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Abstract

Aim: To describe health professionals’ perspectives of next of kin in the context of

reablement.

Method: A total of 49 health professionals from different organizational levels participated.
Their ages, genders, experiences, and professions varied. A total of 10 focus group
discussions were held in two municipalities. The data analysis was conducted using a

constructivist grounded theory approach.

Result: The core category was identified as negotiating between themselves. Two categories
captured the different dimensions of the core category: facing a dilemma with next of kin in

reablement and ambiguous motives for collaborating with next of kin.

Conclusion:

In collaboration with next of kin, it is important for health professionals to be aware of and
manage the possible differences in expectations and opinions concerning reablement. Health
professionals need to acknowledge that next of kin can be a source of support for older
adults. They also need to take into consideration that next of kin may need support,
information, and education associated with their roles as next of kin to older adults.
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Introduction

Rehabilitation at home is currently part of both national and international health policy for an
ageing population [1,2]. It offers opportunities to facilitate activities and participation in
one’s home environment [3] and may reduce stress for next of kin and other family members
[4]. Next of kin are often the main support for older adults receiving rehabilitation at home
[5], and their contribution is important to the sustainability of the welfare state [6]. As a
result, many Western countries are now attempting to improve collaboration between health
professionals and next of kin by encouraging the latter to assist older adults so that they can
stay at home as long as possible [7]. Thus, next of kin are considered an important resource in
health care. Backmann and Kjellevold [8] and the WHO [2] recommend that collaboration
with next of kin should be included in all health services. Few studies have explored the
health professionals’ perspectives of next of kin in reablement and their experiences and
thoughts about collaboration. This article is based on a study of health professionals working
with reablement in two Norwegian municipalities. The aim of the study was to describe
health professionals’ perspectives of next of kin in the context of reablement.

In line with the challenge mentioned above, reablement (also known as restorative care in
Australia and the USA [1]) is an approach that aims to assist older adults, irrespective of
diagnosis, to continue with their desired activities — as well as the activities of daily living —
and to increase their independence [9-11]. Older adults who receive reablement have a
functional decline or a risk of functional decline, often following an accident or period of
illness [12]. However, there are no standard definitions or descriptions of the reablement
intervention [13,14]. Legg et al. [13,p.242] define reablement as “a short and intensive
intervention”. In addition, Glendinning and Newbronner [10,p.33] describe the aim as “to
help people do things for themselves, rather than having things done for them ”. Reablement

is often a part of public home care services, and it provides assistance in such a way that



older adults develop both confidence and practical skills to conduct everyday activities
themselves. Moreover, reablement aims at enabling participation in society [15-17].

There is little knowledge about how health professionals view collaboration with next
of kin [18] and about the role of next of kin during reablement. According to Tgnnessen and
Kassah [19], there is insufficient clarity regarding the limits for the involvement of next of
kin in different situations and how the distribution of responsibility should be assigned
between next of kin and health professionals in health care in general. This may be even more
challenging in the context of reablement, since it aims to enable participation rather than
simply providing traditional help and care. Hjelle et al. [20] explored next of kin perspectives
in reablement and found that next of kin were not invited to work with health professionals to
improve and facilitate the reablement process of the older adults. Furthermore, next of kin in
their study wanted a system, routine, culture, and attitude change that would enable them to
share information and knowledge with health professionals. According to Moe and
Brinchmann [21], a dialogue between the older adults, next of kin and health professionals is
important in the reablement process.

In a study among older adults receiving home care, the findings indicate that health
professionals were not aware of how next of kin participated in the daily lives of their older
relatives [22]. However, Vik and Eide [23] found that health professionals regarded the
family both as facilitators for the older adult’s participation, since family expected to engage
with and participate together with the older adult, and as a barrier for participation, when they
asked for more help than the older adults needed. This aligns with the study by Tamm [5] of
the views held by occupational therapists regarding next of kin and their roles in
rehabilitation at home. Next of kin were found to be regarded as either a source of help and a
communication link or, in some cases, a hindrance in the rehabilitation process if they were

helping too much, made unreasonable demands, or did not support or have faith in the



rehabilitation plan. To summarize, there is a need to further explore how collaboration
between health professionals and next of kin in reablement is seen from the health
professionals’ perspectives. To promote government policy provisions for this kind of
collaboration, it is necessary to generate knowledge about how the professionals perceive
next of kin in the context of reablement. The research question is the following: How do
health professionals perceive their collaboration with next of kin in the context of

reablement?

Material and methods

A constructivist grounded theory (CGT) approach inspired by Charmaz [24] was chosen.
Charmaz’s [24] approach is systematic, even if the guidelines can be flexible in the data
collection and analysis. In order to capture health professionals’ perceptions of next of kin,
focus group discussions were chosen. Such discussions offer participants opportunities and
may inspire them to discuss and compare their experiences [25]; they are suitable for
exploring the interpretation, interactions, and norms of social groups [26]; and they can help

participants express both positive and negative opinions more easily [27].

Study context

In Norway, each municipality has the responsibility to organize the public health services in
such a way that they meet the needs of the people who live there [16]. This study was carried
out in two Norwegian municipalities: one a town of 190,000 inhabitants and the other a rural
municipality of 7500 inhabitants. Both municipalities had initiated the reablement
intervention within the previous four years. In the town, reablement was organized as an
integral part of the home care services. The inclusion criteria for reablement was older adults
who already received some home care services. The home care services in the town were also

responsible for screening eligible participants in reablement. A physiotherapist and an



occupational therapist were responsible for the assessment and evaluating. In the rural
municipality, the reablement was organized by a separate team, and they were more flexible
in the inclusion criteria. Health professionals in home care services, the local hospitals and
rehabilitation centres and older adults themselves and their next of kin could refer to
reablement. Assessment for inclusion was done in collaboration with a registered nurse from
home care services, along with a physiotherapist and an occupational therapist from the
reablement team.

Regardless of the organization, services in both municipalities were based on a
multidisciplinary team approach where therapists, registered nurses, and other employees of
the home care service collaborated. The professionals collaborated and assisted the older
adult (65+ years) with an individual physical training programme and practising everyday
activities important to helping the older adult towards their goals. The reablement
intervention often lasted for 4-6 weeks, and during this time, the older adult received
reablement from either a therapist or health professional from the home care services, often

called a home trainer, up to five times a week.

Participants

Initially, a purposeful sampling strategy was used [24]. Health professionals currently
working within the field of reablement were invited to participate in focus group discussions.
First, professionals working in home care were recruited: Participants in these first focus
groups consisted of registered nurses, health workers, student nurses, social educators, and
occupational therapists (OTs; Groups A-E). Following these focus group discussions, we saw
a need to continue with theoretical sampling as suggested by Charmaz [24]. Then, two groups
with professionals working in multidisciplinary teams (OTs, OTs’ assistants, registered nurse,

social educator and physiotherapists) were included (Groups G—H) in these discussions.



Based on the preliminary analysis, it became apparent that there was a need to include
information from the project group and managers (Groups 1-J), because we were interested in
their reflections and intentions about the collaboration with next of kin in reablement. Finally,
one more group of health professionals (Group F) was recruited. The number of participants
was 49: there were 26 recruited in the town and 23 in the rural municipality (table 1). To
obtain variety in meanings and experience, the participants varied according to gender, age,

range of work experience, and educational background.

Data collection

Data were collected between February 2015 and December 2016 from 10 focus groups,
which all met once. According to Krueger and Casey [25], the recommended number of
participants in focus groups is between 5 and 8. Although that was our plan, some of the
groups changed due to illness and ended up consisting of 3 to 9 participants. As
recommended by Krueger and Casey [25], we used a moderating team when we conducted
the focus group discussions. This included an assistant who helped with practical matters,
took notes, posed follow-up questions, and produced a summary of the discussion at the end
of the session. A masters-level student led 5 of the focus group discussions (Groups A-E)
together with the second author (KV); 4 (Groups G-J) were led by KV and one assistant; one
(Group F) was led by the first author (FAJ) and KV. A semi-structured focus group guide
starting with open questions about reablement gave the participants the opportunity to discuss
the topics openly, while at the same time providing a chance for them to offer spontaneous
comments. Furthermore, questions concentrated on specific experiences of collaboration with
next of kin and next of kin’s involvement were posed. Examples of open-ended questions are
the following: How did the start of reablement go? How would you describe reablement?

Examples of specific questions are the following: What is your approach to next of kin in



reablement? How do you collaborate with next of kin? How do you relate to next of kin in
reablement compared with other services you provide? The moderator encouraged the
participants to discuss their different experiences and views about next of kin. The focus
groups’ discussions were recorded and transcribed verbatim. The study was approved by the
Norwegian Social Science Data Services (project no. 40458). All participants received oral
and written information about the study and gave their written consent before the focus group
discussions started. We used an iterative process in the data generation and analysis as
described by Charmaz [24]. This gave us the opportunity to use information from early focus
group discussions to generate discussions in later focus groups that were more focused. After
the 10th focus group (Group F), we decided to end the data collection because we noticed no

new information came up in the discussion.

Analysis

The analysis of the focus group discussions with health professionals is inspired by Charmaz’s
[24] description of constructivist grounded theory, where a constant comparative method is
central and by which researchers “aim for abstract understanding of studied life and view their
analyses as located in time, place and the situation of inquiry” [24,p.342]. Both authors began
the analysis by reading through all the transcribed interviews and listening to the tape
recordings of the focus group discussions.

The analysis consisted of initial and focused coding, memo writing, and comparative
comparison, as described by Charmaz [24]. The first author performed the initial coding, where
fragments of data, words, lines, segments, and events were studied according to their content.
To remain close to the data, the initial codes were recorded in everyday language and using
words as close as possible to those used by the informants themselves; e.g., “It is up to the
older adults whether they want the family involved”; “No contact with the family”; “Doesn’t
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see much of the family”; “Different family relationships”; “Sharing responsibility”; “The



families are actively involved”; and “Unbiased information”. In the next stage, the codes that
belonged together were clustered into focused coding; i.e., the initial four codes were grouped
into “Not always a need to involve the family”, while the remaining three were converted to
“Understanding that the family is involved and assisting”. All the focused codes were studied
in relation to each other and constantly compared, and a pattern was searched for. The
relationship between the three preliminary categories “What the health professionals perceive
as important for the older adults”, “How the health professionals describe the purpose of
collaboration with the families”, and “The dilemmas arising from different expectations” were
gradually transformed into conceptual categories at a higher level of abstraction. Both authors
participated in the analytical process, and codes and categories were discussed. Memo writing
was done, as thoughts, reflections, and questions concerning the data were noted and included
in the analysis. The analytical process led to the core category negotiating with themselves.
This is, in turn, related to two broad conceptual categories describing facing a dilemma with
next of kin in reablement and ambiguous motives for collaboration with next of kin. All the
categories, regardless of their level of abstraction, are related to the main category, as described
in table 2.

Insert table 1. Insert table 2.

Results

Negotiating between themselves

The core category negotiating between themselves illuminates the discussion between health
professionals and the discrepancy in motives for when, how, and if collaboration with next of
kin could take place. The health professionals frequently referred to the next of kin as the
children of the older adults, and “daughter” was frequently used in the focus groups.

Negotiating between themselves reflects how health professionals need to negotiate and



manage the different expectations and opinions; e.g., their professional recommendations,
understanding the situations of next of kin, and when it is appropriate to collaborate with next
of kin. There were no common guidelines for how preferred collaboration with next of kin
should be. Nevertheless, there was experience that collaboration with next of kin could be
beneficial for the older adult. However, as one of the occupational therapists stated: “I don’t
think we have been good enough at involving next of kin” (Group F). Further, the different
dimensions of negotiating between themselves will be presented through the categories facing
a dilemma with next of kin in reablement and ambiguous motives for collaborating with next

of kin.

Facing a dilemma with next of kin in reablement

This category describes how health professionals experienced the dilemma of collaborating
with next of kin in reablement. On the one hand, this had to do with how the health
professionals had an understanding of the next of kin’s situation. For example, they
sympathized with next of kin and understood that they were afraid and worried about their
older relatives and their reasons for requesting health services from the municipality. On the
other hand, the health professionals experienced how they assessed the need for assistance
differently from the next of kin. This was seen particularly when the health professionals
perceived the older adult’s everyday performance as better than their next of kin did. One
registered nurse from the rural home care group said that in such cases: “It was difficult to
disagree with next of kin”” (Group E). Several of the participants from the focus group
discussions pointed out that the consequences of these situations could be exhausting and
unpleasant for them. They had to spend extra time persuading and negotiating with next of

kin concerning whether reablement was the right type of assistance for their older adult.



Understanding the situation of next of kin. The health professionals understood that next of
kin needed to be certain that their older adult was properly looked after and received the
assistance to which he or she was entitled from the municipality’s health service. They
sympathized especially with next of kin whom they felt had legitimate reasons for not being
available to assist their older adult on a regular basis; e.g., those who lived in other towns far
away. One physical therapist explained: “I understand that they are anxious when you are far
away from your mother [who is] 80 to 90 years of age” (Group F). Furthermore, health
professionals received different requests from next of kin; for instance, that the professionals
should pop in to see their mother or father in order to assure the next of kin that everything
was alright. A registered nurse pointed out: “Iz is a safety for relatives that we go by either
daily or once in a while” (Group B).

Another interesting finding concerned the requests that health professionals received
from next of kin. Often, such requests were related to traditional home care tasks. Examples
were requests for help with personal care, medicines, or practical assistance at home. One
manager said: “Supply obviously creates demand. It depends what people know. Nobody
requests reablement, because they have no idea it exists. Therefore, they often request
services like practical assistance and such like. Then they learn that resources are limited,
and this can lead to the creation of a need greater than it is, just to make sure some help is
available” (Group J). This quote reflects the health professionals’ awareness that next of kin
made their requests based on services with which they were already familiar. At the same
time, they understood that next of kin were trying to make clear why the older adult needed
practical assistance. Various aspects of the requests from next of kin were discussed. One
aspect was that the health professionals at times felt pressure to provide reablement only to
reassure next of kin. This relates to the dilemmas experienced by health professionals when

they provided interventions not in line with their professional judgements but based on the



needs of next of kin. However, in such cases, health professionals chose to emphasize the
next of kin’s situation. For example, it could be difficult to reject a request from next of kin
about assisting their older adult if the older adult had recently fallen at home. One registered
nurse said: “Next of kin contact us if their parents have fallen. Then it becomes difficult for us
to tell them their parents should not be assisted by us” (Group E). One last finding relating to
“understanding the situation of next of kin”” was how they perceived that the next of kin was
helping the older adult a lot in his or her everyday life and was getting exhausted. As a
manager said: “When you look a little closer, then it is actually next of kin that helps” (Group
). Several of the participants agreed that next of kin did a lot for the relatives. “Relatives are
tired. For sure!” said a health worker (Group C). The quotes illustrate the health
professionals’ dilemma regarding supporting next of kin and their professional judgement in
reablement, which aims to support the older adult to become independent. However, the
findings indicate that, even though health professionals understood that next of kin were
tired, they did not provide specific support directed towards the next of kin’s needs regarding

how they could better manage their situation.

Assessing the need for reablement differently. This subcategory covers how the health
professionals experienced that next of kin, the older adults, and the professionals themselves
could have different assessments about older adults’ needs. For example, an occupational
therapist said: “A daughter may have different ideas from those of her mother or father. In
such cases, it is the user who must decide who is their main next of kin. We have to take that
into account” (Group F). When there was disagreement between older adults and/or their
next of kin, the health professionals mostly supported the former, because older adults
receiving reablement were considered as autonomous, independent, and responsible for

themselves and their everyday lives.



Furthermore, some of the assistance provided by next of kin was regarded as
unnecessary from the professionals’ reablement perspective. For example, the health
professionals had observed that the older adults often managed perfectly well to carry out
more everyday activities than expressed by their next of kin. One of the participants from the
rural therapist team said: “Next of kin are pretty good at underestimating their relatives”
(Group G). Health professionals perceived that the next of kin were limiting the older adults’
opportunities to be active and participate in activities, such as going to the shops or using the
stove or shower on their own. Some next of kin clearly stated activities that they felt the older
adults should not do on their own because they (the next of kin) feared consequences such as
falls or injuries. A third aspect was that health professionals could see that next of kin gave
older adults too much practical and physical assistance. This kind of help was described as an
“assistance trap” among the professionals. One occupational therapist said: “There are
probably many who provide informal help as a matter of course in everyday life, as families
often do, without realizing that what they are actually doing is setting up an assistance trap.
Maybe they post a letter because they are, in any case, going to walk past a letterbox, or they
take the rubbish out. It is really okay to involve them to a greater extent, but often people
simply do not stop and think. They mean well, but they fail to consider the consequences this
may have in the longer term” (Group F). This quote reflects the experience among health
professionals that the contributions made by next of kin were not always in line with the aim
of reablement, namely, the older adults’ participation in everyday life and increased
independence.

Consequently, the health professionals perceived that next of kin at times considered
reablement to be a threat to the ordinary home care service older adults had received from the
local authority. One occupational therapist talked about the daughter of an elderly woman

who had participated in reablement: “Yes, she was rather negative about the whole setup. She



was worried we would remove some of the services provided for her mother, and of course,
some of this fear was then transmitted zo the user” (Group F). During the discussions, health
professionals pointed out that removing certain services was not the aim but was considered a

bonus.

Ambiguous motives for collaborating with next of kin

This category demonstrates how health professionals sometimes perceive there is “not always
a need to include next of kin” and, at other times, perceive that “including next of kin is
useful”. This ambiguity can be illustrated by the therapist who stated: “Older people are, in a
way, competent people who have consent. They can reflect on their own situation and take
responsibility. So for the most part, it is, in a way, not relevant to contact next of kin.
However, the same therapist reflected: “It could, of course, be appropriate to include next of
kin, daughter and son and everything like that ... We have had relatives by chance when they
have been present” (Group H). This statement captures the health professionals’ ambiguity

when collaborating with next of kin.

Not always a need to include next of kin. As previously noted, neither municipality had any
systematic approach for when and how next of kin should be contacted or involved in
reablement. However, health professionals perceived that there was not always a need to
involve next of kin in reablement. In these situations, this was a conscious choice made by
the health professional. For example, as the quote above illustrates, many of the older adults
were independent and managed on their own in their everyday lives; consequently, the health
professionals felt that it was the older adults’ responsibility to contact their next of kin.
Another experience related by the health professionals was that they saw that older adults had
different kinds of relationships with their next of kin, and this affected how the professionals

involved the next of kin. One auxiliary nurse said: “We get pretty close to some families, and



we obviously observe both well-functioning and dysfunctional families” (Group F). The
findings indicate an uncertainty among health professionals, especially when they met
dysfunctional families. Some health professionals felt it was not their job to interfere between

an older adult and their relationship to their next of kin.

Including next of kin is useful. This last subcategory comprised three reasons why including
next of kin was useful for the health professionals in reablement. First, next of kin were
providing important information and knowledge that, sometimes, the older adults themselves
could not communicate clearly. One of the physiotherapists put it this way: “Next of kin often
come up with contributions that the end user (the older adult) may not be able to, or dare to,
express”’ (Group G). Additionally, the health professionals found that next of kin were
sometimes able to provide a more nuanced picture of the actual everyday life of the older
person. Second, health professionals experienced that next of kin could be useful
collaboration partners in motivating the older adults to take part in their reablement, as well
as to continue to motivate their next of kin after the end of the reablement period. As one
occupational therapist said: “Next of kin are really important when it comes to motivating
them [older adults] to keep it up, to continue with the training. It is difficult for us to follow
this up, as we are so rarely there, since those who have undergone reablement often have
very little extra assistance. So it’s important that the next of kin who are there daily, or at
least often, speak to them and can follow this up. For example, just by asking: ‘Have you
walked up and down the stairs today?’ That sort of thing, just to help them keep it all up,
because that is really necessary” (Group F). However, this quote illustrates the health
professionals’ experiences of how next of kin could provide strong support, since the health
professionals had limited time capacity for follow-up when the reablement process had
ended. In addition, the health professionals mentioned everyday activities that they

themselves could not take part in; for example, going shopping or for a walk. Therefore, the



health professionals wished to involve the next of kin in these everyday activities with the
older adults. This finding may indicate that health professionals to some extent have
insufficient resources to follow up activities outside older adults’ homes.

The third and last reason to include next of kin concerns informing them about what
kind of intervention reablement implies. In this way, expectations can be clarified and written
information may be provided. One of the occupational therapists described it this way: “Next
of kin can have both positive and negative influences, and that’s exactly why it’s so important
to provide good information about what it is, how it works, and what they are taking part in”’
(Group F). The health professionals found some next of kin had a negative attitude towards
reablement. The informants quoted several comments made to them by next of kin, such as:
“My mother is over 90, and the time has come for her to receive help with everything; she is
old and should not have to do anything herself now” (Group A, health worker). Another
occupational therapist quoted another daughter who said: “No, my mum should not be doing
exercise, she is_far too old, over 90, and needs to take it easy now” (Group G). Another
recurring argument was: “They have been paying tax for over 50 years, and now the time has
come for them to sit back and receive help” (Group J, manager). These statements are not
unique. Several of the focus group discussions centred on stories of next of kin disagreeing
with the reablement approach. Interestingly, some participants argued that the view that older
adults are entitled to sit back and receive assistance was also found both within the health
profession and in society generally. For that reason, it was considered useful to include next
of kin right from the outset. Furthermore, many health professionals expressed it was most
appropriate that the registered nurses or auxiliary nurses working in home care should contact
the next of kin, since there was often a need for traditional home care when the reablement

period was finished.



Discussion

The research question for the study was the following: How do health professionals perceive
their collaboration with next of kin in the context of reablement? The study identified the
complexity of health professionals negotiating between themselves. Although next of kin
were considered important partners in future health services [2,8,21], our study reveals the
following paradox: Even if health professionals regard next of kin as important partners and
useful to collaborate with in reablement, they are concurrently not always sure there is a need
to collaborate with or include them. One possible interpretation could be that the health
professionals emphasize reablement as a person-centred intervention. This view of
reablement involves showing respect to older adults by ensuring that they have the
knowledge and information they need to make their own decisions in everyday life. The
significance of older adults feeling that they were being treated as unique persons was
confirmed. According to a study carried out by Randstrom et al. [3], an individualized
approach was important for older adults who participated in rehabilitation at home. Another
possible explanation for why health professionals did not always see a need to collaborate
with next of kin in reablement could be that the health professionals did not see the older
adults as dependent on their next of kin. In such cases, the involvement of next of kin could
be regarded as taking autonomy away from the older adults. In this respect, reablement may
be influenced by Western culture, where there is a strong focus on the individual and
independence is regarded as valuable. Reablement is often described as a person-centred
intervention, where the aim is to improve or increase the older adult’s independence [12,28].
This focus on the individual can be found across other health interventions and in different
health disciplines or professions [29,30].

Given the aim of increased independence for older adults, the importance of the

interaction between older adults and their next of kin is not given much emphasis in



reablement. Kirby [31] questions the perception of independence as something just positive,
since placing just a positive value on independence favours mostly middle-aged adults and
removes a sense of worth from fragile older adults, as they are dependent on society to a
much greater degree. Kirby further points out that independence and mutual dependency need
to be understood as necessary in order to function in everyday life. We are born dependent on
our family carers, and we depend on our social environment to develop and feel safe [31]. In
Bonder’s [32] study of the family activities of fragile older adults, the findings show how the
activities were characterized as an “exchange”, where the older adults sometimes did things
for the family, and at other times, the family did things for the older adults; sometimes they
were simply happy to carry out activities together. Brashler [33] argues it is useful for health
professionals to view the family as a legitimate unit of care and start to communicate a
commitment to the entire family. Witsg et al. [22] point out the importance of health
professionals being aware of the support older adults receive from their next of kin. Our study
shows that, even if the health professionals were aware of the support and assistance given to
the older adults by their next of kin in everyday life, they lacked routines for combining their
work of promoting increased independence for the older adults with the inclusion of next of
kin as partners in reablement. Our suggestion to health professionals is to acknowledge that
older adults can be considered mutually dependent on their social surroundings regardless of
their level of functioning. A family-centred perspective may enable health professionals to
develop a better understanding of next of kin in reablement.

Our findings also indicate health professionals were somewhat reluctant to include
next of kin given the variety of relationships they observed between the older adults and their
next of kin. This can be understood with Bonder’s [32] description of families as complex

and, in many cases, all embracing. Moreover, health professionals in our study may have



been uncertain how to collaborate with next of kin who stated their family members needed
to receive traditional home care instead of reablement.

Another reason why the health professionals experienced the negotiation between the
expectations of older adults and their next of kin as fairly demanding could be understood in
the light of the findings from Bgckmann and Kjellevold [8]. According to them, health
professionals have to balance many values and considerations when making decisions about
health assistance, particularly when the patient, the next of kin, and the health professionals
themselves have differing assessments of the need and the desire for assistance. Health
professionals need to have a proper understanding of the fundamental values and
considerations that take priority to be better qualified to manage demanding next of kin. It
might be a strength for health professionals to include a family-centred approach in
reablement. A family-centred approach will allow health professionals to acknowledge and
respect next of kin’s needs without sacrificing older adults’ interests or authority [33].
Previous studies of older adults with dementia and living at home have shown programmes
and interventions with a family-centred approach, where the intervention is provided in the
older adults’ homes and next of kin are trained and receive individualized support, have
proved to be effective for both older adults and their next of kin [34].

Similarly to Tamm’s study [5], health professionals in our study expressed it was
unclear how they could include next of kin as a collaborative partner when they opposed to or
negative towards the intervention. Further, the health professionals in our study pointed out
that next of kin often requested more assistance for the older adults than the older adults
themselves wanted or than the health professionals had determined was necessary. Several
other studies discuss next of kin being overprotective and, thereby, contributing to limiting
older adults’ opportunities for participation in everyday life [5,22,35]. In our study, the health

professionals saw the next of kin as someone who underestimated the older adult’s capacity.



Therefore, health professionals emphasized the need to clarify the different perceptions of
what older adults could and needed to do to continue to participate in desired activities.
According to Witsg et al. [22], it is necessary for the health professionals to establish a
dialogue between the older adults and their next of kin to clear up discrepancies between
them. However, not enough time was set aside for health professionals to collaborate with
next of kin to the extent that they could see was required [22]. Time issues were also found to
be a challenge for the health professionals in our study. They did not have enough time and
scope to carry out and follow up the interventions they felt were necessary to improve older
adults’ independence and opportunities to participate in desired everyday activities (both
during and after the reablement intervention). For that reason, next of kin could be regarded
as a resource, since they could help motivate and support older adults. However, our findings
indicate health professionals used next of kin as an extension of the health service in
reablement. This can be understood as having too few resources to follow up older adults as
they experience they are needed. Nevertheless, health professionals need to be careful to use
next of kin as an extension arm, since the next of kin must not be forced into a caring role or
to take on comprehensive tasks because the public health service is insufficient [36]. This
might be a challenge for health professionals to relate to. Hjelle et al. [37] argue that health
professionals require time to give older adults sufficient supervision and support so they can

carry out everyday activities themselves.

Methodological issues and limitations

Focus group discussions were chosen because this approach inspires the participants to
discuss and compare their experiences [25]. However, focus group discussions can influence
the participants and may have resulted in suppressed or altered opinions for the sake of the

group. Another issue is the potential discrepancy in how health professionals and next of kin



may see the older adult’s situation. This is an important issue that requires further discussion.
In the current study we have just illuminated the health professionals’ construction and
perspectives. Additional studies ought to illuminate the perspectives of next of kin and focus
on how they wish to collaborate with health professionals working in reablement without
compromising the autonomy of older adults. A third limitation is that the study is limited to
two municipalities in a Norwegian context and thus cannot be regarded as representative of
how all health professionals experience collaboration with next of kin. However, this is not
the purpose of this qualitative study. Based on the literature and our findings, we may assume
that it is possible that health professionals working in both reablement and home care will
recognize some of the experiences regarding collaboration with next of kin, since the
discussions between the health professionals in our focus groups were not limited to next of
kin in the reablement process but also included next of kin generally. The findings may also
be valuable to other health professionals working with home-based services for older adults.
Finally, according to Charmaz [24], the aim of grounded theory is to develop a theory,
although few who use the method actually do. As this is the first article of several where we
explore relationships between next of kin in the context of reablement, the findings from this
study are considered as building blocks for a future development of a potential theory of next

of kin in the context of reablement.

Conclusion

As seen in this study, health professionals negotiate between themselves and need to manage
the different expectations and opinions that occur in reablement. The findings indicate how
health professionals regard next of kin as a resource; however, they are also faced with a
dilemma when it comes to judging the necessity of including next of kin in reablement.

Health professionals do not appear to have sufficient scope regarding routines or adequate



time to include next of kin as equal partners. To improve the reablement intervention for
older adults and their next of kin, we suggest health professionals need to acknowledge that
next of kin can be a support for the older adult but also need support, information, and

education linked to their role concerning the older adult.
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Table 1. Characteristics of 49 individuals who participated in 10 focus group discussions

Focus Gender  Age Profession Work experience (years)
group (years)
A (Town) F 25 Registered nurse 6
Home care F 30 Health worker 7
F 25 Registered nurse 3
F 37 Occupational therapist 21
B (Town) F 23 Registered nurse 15
Home care F 22 Registered nurse 5
F 30 Occupational therapist 2,5
C (Rural) F * Health worker 19
Home care F * Auxiliary nurse 4
F 30 Health worker 14
F * Auxiliary nurse 15
F * Registered nurse 7
F * Apprentice health worker 3
F * Registered nurse 17
F * Registered nurse 10
F * Registered nurse 25
D (Rural) F 51 Aucxiliary nurse 22
Home care M 43 Registered nurse 18
F 25 Student nurse Student
F 41 Registered nurse 18
F 35 Auxiliary nurse 9
F 48 Auxiliary nurse 10
E (Rural) F 28 Registered nurse *
Physiotherapy and
Occupational F 30 Social educator *
Therapy
Department F 53 Health worker 14
F (Town) F 42 Occupational therapist 20
g?glcts and Welfare F 28 Occupational therapist 4
Home care M 51 Auxiliary nurse 10
Physiotherapy and
Occupational F 48 Occupational therapist 18
Therapy
Department F 30 Physical therapist 6
G (Rural) F 34 Social educator 7
g?glcts and Welfare F 36 Occupational therapist 5
Reablement team F 48 Occupational therapy assistant 20
Manager, home care | F 35 Occupational therapist 1
F 51 Registered nurse 23
H (Town) M 49 Physical therapist 11
Physiotherapy and M 48 Physical therapist 4
Occupational M 37 Occupational therapist 3
Therapy Department | F 38 Occupational therapist 18
I (Town) F * Physical therapist 22
Project Management | F * Registered nurse 33
Team F * Occupational therapist 21
F * Physical therapist 40
F * Registered nurse 33
J (Town) F * Registered nurse 31
Health Managers F * Occupational therapist 34
F * Physical therapist 38
F * Occupational therapist 36
M * Registered nurse 15

* = missing data




Table 2. Core categories, categories, and subcategories

Core category

Category

Subcategory

Negotiating between

themselves

Facing a dilemma with next
of kin in reablement

Ambiguous motives for
collaborating with next of
kin

Understanding the situation of
next of kin

Assessing the need for
assistance differently

Not always a need to involve
next of kin

Including next of kin is useful




