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Abstract

Background: Many community-dwelling older adults experience limitations in (instrumental) activities of daily living,
resulting in the need for homecare services. Whereas services should ideally aim at maintaining independence, homecare
staff often take over activities, thereby undermining older adults’ self-care skills and jeopardizing their ability to continue
living at home. Reablement is an innovative care approach aimed at optimizing independence. The reablement training
program ‘Stay Active at Home’ for homecare staff was designed to support the implementation of reablement in the
delivery of homecare services. This study evaluated the implementation, mechanisms of impact and context of the program.

Methods:We conducted a process evaluation alongside a 12-month cluster randomized controlled trial, using an
embedded mixed-methods design. One hundred fifty-four homecare staff members (23 nurses, 34 nurse assistants, 8 nurse
aides and 89 domestic workers) from five working areas received the program. Data on the implementation (reach, dose,
fidelity, adaptations and acceptability), possible mechanisms of impact (homecare staff's knowledge, attitude, skills and
support) and context were collected using logbooks, registration forms, checklists, log data and focus group interviews with
homecare staff (n= 23) and program trainers (n= 4).

Results: The program was largely implemented as intended. Homecare staff's average compliance to the program meetings
was 73.4%; staff members accepted the program, and particularly valued its practical elements and team approach. They
experienced positive changes in their knowledge, attitude and skills about reablement, and perceived social and
organizational support from colleagues and team managers to implement reablement. However, the extent to which
homecare staff implemented reablement in practice, varied. Perceived facilitators included digital care plans, the
organization’s lump sum funding and newly referred clients. Perceived barriers included resistance to change from clients or
their social network, complex care situations, time pressure and staff shortages.
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Conclusions: The program was feasible to implement in the Dutch homecare setting, and was perceived as useful in
daily practice. Nevertheless, integrating reablement into homecare staff's working practices remained challenging due
to various personal and contextual factors. Future implementation of the program may benefit from minor program
adaptations and a more stimulating work environment.

Trial registration: ClinicalTrials.gov (Identifier NCT03293303). Registered 26 September 2017.

Keywords: Activities of daily living, Behavior and behavior mechanisms, Home and community based care and
services, Independence, Process evaluation, Reablement, Self-care, Training program

Background
Due to the ageing of the population, many high-income
countries nowadays stimulate an ‘ageing-in-place’ policy
to enable older adults to live independently at home for as
long as possible [1, 2]. Consequently, the vast majority of
older adults remain living at home, which is in line with
their stated preferences [3]. However, many older adults
suffer from limitations in (instrumental) activities of daily
living ((I)ADLs), which may result in the need for home-
care services [4]. In the Netherlands, these services are
provided by different types of homecare workers. A team
of nurses, nurse assistants and nurse aides provide per-
sonal and nursing care, often through short visits to cli-
ents several times a week. Domestic workers provide
domestic support; they usually visit clients once per week
for a couple of hours. Whereas homecare staff should
ideally aim at maintaining older adults’ independence,
they often take over (I)ADLs, as they are used to ‘doing
for’ rather than ‘doing with’ older adults [5]. This practice
may undermine older adults’ self-care skills and jeopardize
their ability to continue living at home [6].
Innovative care approaches may support homecare staff

in implementing the ‘doing with’ approach in daily home-
care practice. This fits well with the holistic and person-
centered philosophy of reablement [7]. Reablement, also
termed restorative care, aims to enhance an individual’s
(physical) functioning, increase or maintain their inde-
pendence in meaningful activities of daily living, and re-
duce their need for long-term services [7–9]. The
approach includes an initial comprehensive needs assess-
ment followed by regular reassessments and the develop-
ment of a goal-oriented support plan. A trained and
coordinated interdisciplinary team supports the individual
to achieve their goals, if applicable, through participation
in daily activities, home modifications, assistive devices,
and involvement of the social network. Previous studies
have indicated that the knowledge, willingness and skills
of healthcare staff to adopt a ‘reabling’ approach are essen-
tial to the success of reablement [7, 9, 10]. In addition,
contextual factors, such as older adults’ receptiveness to
trying new things are considered vital [7, 10]. Despite
these insights, little is currently known about the imple-
mentation process of reablement, its underlying theory

and mechanisms of impact, and the influence of context-
ual factors [11–14]. A more profound understanding of
what reablement entails in terms of staff training and
practice delivery may shed light on this.
The Dutch reablement training program ‘Stay Active at

Home’ was recently designed to integrate reablement in
the delivery of homecare services [15, 16]. The program
seeks to equip homecare staff (nurses, nurse assistants,
nurse aides and domestic workers) with knowledge, atti-
tude, skills, social and organizational support to imple-
ment reablement in daily homecare practice. With this,
we aim to change homecare staff's behavior from taking
over the activities of older adults towards encouraging
older adults to perform activities for themselves, thereby
supporting older adults in managing their everyday their
everyday lives as independently as possible [6, 17]. We
pre-tested the program in a pilot study and an exploratory
trial to obtain insight into staff's experiences with the pro-
gram [15, 18]. They perceived the program as useful to
implement reablement, but required more support in
mastering particular skills, such as conversational and
goal-setting skills, and in dealing with challenging situa-
tions. Further research on the program in terms of a
process evaluation may provide a more detailed under-
standing of the program’s functioning. The Medical Re-
search Council (MRC) framework for designing and
evaluating complex interventions recommends conducting
a process evaluation that assesses the implementation
process, clarifies causal mechanisms and identifies con-
textual factors [19]. Therefore, the aim of this paper was
to evaluate the implementation, mechanisms of impact
and context the reablement training program 'Stay Active
at Home' in the homecare setting.

Methods
Study design
This process evaluation was conducted alongside a 12-
month cluster randomized controlled trial (cRCT) in the
Dutch homecare setting. For logistical reasons, the pro-
gram’s implementation and evaluation occurred in two
waves; the first wave started in October 2017, the second
in January 2018. We used an embedded mixed-methods
design in which quantitative data were embedded within
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a mainly qualitative methodology [20], thereby adhering
to components of the Consolidated Criteria for Report-
ing Qualitative Research, the Good Reporting of a Mixed
Methods Study checklist, and the Consolidated Stan-
dards of Reporting Trials statement (extension for clus-
ter trials) [21–23]. Details of the design were previously
reported [16] and the study is registered at Clinical-
Trials.gov (Identifier NCT03293303).

Setting
The healthcare organization involved has divided its region
into seven working areas that are sub-divided into small-
scale self-directed nursing teams, with on average 11 teams
per working area (range 3–28). Each team consists of
baccalaureate-educated registered nurses, vocationally-
trained registered nurses, (certified) nurse assistants and
nurse aides. The team is jointly responsible for providing per-
sonal care (e.g., washing and dressing); nursing care (e.g.,
medication management) is provided by registered nurses
only. One of the nurses on the team, the district nurse, has a
more supervising and coordinating role. In addition, each
working area includes a group of domestic workers who pro-
vide domestic support (e.g., vacuuming and doing the laun-
dry). They are not registered and do not need a formal
domestic qualification. In this article, we used the term ‘nurs-
ing team members’ when referring to nurses, nurse assistants
and nurse aides; the term ‘homecare staff’ was used when re-
ferring to nursing team members and domestic workers
simultaneously.

Participants
The healthcare organization appointed ten nursing teams
from five working areas (two teams per area), which were
pre-stratified based on area and randomized into the
intervention or control group, together with their clients
and, if applicable, clients’ domestic workers. The current
article focused on homecare staff in the intervention
group, as they directly engaged in the program. Nursing
team members were eligible to participate in the program
if they worked in one of the intervention group nursing
teams at the start of the study [16]. Domestic workers
were eligible if they provided services to clients of one of
the intervention groups nursing teams at the start of the
study. Since the provision of the program was considered
as a regular quality improvement strategy, all eligible staff
members who were enrolled to the intervention group
were expected to participate in the program. In addition,
program trainers were included: two employees of the
healthcare organization with extensive experience in train-
ing care staff and a background in homecare management
and education, and two researchers with expertise in the
program content and a background in occupational ther-
apy (author SFM), and public health (author THR).

Intervention
The ‘Stay Active at Home’ reablement training program
aims to improve the independence of homecare clients
(secondary intervention delivery pathways) through
equipping homecare staff with knowledge, attitude, skills
and social and organizational support from colleagues
and team managers to implement reablement in daily
homecare practice (primary intervention delivery path-
ways). The program’s implementation process is out-
lined in Fig. 1.
The program consisted of program meetings, practical

assignments and periodic newsletters. Program meetings
were divided into a kick-off meeting (120 min), bi-
(monthly) team meetings (60 min each) over a 6-month
period, and a booster session at 9 months (120 min).
Although meetings were largely similar for all staff
members, distinct trajectories were designed for nursing
team members and for domestic workers. The joint
kick-off meeting for all staff members of the same work-
ing area provided background information on why a re-
orientation of homecare was needed. Each team meeting
then addressed a skill to facilitate the implementation of
reablement in practice: 1) motivating clients, 2) increas-
ing clients’ engagement in daily and physical activities,
3) implementing goal setting and action planning, 4) in-
volving the social network of clients, and 5) assessing cli-
ents’ capabilities. Domestic workers received fewer
meetings than nursing team members due to a lower an-
nual time-budget for training activities in the
Netherlands. Practical assignments were distributed at
the end of each meeting to practice skills in-between the
meetings. As part of the assignments, nursing team
members also received a booklet with practice exercises
and an ecomap (i.e. diagram depicting relationships be-
tween a client and his/her social network). Additionally,
all staff members received 20 weekly newsletters by
email during the first 6 months of the program. In terms
of procedures, all team meetings started with discussing
the practical assignment, followed by a presentation
about the addressed skill, and a skills training including
one or more interactive teaching methods. In the joint
booster session, homecare staff practiced conversational
skills in role-plays with professional actors. Team man-
agers were also invited to the program meetings; they
also received the weekly newsletters. An overview of the
program is outlined in Fig. 2. A full description of the
program, based on the Template for Intervention De-
scription and Replication (TIDierR) checklist, has been
published elsewhere [15]. The program applied in the
current study differed slightly based on the learning
from previous findings [18]. We added identifiable role
models (program champions from the pilot study) to
share their experiences with reablement, supporting ma-
terials to help homecare staff translate the program
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knowledge into practice (e.g., an exercise flyer, example
communication questions and example goals and action
plans), and a diploma ceremony for staff members who
attended at least half of the program meetings.

Implementation process
The program meetings were organized in the working
areas in which the homecare staff was located. Two

program trainers were present per meeting; they re-
ceived a program manual and a 2-h training by one
of the researchers before the program started, and
short preparatory sessions before every program meet-
ing. Homecare staff received an information letter and
a program overview prior to the training, and presen-
tation handouts, practical assignments and other sup-
porting materials during every meeting. If staff

Fig. 1 Implementation process of the ‘Stay Active at Home’ program for homecare staff

Fig. 2 Format and content of the ‘Stay Active at Home’ program for homecare staff
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members were unable to attend a meeting, we send
them the materials by email. Additionally, we had
regular contact with district nurses and team man-
agers in-between the meetings to reflect on homecare
staff's program engagement and, if applicable, to fur-
ther tailor the program to staff's needs and wishes.

Data collection
We collected both quantitative and qualitative data from
homecare staff and program trainers to assess different re-
search questions, in which the quantitative data provided
a supportive role to the qualitative data [20, 24].

Background characteristics
Background characteristics (i.e., age, sex, educational level,
job function, years of work experience and the number of
hours worked weekly) were assessed through a baseline
questionnaire during the first program meeting.

Process evaluation
We collected information on the process domains im-
plementation, mechanisms of impact and context of
the MRC framework [19], see Table 1. For implemen-
tation, we assessed the process indicators reach, dose,
fidelity, adaptations and acceptability. All process do-
mains and indicators are described below.
Reach was defined as the extent to which the intended

audience came into contact with the program. A project
logbook was consulted to assess the number of staff
members who refused, dropped-out or completed the
program; reasons for refusals and dropouts were also
assessed.
Dose was defined as the quantity of the program that

was delivered by program trainers and received by
homecare staff. Registration forms and checklists were
completed prior to every program meeting to record
homecare staff's number of program meetings attended
and practical assignments completed. Log data from the
software program LaPosta (LaPosta BV, Zutphen) moni-
tored homecare staff's compliance towards consulting
the weekly newsletters.
Fidelity was defined as the extent to which the pro-

gram was implemented as planned. The project logbook
was consulted to assess whether the program was con-
ducted according to the protocol. Adaptations that were
made to the program to achieve better contextual fit
(i.e., changes in content, procedures, activities and pro-
cesses) were also assessed. In addition, focus group in-
terviews were conducted with homecare staff and
program trainers after the implementation period of the
program to gain insight into their degree of engagement
in the program and with applying the program in prac-
tice. In total, five focus groups were performed: one with

a subsample of nursing team members (November
2018), one with a subsample of domestic workers (No-
vember 2018), two with district nurses to interview all of
them (December 2018), and one with the program
trainers (August 2019). Subsamples were selected
through quota sampling in a two-step selection process
by one researcher (author THR). First, homecare staff
who attended at least half of the program meetings were
selected. Second, two nursing team members and two
domestic workers per working area were invited by
email, taking age, gender and years of work experience
into account, to capture a wide range of perspectives
[26]; when a staff member was unable or unwilling to
participate, another staff member was invited. In total,
four program trainers, six district nurses, ten nursing
team members (i.e., two nurses, six nurse assistants and
two nurse aides) and seven domestic workers partici-
pated in the interviews; they were all interviewed once.
Author THR led the interviews with the homecare staff,
assisted by one observer (author SFM or GARZ). Author
GARZ led the interview with the program trainers. In-
terviews were performed at the healthcare organization
and at Maastricht University, and were guided by pilot-
tested interview guides that were developed for the
current study based on the process domains and indica-
tors (see Additional files 1 and 2). All interviews started
with a 6-min video summarizing the program, were
audio-recorded and lasted about 2 h. The main focus
group findings were summarized at the end of each
interview for participants to correct or add information.
Acceptability was defined as the extent to which

homecare staff and program trainers were satisfied with
the program. Their opinion about the program, includ-
ing their most/ least appreciated program aspects, and
experiences with using the program in practice were
assessed by focus groups interviews as described above.
Mechanisms of impact were defined as mechanisms

through which the program may produce change. Based
on previous research, these mechanisms were assumed to
be homecare staff's knowledge, attitude and skills about
reablement, and social and organizational support from
colleagues and team managers [6, 15, 17]. Therefore, by
using the focus group interviews, information was col-
lected about experienced changes in homecare staff's
knowledge, attitude, skills, social and organizational
support.
Context was defined as factors external to the program

that may have influenced the program’s implementation.
A project logbook was used to assess contextual factors.
Additionally, the focus group interviews provided insight
into factors that may have facilitated or impeded the ap-
plication of the program in practice. In addition, sugges-
tions for change were assessed to further improve the
program or facilitate its implementation.
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Data analysis
Quantitative data were used to asses reach and dose,
and were analyzed using descriptive statistics in SPSS
Statistics for Windows version 25.0 (IBM Corp.,
Armonk, NY). Qualitative data were used to assess
the remaining process domains and indicators, and
were analyzed using a directed qualitative content ap-
proach in ATLAS.ti version 8.4 (Scientific Software
Development GmbH, Berlin). Interviews were tran-
scribed verbatim and coded using a coding scheme
developed prior to the analysis based on the process
domains and indicators. As the analysis proceeded,
additional codes were generated by marking relevant
sections, phrases or sentences. Two researchers (au-
thors THR and RGMV) independently coded one-
third of the transcripts. Author THR coded the
remaining transcripts. Subsequently, the two re-
searchers independently established categories by
grouping codes. Any differences in coding or categor-
izing were discussed until consensus was reached. In
a final phase, one researcher (author SFM) verified
the categories and made minor adjustments in the al-
location of the categories to the process domains and
indicators in consultation with authors THR and
RGMV. A detailed description of the findings sup-
ported with literal quotes from the focus group inter-
views, which were translated to English by a
professional translator, are reported.

Trustworthiness
Different strategies were adopted to ensure the trust-
worthiness of the findings regarding credibility, de-
pendability, confirmability and transferability [27].
Credibility was ensured by prolonged engagement in

the field, triangulation of data sources, data investi-
gators (three researchers to code, analyze and inter-
pret) and data collection methods. To ensure
dependability and confirmability, four research part-
ners (i.e., one nurse, one domestic worker, one older
adult and one informal caregiver) were extensively
involved in the research activities, from participating
in the program meetings to commenting on the re-
search findings. In addition, the procedures followed
in this study were meticulously described. Transfer-
ability was ensured by describing the sample, setting
and context in which the program was implemented.

Results
Implementation
Reach
The selected working areas included 67 nursing team
members and 102 domestic workers, who delivered
care to 354 clients. Most of them (n = 154) agreed to
participate in the program (i.e., 23 nurses, 34 nurse
assistants, 8 nurse aides and 89 domestic workers).
Table 2 provides their baseline characteristics. Rea-
sons for refusal included health problems and per-
sonal reasons. Some 140 staff members (90.9% of
154) were involved until the end of the program. The
main reason for dropout was staff turnover.

Dose
All program meetings, practical assignments and 20
weekly newsletters were delivered, with the exception of
two newsletters that were sent to only 80 and 90% of the
staff members due to technical issues. On average, nurs-
ing team members and domestic workers attended 66.6
and 78.4% of the program meetings, respectively.

Table 2 Baseline characteristics of homecare staff (N = 154)

Baseline characteristic Nursing team members (n = 65) Domestic workers (n = 89)

Age (years), mean (SD) 47.8 (12.4) 47.9 (10.7)

Sex (female), n (%) 62 (95.4) 88 (98.8)

Educational level, n (%)a

Low 18 (27.7) 62 (69.7)

Intermediate 38 (58.5) 25 (28.1)

High 9 (13.8) 2 (2.2)

Job function, n (%)

Registered nurse 23 (35.4) –

Certified nurse assistant 34 (52.3) –

Nurse aid 8 (12.3) –

Work experience (years), mean (SD) 16.8 (12.3) 11.1 (8.3)

Working hours per week, mean (SD) 23.7 (6.4) 16.7 (5.5)

n sample size; SD standard deviation
aLow: Low vocational or advanced elementary education; Intermediate: Intermediate vocational or higher secondary education; High: Higher vocational
education, university
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Nevertheless, compared to the kick-off meeting, all the
following meetings were less well attended (Table 3).
The majority of nursing team members (73.8%) and do-
mestic workers (86.5%) attended at least half of the
meetings and received a diploma. Eight nursing team
members (12.3%) and 39 domestic workers (43.8%)
attended all meetings. Main reasons for not attending
meetings were illness or vacation. Additionally, on aver-
age, nursing team members and domestic workers con-
ducted 55.4 and 57.6% of the practical assignments and
consulted 76.5 and 42.1% of the weekly newsletters,
respectively.
The following process domains and indicators were

mainly analyzed using the focus group data. The educa-
tional level of the staff members interviewed was signifi-
cantly higher than that of the remaining homecare staff
who participated in the program (78.3 and 42.7% had an
intermediate or high educational level, respectively).

Fidelity
The project logbook showed no major deviations from
the protocol. Program trainers felt sufficiently prepared
to provide the program meetings and covered all com-
ponents of the program meetings (i.e., discussing the
practical assignment, skills presentation, and interactive
teaching methods). Only the time spent on the different
components varied due to the teams’ different needs;
nevertheless, the skills presentation often took up most
of the time.
According to the homecare staff and program trainers

interviewed, there was variation in the extent to which
staff members engaged during program meetings. The

program trainers assumed that the large training groups,
on average 14.3 ± 5.1 staff members at team meetings
and 25.5 ± 9.1 at the kick-off/ booster session, under-
mined homecare staff's active participation. Further-
more, they surmised that staff members did not always
actively participate because the meetings predominantly
focused on explaining rather than practicing skills.

We frequently used PowerPoint presentations (during
the program), and people may or may not be learn-
ing from those. In the healthcare organization, on
the other hand, we would normally use more inter-
active methods. I think that is a little more effective.
(program trainer 1).

Adaptations
One minor adaptation was made to the program’s imple-
mentation. Due to variation in homecare staff's program
engagement, the district nurses and team managers were
asked to emphasize the importance of participating in
the program to their teams by mail, or during team
meetings not related to the program. No changes were
made to the program itself. Nevertheless, program
trainers were able to share more examples from practice
after the first wave of trainings due to the shared experi-
ences during this wave.

Acceptability
Staff members were generally satisfied with the program.
They particularly valued the program’s practical ele-
ments (i.e., role-plays, booklet with practice exercises,
weekly newsletters). According to many staff members,

Table 3 Dose delivered, dose received and number of homecare staff members invited and present per meeting (N = 154)

Nursing team members (n = 65) Domestic workers (n = 89)

Program components Dose delivered Average dose received (%) Dose delivered Average dose received (%)

Program meetings 7 4.7 (66.6) 5 3.9 (78.4)

Practical assignments 6 3.3 (55.4) 4 2.3 (57.6)

Weekly newsletters a 20 15.3 (76.5) 20 8.4 (42.1)

Diploma b – 48 (73.8) – 77 (86.5)

Program meetings n invited c n present (%) n invited c n present (%)

Kick-off meeting 65 55 (84.6) 89 77 (86.5)

Team meeting 1 65 43 (66.2) 88 75 (85.2)

Team meeting 2 63 43 (68.3) – –

Team meeting 3 62 38 (61.3) 87 72 (82.8)

Team meeting 4 62 41 (66.1) – –

Team meeting 5 60 46 (76.8) 84 67 (75.3)

Booster session 57 37 (64.9) 83 58 (65.2)

n sample size
aAll 20 newsletters were sent, with the exception of two that were only sent to 80 and 90% of all professionals, respectively, due to technical issues
bStaff members who attended at least half of the program meetings received a diploma (i.e., four meetings for nurses and three for domestic workers)
cFewer people were invited per meeting as the program progressed due to dropout
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the role-plays provided insight into how to encourage
clients in practice and helped to reflect on their own be-
havior. Some domestic workers felt out of their comfort
zone, though, as the professional actors always remained
in their role, challenging them to react verbally and
behaviorally.

They (the actors) stayed in their role while I was
thinking about how to respond. That was pretty in-
tense. But I did get a taste of what it would be like
in real life, and I also learned from the way others
responded. (domestic worker 4).

Most nursing team members also appreciated the
booklet with practice exercises, which contained com-
prehensible examples of how to remain active at an
older age. This supported them to motivate clients to
participate in daily and physical activities.

(I liked) the booklet with the practice exercises, be-
cause if I am telling clients that they should be keeping
physically active, now at least I can show them what
kind of exercises will help them. (nurse assistant 4)

According to some staff members, the practical as-
signments in general helped to practice skills in an ac-
cessible manner, and to reflect on one’s own actions so
as to engage in a process of continuous learning. Others,
though, considered the assignments a burden, due to an
experienced lack of time or because they were not used
to putting things down on paper.
Many staff members also considered that the newslet-

ters were useful reminders with valuable information
about the benefits of remaining physically active and
practical tips on how to motivate clients towards per-
forming activities for themselves. This supported staff
members in conversations with clients about stimulating
independence.

I especially liked the newsletters with the tips, which
also provide some explanation and background in-
formation. Some of our team members even showed
the newsletters to their people (clients). It helped
them to explain to clients why it is good to stay phys-
ically active, because it is quite difficult to explain
something like that. (district nurse 3).

Some district nurses, though, felt that their colleagues
read fewer newsletters towards the end of the program
due to their high frequency (once per week).
Most staff members also appreciated the program’s

team approach, as this allowed them to get to know each
other and to exchange experiences about what clients
can still do themselves and how to approach them in the

best way. Many staff members indicated that they would
like to interact even more with colleagues both during
and outside the program, so as to learn from each
other’s working practices.

There now is a lot of interaction (with colleagues),
and that encourages people to ask each other ques-
tions, like: ‘Oh I saw you with that client, so how
would you approach this?’. (nurse assistant 5).

Staff members' opinions were divided regarding
whether the program fitted with their daily practice.
District nurses and program trainers indicated that
the program fitted the roles and tasks of staff mem-
bers; however, some district nurses considered the
meeting on goal setting and action planning possibly
too difficult for nurse assistants and nurse aides. Con-
sequently, one district nurse did the assignment on
goal setting and action planning together with the
team to support them.

Everyone had to set goals and design action plans
for their own clients. I noticed that most of the
nurses could do that quite well, but some of the
others found it harder (nurse assistants and nurse
aides). They were not sure how to describe some of
the things they do. They know what they are doing
in practice, but they do not always know how to de-
scribe that properly. (district nurse 3).

Many nursing team members indicated that they were
already familiar with most of the program content due
to a previous short training on self-management.
Opinions were also divided regarding the program’s

duration. Most staff members appreciated the program’s
gradual structure, allowing them to implement changes
step-by-step by alternating between learning, experi-
menting, and reflecting. Some nursing team members,
though, considered the team meetings of 1 h too short
to practice skills and some domestic workers considered
the 2months in-between the team meetings too long to
remain continuously aware of the program while provid-
ing homecare services.

Mechanisms of impact
Experienced changes in homecare staff's knowledge
According to many staff members, their knowledge re-
garding reablement improved because of the program;
they mentioned several benefits for older adults (e.g., more
confidence in performing activities) and for themselves
(e.g., increased work efficiency). They also mentioned tips
on alternative ways of providing care (e.g., using an eye-
dropper or grabber) and other strategies to improve cli-
ents’ activity levels (e.g., deploying volunteers for doing
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groceries together). This knowledge raised awareness
among staff members, which helped to change their way
of thinking towards encouraging independence among
homecare clients.

If there is a client who needs to be showered twice a
week, then you would also help them to get dressed
afterwards. But for the rest of the week, they would
be doing that by themselves, so I do not actually
need to help them to do that. So sometimes it is just
about thinking differently. (nurse assistant 4).

The program trainers, though, found that some staff
members considered certain parts of the program as
complex (e.g., implementing goalsetting and action
planning); they therefore expected that not all pro-
gram content led to increased knowledge of staff
members. Most district nurses, on the other hand, in-
dicated that the knowledge to encourage clients to-
wards independence was generally present, but that
homecare staff sometimes considered it challenging to
integrate this knowledge into their working practices.

In the past, the work was really about taking care of
people and basically doing everything for them. That
is how I learned to do it from the start. And that
makes it hard to think about your work in a differ-
ent way. (nurse aide 1).

Experienced changes in homecare staff's attitude
Most staff members experienced positive changes in
their attitude towards reablement due to the program.
Reasons frequently mentioned for this were successes
that they gained regarding encouraging clients to per-
form activities themselves again, and the impact that this
had on clients’ view about themselves.

When I go to visit a client, and I find them standing
by the door waiting to tell me that they have cleaned
out their cupboard on their own – that is what
makes it really worthwhile! They look so proud of
themselves and that is motivating because we have
really achieved something. (domestic worker 6).

He feels more involved now. Before, he used to think
he could not do anything for himself anymore, but
now he is happy that he is able to do things inde-
pendently. He does not have to bother other people
anymore. (domestic worker 1).

Some staff members were still doubtful about reable-
ment, though, for instance, due to negative outcome ex-
pectations of reablement (e.g., implementing reablement
takes more time and staff members are now being left

with only the more challenging tasks), a preference for or
habit of taking over activities, or a short-term vision of
care where it is faster to take over tasks.

Experienced changes in homecare staff's skills
Team meetings 1 and 2: Many staff members now used
the different communication strategies that were part of
the program more consciously in practice, such as mo-
tivating and complimenting clients, being firm, negotiat-
ing and joking. They also shared more tips with clients
on how to engage in daily and physical activities.

Now I talk more to the clients about their health -
and for example, when I tell them about the 10% de-
crease in muscle mass, that really gets them think-
ing. I had never thought about mentioning that, but
it really opens their eyes. (domestic worker 6).

The program trainers, however, indicated that homecare
staff's conversational skills varied considerably; they there-
fore assumed that conversations might not always have
been conducted in the correct manner.
Team meeting 3: Most district nurses spent more atten-

tion on reablement during the needs assessment with
newly referred clients because of the program. They also
formulated client-centered goals more specifically to clar-
ify to their colleagues which activities (not) to take over.

I learned to set more specific goals. In the past, I
would often formulate goals like ‘performing ADL’,
or ‘showering or washing at the washbasin’, but
things are not always clear then. It does not say, for
instance, that he (the client) should try to wash his
upper body himself. (district nurse 4).

Most domestic workers often did not work with goals
and action plans, but sometimes made verbal agree-
ments with clients.
Team meeting 4: Many district nurses spoke more fre-

quently with the social network of clients than before
the program, for instance, about clients’ resistance to
change. Some other nursing team members also had
more contact with the social network.

We had one lady who was slowly able to start doing
more things for herself again, but her son used to
stop her all the time. He would say: ‘(Staff member
X) will be here soon, so leave that for her to do.’ I
told him that if she can do things for herself, she
really should be doing them because that is much
better for her. (nurse assistant 3).

Some district nurses, however, indicated that not every-
one was equipped for such conversations, especially when
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the social network unnecessarily took over activities and
resisted the change. The domestic workers rarely had sub-
stantive contact with the social network of clients.
Team meeting 5: Many staff members assessed clients’

capabilities more often because of the program; they
looked more consciously at what clients could still do
themselves, and better defined to clients what they could
expect from them.

In the past, when I had a new client, I would just ar-
rive at the agreed time and start working right away.
But now I arrive 10 to 15 min early and I use that
time to talk (to the client) about what they are still
able to do and what I can do for them. Then they
know what they can expect from me and what I will
expect from them, and I can refer back to that. (do-
mestic worker 4).

The district nurses, though, indicated that the extent
to which homecare staff succeeded in this varied. They
also got the impression that some staff members consid-
ered the assessment of capabilities the responsibility of
the district nurse; they therefore expected that staff
members did not always consciously look at what clients
could still do themselves.

Experienced changes in homecare staff's social and
organizational support
Most district nurses indicated that the program led to
greater support and cooperation within the team. They
spoke more frequently with their team about how to im-
plement reablement in practice; they also set goals more
often in consultation with the team to create a shared
responsibility in the care provided. Consequently, most
nursing team members started to report more exten-
sively on these goals, thereby gaining more insight into
each other’s working routines. If someone on the team
deviated from agreements made in the team, they were
called to account by colleagues, thereby reducing differ-
ences in their working practices. Most domestic workers
had little contact with their colleagues outside the pro-
gram, although some did have more contact with nurs-
ing team members than before.

In the past, we would just do the household chores,
and the nurses would get on with their own work. But
since the program, we have started talking more. Now
it feels more like a joint effort. (domestic worker 7).

According to the staff members interviewed, the extent
to which team managers attended program meetings
and supported homecare staff towards implementing
reablement in practice, varied. Most domestic workers
and some district nurses valued the presence and

support of team managers during program meetings and
meetings not related to the program.

My team found it (the support of the team manager)
very positive. The interest, the compliments, and the
personal attention - they appreciated that. (district
nurse 1).

Many staff members also felt free to consult the team
manager in challenging situations. Nevertheless, some do-
mestic workers considered it challenging to express them-
selves when the team manager was present at the
program meetings or to approach the team manager when
they encountered problems.

Context
Contextual facilitators
Homecare staff mentioned several contextual factors that
facilitated the program’s implementation. First, the use of
digital care plans provided nursing team members with
better insight into goals that were set with clients, which
made them more inclined to report on them. Besides, care
plans were accessible to the clients’ social network, allow-
ing them to monitor the care process (i.e., the new way of
working). Second, the healthcare organization’s lump sum
funding system (meaning that the organization receives a
fixed amount of money per client irrespective of the
amount of care delivered) ensured that staff members
were less time-bound when providing care. Lastly, newly
referred clients could be more easily encouraged, since
they did not experience the old system of care provision
in which activities were often taken over.

What I see is that our team still makes the most pro-
gress with new clients who need care. They (the staff)
actively focus on engaging them (newly referred cli-
ents). (district nurse 4)

Contextual barriers
Homecare staff also mentioned some contextual barriers.
First, resistance to change from clients or their social
network impeded staff members in implementing reable-
ment. Reasons frequently mentioned for this were older
adults feeling too old or too weak, feeling entitled to
care, being afraid of losing care, or having unrealistic ex-
pectations about homecare that were created by other
stakeholders (e.g., hospitals, general practitioners). Sec-
ond, nursing team members still struggled to encourage
clients in complex care situations. Lastly, particularly
nursing team members indicated that time pressure and
staff shortages could lead to taking over activities.

Time pressure - for me that is one of the biggest
challenges. You have a busy day, and you know that
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people need to receive care at a particular time, so
very quickly you’re inclined to just say ‘let me do
that for you’ (the clients). (nurse aide 2).

Suggestions for change
Homecare staff and program trainers had some sugges-
tions to improve the program and facilitate its practice
implementation. To improve homecare staff's attendance
rates and program engagement, staff members suggested
to make the training mandatory and program trainers
suggested smaller training groups and more interactive
teaching methods. To improve homecare staff's know-
ledge, attitude, skills, social and organizational support,
staff members suggested to include training on-the-job,
practical assignments on a team level and more role-
plays. Program trainers suggested to further tailor the
program to homecare staff's needs and wishes to better
support them during the process of behavior change.
Additionally, they suggested to first train team managers
and district nurses about how to support staff in imple-
menting reablement before training staff members. To
reduce resistance to change, homecare staff and program
trainers suggested providing information on reablement
to clients, their social network, and to other relevant
stakeholders.

Discussion
This comprehensive process evaluation provided insight
into the implementation, mechanisms of impact and
context of the reablement training program ‘Stay Active
at Home’ program that was implemented in the daily
practice of Dutch homecare for older adults. The pro-
gram was largely implemented as intended. Homecare
staff's compliance with attending the program meetings
was reasonably good; however, the extent to which staff
members conducted the practical assignments and con-
sulted the weekly newsletters varied. They experienced
positive changes in their knowledge about and attitude
towards reablement, learned new skills or further devel-
oped already existing skills to encourage clients towards
independence, and perceived social and organizational
support from colleagues and team managers to imple-
ment reablement in practice. Contextual factors that po-
tentially facilitated the implementation were digital care
plans, the organizations’ funding model (lump sum
funding instead of fee-per-hour) and newly referred cli-
ents. Potential barriers were resistance to change, com-
plex care situations, and time pressure and staff
shortages.
To understand how the program may have produced a

change in homecare staff's behavior, it is essential to un-
ravel its mechanisms of impact [19]. Based on previous
research, homecare staff's knowledge, attitude, skills, and
perceived support are assumed to contribute to the

desired behavior change [6, 17]. A possible precondition
for bringing about change in these behavioral determi-
nants is intervention acceptability. Homecare staff
mainly valued the program’s practical elements (i.e.,
role-plays, booklet with practice exercises, newsletters)
and team approach. Role-plays provided a realistic repre-
sentation of homecare staff's behavior, which helped to
reflect on their own skills and on the extent to which
they applied these in practice. Since learning through
observation and reflection can be quite useful when
working towards behavior change, this may have facili-
tated homecare staff to integrate reablement into their
working practices [28]. The booklet with practice exer-
cises and newsletters provided comprehensible examples
and practical tips for remaining active in daily life; this
encouraged homecare staff to discuss with clients the
importance of performing activities themselves. These
tools may therefore have eased the translation from the
program knowledge into practice [29]. The team ap-
proach allowed homecare staff to exchange practice ex-
periences, work together on goals, and improve their
conversational and collaboration skills. This may also
have facilitated the intended behavior change, as regular
team support and a framework for cooperating and ap-
plying professional expertise and judgment are assumed
essential in the adoption of reablement [30, 31].
Although most staff members held a positive opinion

about reablement, it was sometimes difficult to change
their behavior. This is in line with other studies confirm-
ing that working with reablement can be challenging [7,
9, 10]. Behavior change is a complex process with vari-
ous prerequisites, such as being receptive to new ideas,
understanding the desired behavior, willingness to
change, and being able to change [32]. A lack of recep-
tiveness may have influenced staff members' program
compliance. Domestic workers were more compliant
with attending the program meetings than nursing team
members, possibly because they receive little training in
the Netherlands, thereby making them more eager to
participate. Another explanation may be that mainly
nursing team members suffered from time restraints and
staff shortages. A lack of understanding may have lim-
ited staff members in internalizing reablement. Some
program parts were experienced as difficult and some
found it challenging to integrate the program knowledge
into practice, which is in line with other research [33];
this implies that the knowledge transfer and homecare
staff's understanding of reablement was not optimal.
This may be explained by variation in staff members'
educational level and experience, so the program may
not always fitted their prior knowledge. Staff members'
willingness to adopt reablement may have been impeded
by a preference for or habit of taking over activities or
by negative outcome expectations of reablement. This
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indicates that staff members were likely in different
stages of behavior change and that the program possibly
did not always meet their needs and wishes to success-
fully move to the next stage [30, 32]. Staff members'
ability to change may have been impeded by a variety of
other behavioral factors (e.g., lack of confidence), con-
textual factors (e.g., unclear roles, responsibilities or ex-
pectations), or by a combination thereof. Nevertheless,
by implementing ‘Stay Active at Home’ in Dutch home-
care practice, we have been able to take the first steps in
changing homecare staff's behavior from taking over ac-
tivities of older adults towards encouraging older adults
to perform activities for themselves.
Future program implementation may benefit from

minor adaptations. First, further tailoring the program to
homecare staff's needs and wishes may likely improve
their engagement in the program and with delivering the
program in daily practice. In doing so, it might be valu-
able to take into account differences in educational
backgrounds and experiences, so that the program is ex-
plained in a comprehensible manner to all staff members
involved [34]. In addition, taking into consideration the
different roles and responsibilities of staff members in
providing care could possibly contribute to them feeling
more responsible for the implementation of reablement
[30, 34]. Second, implementing reablement requires pa-
tience and time from staff members. This implies that
healthcare systems and policy-makers should support a
stimulating work environment, thereby considering the
extra efforts and time needed to change homecare staff's
work practices. One must keep in mind, though, that
reablement is a relatively new approach, so its evidence
base is still limited and inconsistent [7, 12, 13, 17, 35].
Although the current evidence suggests that reablement
is a promising approach, further research on the ‘Stay
Active at Home’ program in terms of its (cost-) effective-
ness for homecare clients and healthcare systems is
needed prior to a broader implementation [7].
This study has several strengths. Using the MRC

framework provided a profound understanding of the
program and its implementation, and gave indications
for mechanisms of impact and contextual factors that
may influence the intended behavior change [19].
Furthermore, combining multiple qualitative and quanti-
tative methods, incorporating data from homecare staff
and program trainers, using three researchers to analyze
the data, and collaborating with relevant stakeholders,
increased the trustworthiness of the findings [27]. Limi-
tations of the study included the higher educational level
of the staff members interviewed compared to the
remaining homecare staff who participated in the pro-
gram, due to an overrepresentation of district nurses.
Besides, motivated homecare staff may have been over-
represented in the interviews because only those who

had reasonable program exposure (i.e., attendance of at
least half of the program meetings) were selected. Never-
theless, the more interviews were conducted, the fewer
new codes were generated, which may indicate data sat-
uration. A second limitation may be social desirability
bias of homecare staff because the researcher who per-
formed the interviews with the staff members was also
involved as program trainer. Moreover, two of the pro-
gram trainers were researchers, thereby potentially intro-
ducing experimenter bias. We tried to minimize bias by
using a pilot-tested interview guide, indicating to inter-
viewees that data would be pseudonymized and treated
with confidence, and appointing a moderator who was
not involved in the program for the interviews with pro-
gram trainers. Third, the staff members interviewed were
predominantly positive about using the program in prac-
tice, while program trainers were more critical towards
homecare staff’ practice performance. Video- or audio-
taping would have been valuable to add to the data col-
lection methods to provide more valid information
about homecare staff's actual performance in practice
[36].

Conclusions
The reablement training program ‘Stay Active at
Home’ program was feasible to implement in Dutch
homecare and was perceived as useful in daily prac-
tice. The program seemed to have a positive impact
on homecare staff's knowledge, attitude, skills, social
and organizational support to implement reablement.
However, integrating reablement in homecare staff's
working practices remained challenging due to per-
sonal and contextual factors. This study contributes
to the growing body of evidence that shifting home-
care services from ‘doing for’ towards ‘doing with’
older adults involves a major paradigm shift for
homecare staff. Future program implementation may
benefit from minor program adaptations and a more
stimulating work environment.
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