

to master it again were connected with feelings of being competent.35

The environment is also an important part of the person-centered

approach, meaning that person-centeredness can only happen if there

is a person-centered culture in place in settings that enable staff to

experience person-centeredness and work in a person-centered

way.32 In this study, the setting was the participants' home environ-

ment and that seemed to have facilitated person-centered culture

with effective teamwork and sharing of power and decision-making

between the staff and participants, indicating that the home

environment has the potential to create conditions for a person-

centered approach.

4.1 | Strengths and limitations

Secondary data have been analyzed in this study, bringing both limita-

tions and strengths. Reusing interviews is beneficial to avoid burden-

ing a frail group36 and still make their voice heard. However, simply

keeping notes during an interview can result in data to be reduced in

an unsystematic manner,37 but every effort was taken to ensure rich-

ness. Moreover, regular member-check was carried out with possibil-

ity of clarification and further development of the reasoning. The

original purpose of the interviews matched well with this study's

research question but there was no opportunity to ask follow-up-

questions to deepen the findings. It is possible that participants felt

pressured to participate as they were asked by their own rehabilita-

tion staff.38 However, careful preparations were made with oral and

written information to rehabilitation staff on research ethical princi-

ples to minimize that risk. Informed consent was also established by

AK before and repeatedly during the interviews. Differences in terms

of gender, age, and civil status increased the possibility of having the

research question elucidated from different perspectives. This study

was performed in a limited geographic area in Sweden and the results

need to be interpreted as such, but the findings are potentially appli-

cable in similar settings.

5 | CONCLUSIONS

In order to plan and create a valuable home rehabilitation, the rehabili-

tation staff need to use the home as an arena for inclusive collabora-

tion, and see the older adult's individual resources and challenges in

the familiar home environment. When using the home as an arena for

rehabilitation and collaboration, interventions can be planned based

on the older adult's unique conditions and the knowledge and skills of

the multidisciplinary team, including the older adult and their next of

kin. A valuable home rehabilitation can then be achieved that creates

motivation to participate with influence in the home rehabilitation,

which in the long term probably also generates desired effects for the

older adult.39
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