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1  |  INTRODUCTION

Family- assisted therapy can empower family members 
within traditionally medically focused settings.1 In busy 

public health systems, family- assisted therapy may im-
prove outcomes by increasing the amount of therapy 
patients can access.2 In pandemic- associated lockdowns, 
older people in the community, particularly older people 
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Abstract
Objective: To understand the barriers and enablers to participation in family- 
assisted therapy for older people in Transition Care.
Methods: A qualitative study, underpinned by interpretive description, was con-
ducted at two public health services in Melbourne, Australia. Participants included 
patients in Transition Care, or their family members, who either participated in 
or chose not to participate in a family- assisted therapy trial. Semi- structured in-
terviews were conducted, transcribed verbatim and analysed thematically.
Results: Forty- four participants were interviewed (17 patients and 27 family 
members). The unifying theme was to let families decide about participation in 
family- assisted therapy. The unifying theme was illustrated by three subthemes. 
The first, what is possible for the family now, described practical considerations 
including geography, paid and unpaid work structure and commitments and the 
presence of fit and willing social networks. The second, what is important to the 
family now, recognised the role of family priorities in deciding. Physical rehabili-
tation and extra therapy were of high importance to some families. For others, 
emotional support or searching for a residential aged care bed were more im-
portant at the time. Finally, how the family functions described the complexity of 
relationships and family history that impacted the decision to participate.
Conclusions: The decision to participate in family- assisted therapy is complex 
and is best made by patients and their families. Clinicians offering family- assisted 
therapy are encouraged to avoid assuming what will or will not work for families 
and instead, to let families decide.
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with cognitive impairment, are at risk of functional de-
cline;3 family- assisted therapy may provide access to ther-
apy that would be otherwise unavailable.

Family- assisted therapy involves training and sup-
porting family members to augment therapy provided by 
health professionals. In low- resource environments, it has 
also been used to take the place of therapy that might oth-
erwise be provided by health professionals.4 A relatively 
new area of inquiry in physiotherapy, family- assisted 
therapy has been referred to as family- mediated exercise,5 
carer- enhanced exercise,6 caregiver- mediated exercise,7 
family- led rehabilitation4 and family- delivered rehabilita-
tion.8 It may include the practice of functional activities 
such as transfers or walking, or other simple and safe exer-
cises, with duration, frequency and intensity individually 
tailored.2 It has been investigated mostly for people after 
stroke,7 and has also been evaluated for critical care sur-
vivors,9 people with dementia10 and older people in tran-
sitional care.2

Studies investigating the effectiveness of family- 
assisted therapy for older people have been small, but 
the results are promising. For example, a randomised 
controlled trial of family- assisted therapy with 40 
community- dwelling participants living with demen-
tia found improvements in independence and cogni-
tive function.11 A pilot randomised controlled trial of 
family- assisted therapy for 35 older adults in Transition 
Care resulted in reduced risk of falling, reduced activity 
limitation and almost twice the number of daily steps 
compared with the control group.2 Transition Care is rel-
evant as a setting for family- assisted therapy as staffing 
levels are low, and the risk of client deconditioning and 
loss of function is high.12

The acceptability of family- assisted therapy remains 
unknown. Even if family- assisted therapy is an effec-
tive intervention, if it is not accepted by families, it is 
not feasible. In our randomised trial, of 81 patients as-
sessed for eligibility, 43% participated. Eleven per cent 
did not meet the inclusion criteria (e.g. did not have 
a family member available to assist), 16% of patients 
declined to participate and 30% of family members 
declined to participate.2 Recruitment rates for studies 
investigating family- assisted therapy are not regularly 
reported but the data from our trial suggest that this ap-
proach will not suit everybody. Within Transition Care, 
this study aimed to gain a richer understanding of why 
some may choose family- assisted therapy and others 
may not. Therefore, the primary research question was 
as follows:

What are the barriers and enablers to participation 
in family- assisted therapy, for older people in Transition 
Care?

2  |  METHODS

2.1 | Design

This qualitative study was underpinned by interpretive de-
scription. While some approaches focus on the creation of 
theory, interpretive description has evolved to include ap-
plication to clinical practice, with a goal to influence how 
health professionals provide clinical care. A description 
of key themes is partnered with an interpretive approach 
to ensure research findings can be used by health profes-
sionals to benefit future patients.13 Ethics committees at 
the university and each of the health services approved 
the study: Northern Health Human Research Ethics 
Committee ref: HREC/15/NH/13; La Trobe University 
Human Ethics Committee: Acceptance of Northern 
Health approved project, no approval number; Eastern 
Health Human Research Ethics Committee ref: PA03- 
2016; Austin Health Human Research Ethics Committee 
ref: HREC/16/AUSTIN/502. Written informed consent 
was obtained from all participants, with assistance from 
an authorised representative if required. The study is 
reported consistent with the Consolidated criteria for 
Reporting Qualitative research (COREQ).14

2.2 | Participants

This study was conducted in two health services in 
Melbourne, Australia. Participants were patients or fam-
ily members of patients admitted to a Transition Care 
Program. In this paper, participants are referred to as 
‘patients’ and ‘family members’ to distinguish between 

Practice Impact

This paper provides clinicians with a rich un-
derstanding of barriers and enablers to family- 
assisted therapy for older people. It provides 
key questions they may ask when considering 
whether to offer this approach and encourages 
clinicians to let families decide.

Policy Impact

Policymakers are cautioned that family- assisted 
therapy is not for everyone. Some families find 
this approach empowering. For others, family- 
assisted therapy may be impossible, impractical 
or a source of conflict.
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these groups. The term ‘families’ is used to describe pa-
tients and family members together. Transition Care is a 
government- funded program providing support and low- 
intensity therapy to older adults who have been hospital-
ised and need more time to recover and return home or 
move to an aged care facility. Care is provided in home, 
hospital or residential aged care settings for up to 12 weeks.

This study was conducted concurrently with a ran-
domised controlled trial investigating family- assisted 
therapy;2 therefore, recruitment to this qualitative study 
ended when recruitment to the trial was complete. We 
used the concept of information power to determine 
whether we had enough data to answer the research ques-
tion.15 Eligibility criteria for patients included being able 
to stand independently or with one helper, follow single- 
stage instructions and converse in English. Family mem-
bers needed to be able to speak and understand English, 
be available to help with therapy three or more times per 
week and be physically fit.2

Eligible patients and family members were invited 
face- to- face or by telephone, to participate in a 4- week 
family- assisted therapy training and support program, 
followed by an interview. If they declined, they were also 
invited to participate in an interview. This paper reports 
qualitative findings from patients and family members 
who completed the family- assisted therapy training and 
support program, and patients and family members who 
chose not to participate in the trial.

2.3 | Data collection

Interviews followed a semi- structured format 
(Appendix S1). Interviews were conducted: at the bedside, 
in a quiet location at the Transition Care unit, at home, 
over the telephone, alone or with a family member, ac-
cording to participant preference. Trial participants were 
interviewed at the conclusion of the intervention period to 
explore their broader experience of family- assisted therapy 
including barriers and enablers to participation. Details of 
their specific experiences of family- assisted therapy are re-
ported elsewhere.1 Participants who did not participate in 
the trial were interviewed at a time that suited them. They 
were asked questions about their views on family- assisted 
therapy and why they chose not to participate. The inter-
viewer emphasised that this study was to help understand 
family- assisted therapy, rather than to pass judgement on 
a family's choice not to participate.

2.4 | Data analysis

Interviews were audio- recorded and transcribed verbatim. 
Participants were given the opportunity to comment on 

copies of transcripts along with the interviewer's interpreta-
tion of main themes. One researcher [KL] read all transcripts 
and assigned codes with the assistance of NVivo software 
[November 2021 (Release 1.5.1), QSR International Pty 
Ltd.]. One researcher [NS] read transcripts from patients and 
family members who had participated in the trial, assigning 
codes manually using Microsoft Word. One researcher [NT] 
read transcripts from patients and family members who 
had declined to participate in the trial, also assigning codes 
manually within Microsoft Word. The research team met to 
discuss and develop categories, subthemes and themes and 
applied an interpretive descriptive lens, asking the question: 
What does this mean for clinical practice?

2.5 | Rigour and trustworthiness

The use of audio- recording and transcription of inter-
views demonstrates the credibility of the results.16 We 
included patients and family members as well as people 
who did and did not participate in the trial, to triangulate 
the data.17 Member- checking ensured themes represented 
participants' thoughts and helped establish confirmabil-
ity.16 We kept an audit trail of the methods and decisions 
made when analysing the data, to address dependability 
and presented thick, rich descriptions of data.18 A detailed 
description of the study participants and setting supports 
transferability of results.18

2.6 | Research team and reflexivity

Interviews were conducted by the researcher who recruited 
participants and provided the intervention for those in the 
trial [KL]. Participants were aware the study was part of 
this researcher's PhD studies and of her interest in improv-
ing care for people participating in Transition Care. She 
had around 15 years of clinical physiotherapy experience. 
She was employed as a manager at one health service and 
then as a clinical physiotherapist at the second health ser-
vice. NS and NT are academic physiotherapists with ex-
pertise in qualitative research and clinical rehabilitation.

3  |  RESULTS

There were 44 participants (Table  1): 17 patients (13 of 
whom participated in the trial) with a mean age of 83 years, 
including 8 females and 27 family members (18 of whom 
participated in the trial) with a mean age of 57 years in-
cluding 17 females. Interview duration was an average of 
10  minutes for trial participants (ranged 4– 26 minutes) 
and 17 minutes for participants who declined the trial 
(ranged 5– 32 minutes). Quotes from family members 
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have been labelled ‘F' and patients ‘P', with ‘trial’ added 
if relevant.

3.1 | Unifying theme: Let families 
decide about participation in family- 
assisted therapy

Each family was different. What worked for one family 
did not work for another, even when it came to seemingly 
straightforward matters such as family members' work 
commitments. Only families were positioned to weigh up 
the pros and cons of the family- assisted therapy approach 
and decide if they would like to participate. Three sub-
themes illustrated this main theme:

1. What is possible for the family now
2. What is important to the family now
3. How the family functions

A coding tree sample is available in Appendix S2.

3.2 | Subtheme 1: What is possible for the 
family now

Practical matters that depended on individual circum-
stances were barriers or facilitators to participation in 
family- assisted therapy. For example, geography meant 
family members either lived close by and could com-
mit to attending the Transition Care site three times a 
week, or the ‘tyranny of distance’ made this unattain-
able (F2).

Well, see the lucky thing is I walk. I live three 
minutes around the corner so it's easy access 
for me to come here. 

(F4)

I'm not around the corner, that sort of added 
help for my father when it comes to the phys-
iotherapy might be an overload on me. 

(F9)

T A B L E  1  Characteristics of participants.

Characteristics Trial participants Declined trial All

Patients n = 13 n = 4 n = 17

Age (yr), mean (range) 82 (68– 92) 85 (81- 88)a 83 (68– 92)a

Sex, n females (%) 8 (62) 0 (0) 8 (47)

Primary diagnosisb

Fracture after fall 7

Deconditioning 2

Stroke 2

Other 2

Family members n = 18 n = 9 n = 27

Age (yr), mean (range) 54 (27– 87) 65 (55– 87) 57 (27– 87)

Sex, n females (%) 12 (67) 5 (56) 17 (63)

Relationship

Daughter/daughter- in- law 10 3 13

Son 3 4 7

Husband 1 0 1

Wife 2 2 4

Other 2 0 2

Employment status

Full- time employee 3 2 5

Part- time employee 6 2 8

Self- employed 3 1 4

Retired 4 4 8

Other 2 0 2
aMissing data n = 1.
bPrimary diagnosis not collected for patients who declined to participate in the trial.
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Paid or unpaid work commitments were often stated as 
the main barrier to participation in family- assisted therapy. 
Work responsibilities sometimes reduced the capacity of a 
family member to be present at the Transition Care unit. In 
other cases, family members might be visiting at awkward 
times not conducive to therapy.

…it would be better if there were family mem-
bers who didn't work full time, and it was 
difficult cause when I went in it was often 
around dinner time so I was a little bit limited 
as to what I could do. But if you had family 
members that were available more during the 
day it would be of more benefit. 

(F22 trial)

Nevertheless, the role of work as a barrier or enabler 
was not straightforward. What was a barrier for some fam-
ilies, such as owning a small business, was an enabler for 
others.

Because I've got my own business, I'm flex-
ible. … probably the hardest thing for most 
families would be taking the time to do it. I 
think, you know, people who are committed 
to a job and have got to be at work at 9 o'clock 
to 5 … I chose to do it in the morning like 
this because Dad's fresh, just got out of bed, 
whereas end of the day might be tired. 

(F14 trial)

Other practical matters were not easily worked around. 
For example, one patient had no one to ask, stating ‘I hav-
en't been a person to make a lot of friends’ (P1). Others high-
lighted the challenges of physical health:

I've already got a really bad back, I've had sur-
gery myself and, you know, that's what really 
worries me. 

(F8)

3.3 | Subtheme 2: What is important 
to the family now

Family priorities were paramount in deciding whether 
to participate in family- assisted therapy and shaped 
the commitment families might direct towards such a 
program. Many families who participated in the trial 
expressed priorities relating to physical activity, mo-
bility and health. Some families described a desire for 
extra therapy, or a desire to help with the process of 
rehabilitation. They recognised the value of physical 

rehabilitation in achieving goals relating to discharge 
home, for example.

We were at the prospects of them saying 
going into aged care, we really wanted [him] 
to go to his home, and I feel like that just re-
ally helped that process… we were basically 
searching for something exactly what you 
were offering. 

(F20 trial)

For others, physical rehabilitation was recognised by 
family members as important, but they had higher priori-
ties. For example, some were juggling the needs of multiple 
family members.

I've had other more urgent stuff, and ‘cause 
that didn't seem urgent for him, yeah that's 
probably it, it's put it lower down on my pri-
ority list. 

(F16 trial)

Competing family priorities were expressed as a key rea-
son for declining to participate in family- assisted therapy, or 
for having a low level of engagement with the program. For 
example, some patients talked about facing a decision about 
moving to permanent residential aged care and some family 
members were responsible for the logistics of finding aged 
care facilities:

The main issue is will he be going home or 
will I have to organise permanent care, that's 
the main thing at the moment, yeah. 

(F9)

Other family members recognised the magnitude of 
these difficult life decisions and prioritised activities that fo-
cused on emotional support. Family members contributed 
in ways only they could:

I think when I do go, I want to just give her that 
quality of sit and listen. I've been rubbing her 
feet, [laughs] putting on the warm socks, you 
know… I painted her fingernails… The priority 
is the love and the nurturing and the reassuring. 

(F8)

Bill comes here just for a good old chat and 
we go down memory lane a few times, and I 
think I get more sort of fun out of that than 
doing exercises. 

(P1)
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Some families had priorities complementary to reha-
bilitation that enabled participation. Often, these goals re-
lated to connection and relationship and were enhanced by 
family- assisted therapy:

For her there was both the physical movement 
and the sort of physical benefits and probably 
psychological benefit that she derived from 
that… it was just a fun thing for us to do to-
gether, rather than just sit around chatting, 
we actually had something a bit purposeful to 
do and something that we could sort of work 
on together and, you know, that made prob-
ably both me and her feel like that we were 
sort of achieving something together. 

(F23 trial)

Some family members observed that not everyone un-
derstands physiotherapist- led interventions, which may in-
fluence family priorities. Written information was suggested 
as a way to help:

I think sort of families perhaps have to be 
tuned into the idea of physiotherapy and I 
don't know how general across the commu-
nity that is. 

(P5 trial)

3.4 | Subtheme 3: How the 
family functions

Roles and relationships described by participants influ-
enced whether families chose to participate in family- 
assisted therapy. Barriers and enablers described by 
families ranged from the degree of stress within a family 
unit to the level of closeness between family members, to 
the payment of past family debts.

The interaction of caregiver stress and family- assisted 
therapy was complex. In some cases, caregiver stress was 
a barrier to participation:

I just feel like some days I'm up to pussy's bow 
in how much more can I give. 

(F20)

However, other families described stress as present, but 
‘it would've been worse if we hadn't had [family- assisted ther-
apy]’ (P6 trial). Health professionals were described as often 
being concerned about the burden a family- assisted therapy 
program might place on families who were already experi-
encing stress. One family member, when discussing changes 

she had made to work and study to accommodate helping 
her father return home, and the likelihood health profes-
sionals would feel they should not ask her to do anything 
else, stated:

Yeah, I do get that a lot [laughs]. People think 
that I shouldn't have to do it … but I honestly 
don't mind at all … He′s my dad and as his 
daughter I feel like it's … like it's not an obli-
gation but it's, I want to do it so I don't mind 
doing it. A lot of people tell him how lucky 
he is but, you know, it's my choice, it's what 
I want to do. 

(F12 trial)

Another family member whose spouse had moved into 
residential care for the first time said:

It's something else but no, it's been a positive 
something else… no it hasn't really been a 
stress… he's the world to me, we've been mar-
ried a long time, he would do it for me if it 
was the other way round. 

(F18 trial)

Nevertheless, some patients were reluctant to ask family 
members to participate, as they were concerned about being 
a burden, despite having regular visitors. Others wished to 
keep family as family:

They've already been very helpful to me and 
my wife since my wife died and I just feel at 
89 years of age don't know that there's much 
point putting much pressure on them, more 
pressure. 

(P4)

Conflict and closeness were other aspects of family func-
tioning raised but differed between families:

… maybe for some families they'd be deemed 
to be meddling and getting in the way. That's 
not the way our family relationship works. I 
only view there's a positive to have a greater 
awareness of what's going on. 

(F3)

Sometimes the patient could get quite sort of 
narky I guess against the family in saying I 
know what I'm doing, leave me alone. 

(F8)
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Family history also contributed as both a barrier and a 
facilitator to decisions about participation:

I mean there were sort of family history rea-
sons that I felt happy to help her… it was good 
that I could repay a bit of a debt. 

(F25 trial)

I can sort of imagine my father not taking 
instructions from me sometimes and that's a 
historic sort of family thing. 

(F9)

4  |  DISCUSSION

Our findings suggest that the decision to participate in 
family- assisted therapy is complex and is best made by pa-
tients and their family members. Decisions may be influ-
enced by a range of factors including what is possible for 
the family now, what is important to the family now and 
how the family functions. These three subthemes were 
grounded in knowledge known to families but potentially 
unknown to health professionals. Every family is different 
–  enablers for some families are barriers for others, there-
fore, as clinicians, we should let families decide about their 
participation in family- assisted therapy.19

Our results highlight the complexity of caregiver 
stress. Perhaps counterintuitively, we did not find care-
giver stress to be a consistent barrier to participation in 
family- assisted therapy. Some participants who were 
experiencing stress chose not to participate. Others re-
ported involvement in family- assisted therapy did not 
contribute to stress. Similar to Burgon et al.20 some par-
ticipants in our study were aware that health profession-
als did not wish to create additional stress. Stress and 
burnout can be influenced by sociodemographic, psy-
chological and physical factors, whether one is caring 
for a spouse, the quality of relationships, as well as how 
long someone has been in a caregiving role.21 In busy 
health- care environments, it is unlikely that clinicians 
will understand the exact nature of stress for a particu-
lar family. In some cases, even in the presence of stress, 
it is possible that some will choose to participate in a 
family- assisted therapy approach.22

Patients and family members often have different 
perspectives than clinicians. For example, a study in-
vestigating physical activity barriers and enablers found 
people with dementia and their families often had more 
optimistic views compared to the critical views of phys-
iotherapists.23 Similarly, for a different patient cohort, a 
study found that physiotherapists and parents had differ-
ent views about the use of objective assessment tools for 

children with cerebral palsy.24 Our results suggest that 
there are times when clinicians might not ask a family if 
they would like to participate in family- assisted therapy, 
when in fact this might be just what the family is looking 
for. This calls into question the role of health profession-
als as ‘gatekeepers’. This may have been considered a le-
gitimate role 20 years ago25 but the era of person- centred 
care26 and evidence- based practice requires health pro-
fessionals to work collaboratively with patients and 
their families and to consider the preferences of patients 
alongside clinical expertise and research evidence.27 
Nevertheless, patients may decline family- assisted ther-
apy if they do not understand the benefits of physiother-
apy. Therefore, education may be a valuable adjunct to 
conversations offering this approach.

Despite its potential benefits, family- assisted therapy 
is not for everyone. Geography, work circumstances and 
health or fitness may all contribute to family- assisted 
therapy not being possible, while competing priorities 
may deem it not important. As empowering as family- 
assisted therapy may be for some1 it might be impossi-
ble, impractical or the source of conflict for others. As 
important as offering the opportunity to participate in 
family- assisted therapy is supporting a family's choice 
not to participate. This has important implications for 
policymakers who may consider family- assisted therapy 
a task- shifting measure, particularly in low- resource 
environments.

A strength of this study is the inclusion of patients 
and family members who chose to participate in a family- 
assisted therapy program, as well as those who did not. 
Our aim was focused, the sample specific and the quality 
of dialogue through semi- structured interviews rich, so 
we are confident that the sample size had adequate in-
formation power to address the research question.15 The 
findings of this study may be applicable in other settings 
with low staffing levels, where families may be keen to 
assist, including hospitals and aged care facilities. This 
study is a preliminary step towards understanding bar-
riers and enablers to family- assisted therapy, noting that 
people who were not approached to participate in the trial, 
and people who declined an interview, may have different 
perspectives. In addition, as families were often recruited 
and interviewed together, their responses may have been 
influenced by each other's presence. Similarly, some trial 
participants' may have been influenced by their prior rela-
tionship with the interviewer.

5  |  CONCLUSIONS

This study sought to understand barriers and enablers to 
participation in family- assisted therapy, for older people 
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in Transition Care. Every family was different and thus 
it was evident that the decision to participate in family- 
assisted is best made by families. This decision is likely 
to be influenced by what is possible at the time, what 
is important at the time and how the family functions. 
Clinicians offering family- assisted therapy are encouraged 
to avoid assuming what will or will not work for families 
and instead, ask these key questions.
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