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The aim was to describe the development, utilization and feasibility of a model of

preventive home visits, in an urban and a rural municipality in Norway. Background:
Older people >65 years will rise significantly in coming years. Increased age is

associated with risk of disability, illness and need for public health services. Preventive

home visits is assumed to help older people to maintain their functional level longer,

delaying disease and thus delaying the need for health care. Method: Descriptive
explorative design describing the development, utilization and feasibility of preventive

home visits in two different settings. All 77-year-old persons living at home in an urban

municipality and all 75 years and older in a rural municipality were invited to participate.

A questionnaire including a substantial number of tests concerning; fall, nutrition,

polypharmacy and cognitive impairment was used by Health Team Nurses as base for a

risk assessment. Pilot studies were conducted to validate the questionnaire including an

inter-rater reliability study of the risk assessment tool. A multiprofessional team,

Health Team for the Elderly met each week to evaluate risk assessments and make

recommendations to be sent to each respective general practitioner. Data were analysed

using descriptive and inferential statistics. In total, 167 persons (109 from the urban

municipality and 58 from the rural municipality) participated, corresponding to 60% of

the approached individuals. The mean time for the visits was 108 minutes (SD 20).

Missing data were identified for; Do you feel safe in your municipality (17.5%) and

Are you looking forward to ageing (11.4%). In total, 36 persons (21.7%) were identified

with increased risk for developing illness. We suggest that a structured model of

preventive home visits and collaboration between highly specialized health care

professionals are important factors for reliable health promoting risk assessments of

elderly home dwellers.
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Background

Older people ⩾ 65 years are estimated to increase
from 524million today nearly 1.5 billion in 2050 and
most prominently in the developing countries
(Chatterji, 2013). Given that increased age is asso-
ciated with declining health due to various illnesses,
disabilities and general age-related functional
impairment will leave older people especially
vulnerable (Clegg et al., 2013). The gradually
altering situation will also be a challenge to the
health care systems (Rechel et al., 2013).
In 2012, the Norwegian government proclaimed

a national strategy ‘The Coordination reform’

(Omsorgsdepartmentet, 2009). The purpose was to
transfer the responsibility for the care of older and
chronically ill people from state level to the local
municipalities who would receive the main part
of the financial compensation from the Norwegian
government. A vital element in the reform was a
change in the financial system involving municipality
co-funding the specialist health care services. In order
to find sustainable models facilitating the care
transitions between the health care organizations
and municipalities, partnerships or cooperation
models have been encouraged by funding from
the Norwegian government as they fortified the
municipalities and hospitals for this purpose. In the
western region of Norway, three state-run hospitals,
19 municipalities and Stord Haugesund University
College organized a project in 2010 to facilitate this
cooperation focussing on areas associatedwith care of
older and chronically ill people. The region has a
population of 170000 inhabitants and the size of the
19 municipalities vary between 216 and 45000 inha-
bitants. Themain purpose of the collaboration project
Helsetorgmodellen (www.helsetorgmodellen.no)
was to establish a joint research and development
department and to facilitate understanding and
knowledge and define areas of responsibility between
the three parties. This unique collaboration between
academia and the health care system is a front-runner
and has gained nationwide acknowledgement and
serves as a role model in Norway. The present report
is the first scientific result of this collaboration.
Preventive home visits (PHVs) have been

described as well-organized care pathways
restoring functions and supporting coping strate-
gies for individuals and facilitating common
programmes for the health care service of older
people (Vass et al., 2007; Lofqvist et al., 2012;

Behm et al., 2014). Studies show that comprehen-
sive data were collected during a PHV as infor-
mation about the older person’s health was
derived from multiple questions and assessments
(Lofqvist et al., 2012; Behm et al., 2014).
Behm et al. (2014) showed that it is possible to

delay declining health in people⩾ 80 years of age by
introducing PHV. Such PHV was presented as one
single visit by someone from the multidisciplinary
team giving advice about various activities and
information about help and support in the local
municipality. The multiprofessional and multi-
dimensional approach was described as a success
factor delaying ill health. Behm et al. (2013) also
showed that PHV empower and strengthen
older persons’ confidence concerning how they
experience their ageing process. To have a positive
outlook on ageing has been identified as important
and to have a negative perspective has been
identified as a risk factor (Stewart et al., 2012).
In Denmark, a yearly PHV has been offered to all
persons between 75 and 80 years of age since 1998.
Trained registered nurses (RNs) conducted a
standardized PHV focussing on specific signs
concerning depression, cognitive dysfunction,
medication and use of alcohol. If increased risks
were assessed this was discussed with the elder
general practitioner (GP) also trained by a specific
education programme (Vass et al., 2002). Another
approach to PHV has been described by Sherman
et al. (2012), where a comprehensive questionnaire
was sent out to nearly six hundred 75-year-old
people in Sweden posing questions concerning
socio-demographic data, general and specific
questions about perceived health and health
behaviour. Sherman et al. (2012) suggested that
their findings could give support to primary care
nurses when asking older people about their health
and posing the right questions.
Studies indicate that the Comprehensive Geriatric

Assessment (CGA) may identify older person’s risk
for mortality, hospitalization and/or need for muni-
cipal services. CGA is defined as a multidisciplinary
diagnostic tool to identify processes concerning
medical, psychosocial, and functional limitations
among frail old persons (Stuck et al., 1993; Devons,
2002). The CGA includes validated questionnaires
and tests concerning actitiviets of daily living (ADL),
depression, cognitive function, nutrition, and social
abilities (Stuck et al., 1993; Lee et al., 2007). Studies
referring to models of PHV often include CGA.
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In conducting PHV a number of assessments using
CGA are made by the multidisciplinary team and
including expertise when necessary (Vass et al., 2007;
Luck et al., 2013). The multidisciplinary approach is
characterized by the summation from each discipline
of the team towards common goals. Team members
work within the boundaries of their professional
practice; progress is discussed at team meetings,
effective communication is considered vital and the
client’s role is minimal. Momsen et al. (2012) sug-
gested that it is important for the team to adhere to
its purpose in order to optimize the health care
pathway.
Systematic reviews on PHV suggest that they are

effective in recognizing the older persons’ needs
if the intervention is based on multidimensional
assessment questionnaires and follow-up visits
(Tourigny et al., 2015). However, Mayo-Wilson et al.
(2014) concluded that reliable benefits of PHV were
difficult to identify, mainly due to the variation in
study designs, selected populations and imple-
mentation strategies of the PHV.
To summarize, the population is ageing worldwide,

and evidence exists that multidisciplinary team
assessments and CGA have a positive impact on
outcomes for older adults with various illnesses/
disorders. There are also growing evidence that PHV
could have an impact on preventing disease in older
adults. This is in coherence with our intentions to
prevent disease and identify risks. However, we have
not been able to identify any publications describing
the development and utilization of a model for PHV
and testing the feasibility of such a model.

Aim
The aim of this study was to describe the develop-

ment, utilization and feasibility of a model of PHVs,
in an urban and a rural municipality in Norway.

Method

This study employs a descriptive explorative design
describing the phases of development, utilization
and feasibility of PHV in two different settings.

Setting
Two different settings were included; an urban

municipality with ~45 000 inhabitants and a rural
municipality with nearly 1000 inhabitants. In the
urban municipality, there were facilities of a

large hospital and extensive health care services
including geriatric specialist care and general
practitioners, four nursing homes, a home care
organization and an office for social affairs. In the
rural municipality health care was provided by a
general practitioner, primary care nurses, home
care organizations and one nursing home.

Phase 1: development of the PHV model and the
HTE team

The purpose of our PHVwas to identify risks and
thereby possibly prevent illness and/or functional
decline early. The project plan developed over a
period of several months. In Figure 1 the project
organization is presented.

During the development phase health care profes-
sionals from the hospital and the two municipalities
were identified. Initially, threeRNswere employed as
health team nurse (HTN) two in the urban munici-
pality and one (later two) in the rural municipality.
The HTNs were specialized in geriatric care or
primary health care. The local GP at the rural muni-
cipality, who was the project leader, was also selected
to be part of the health team for the elderly (HTE)
team as was the senior geriatrician at the hospital.
Further a pharmacist, a physiotherapist, an occupa-
tional therapist and a senior citizen where included.
The study also included a project administrator at the
office for social affairs, responsible for identifying
home dwellers in the two municipalities appropriate
for the inclusion criteria. The HTE met once a week
at the hospital discussing older people that had been
assessed with increased risk by the HTN. The local
GP was contacted by telephone and invited to take
part in themeeting. TheHTN presented the case and
the risk score was discussed and evaluated by the
whole team. Written recommendations from the
HTE were thereafter sent to the GP.

The questionnaire. In the present study, a modified
questionnaire inspired by Säätelä and Fagerström
(2006) was used to assess the older person’s
health and risk for illness. The questionnaire
included a substantial number of questions and
tests concerning the four focal areas fall, nutrition,
polypharmacy and cognitive impairment. In
addition, the questionnaire also aimed at evaluat-
ing resources and challenges in daily life such as
perceived general health, physical function or
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disability, illness, lifestyle and social network.
Further, questions posed included use of non-
prescriptive drugs and products concerning com-
plementary and alternative medicine and standard
of living.

The project group developed a risk assessment
score summarizing 12 topics into subscales from
the questionnaire (Figure 2). The HTN scored
each topic on a response risk scale; 0 = no risk,

1 = of no importance, 2 = of some importance,
3 = of importance, 4 = of significant importance
and 5 = of paramount importance. The scores for
each of the subscales were summarized by the
HTN following the PHV. The total scores were
categorized in levels:

1. 0–24: no immediate risk of illness and/or
reduced functional level.

Demographic Health assessment Risk assessment score

•• Gender
• Age
• Education
• Social status
• Family and friends
• Housing arrangements
• Social support (OSLO-3SSS)

• Perceived health (SF-36)
• Perception on life (PLOS)
• Physical activities

(Barthel ADL Index)
• Risk of falling (BBS)
• Nutritional status (MNA)
• Pain (VAS)
• Cognition (optional to

answer Mini-Cog)
• Various questions

concerning health,
illness and medication

• Declining health
• Declining functional level
• Loneliness
• Risk of falling
• Recently moved
• Declining sight/hearing
• Loss of close one
• Spouse is chronically ill
• Recently discharged from

hospital

• Mental or cognitive
problems

• Polypharmacy
• BMI and nutrition

Figure 2 Assessment tools and examples of questions. The following validated instruments were included:
Perceived health Short Form-36 (SF-36, Sullivan et al., 1995), PLOS (Deaton and Paxson, 1998), Barthel ADL Index and
questions concerning the older persons activity in daily life (Hartigan, 2007), Risk of falling Bergs Balance Score (BBS)
(Berg et al., 1992), nutritional status Mini Nutritional Assessment (MNA) (Kaiser et al., 2009), level of pain (visual
analouge scale - VAS) (Revill et al., 1976) and cognitive decline or impairment, Mini-Cog (Borson et al., 2000); OSLO
3-Social Support Scale (OSLO 3-SSS) (Meltzer, 2003).

Health team for the elderly (HTE)Reference groupProject group

• a general practitioner (GP)
(M)*** PROJECT LEADER 

• one senior physician and
specialist in geriatrics (H)*

• one senior adviser and
professor in geriatrics (U)**

• a PhD, senior nurse and
head of R&D (U)

• one senior physician and
specialist in geriatrics (H)

• one senior adviser and
professor in geriatrics (U)

• a general practitioner
(GP)(M)

• a PhD, senior nurse and
head of R&D (U)

• a senior adviser social affairs
(H)

• a nursing home manager (M)
a senior adviser and head of
finances (H)

•

• an administrator from the
coordination office (H)

• a representative from each
municipality (M)

• a senior nurse from the
geriatric ward (H)

*H= Hospital, **U= University College, ***M= Municipality, ****HTN= Health team nurse

• a general practitioner
(GP)(M) HEALTH TEAM
LEADER

• one senior physician and
specialist in geriatrics (H)

•

• a senior nurse from the
geriatric ward (H)

• one RN (H/HTN****)
• three RN´s(M/HTN)
• one senior pharmacist (H)
• one nutrition specialist (H)
• one physiotherapist (H)
• one occupational therapist

(H)

• one senior citizen(M)

a senior adviser social affairs
(H)

Figure 1 Project organization. H = hospital, U = university college, M = municipality, HTN = health team nurse
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2. 25–36: some risk for developing illness and/or
functional decline.

3. 37–48: increased risk for developing illness and/
or functional decline.

4. 49–60: high risk for developing illness and/or
functional decline.

If a person was assessed at Level 2–4 he/she was
discussed at the HTE meeting.

Pilot tests of the questionnaire. During phase 1 a
pilot study (not included in later data collection) was
conducted to validate the questionnaire and risk
assessment procedure including 10 older persons
from the urban municipality. In addition, to answer
the questionnaire the participants were asked to
contribute with their views on the questions.

Furthermore, to examine inter-rater reliability
of the HTNs’ risk assessment scores an additional
20 visits to older people at the age of 78 were
performed by the HTNs in the urban municipality.
During the visits the HTNs acted as either
facilitator or moderator, posing additional ques-
tions if needed. Following the visits the HTN
independently assessed the older person’s risks
according to the risk assessment tool.

Promotion of the PHVs. During phase 1, extensive
promotion of the project was carried out in both
communities. Media were contacted and hearings
about the project were arranged. Older people, GP’s
and politicians were invited to receive information
about the project from the HTE team.

Phase 2: utilization of the PHV model

Recruitment procedure. All 77-year-old persons liv-
ing at home in the urban municipality (n = 177) and
those 75 years and older in the rural municipality
(n = 82) were invited to participate, irrespective of
whether they received home assistance from the
municipalities or not. Exclusion criteria were; living in
a nursing home or lacking the ability to communicate
in the Norwegian language.

The target group was identified by the Norwegian
population register. An invitation and information
letter was sent to all in the target group, inviting
them to participate in one PHV. The letter
explained the purpose of the PHV. The information

also included clarifying instruction about how to
decline participation, by calling the administrator.
The information also explained that participation in
the research study was voluntary. This was followed
by a telephone call from the project administrator at
the centre for social affairs. Following the responses
from the participants, the project administrator
made arrangements concerning the PHV, that is
made reservation for the visit, and gave the name of
the HTN performing the visit. A folder with further
information was sent out including a presentation
and photo of the HTNs making the visits.

During the PHV, HTN used the questionnaire
to assess health and risk for illness. Also, blood
pressure, heart rate and body mass index (BMI)
were registered. The HTN also made recommenda-
tions about increased lighting when necessary. If
risks were identified the person was informed that it
would be a matter for the HTE team to discuss as
well as notifying the GP. Following the visit the
persons were encouraged to contact the HTNs if
they wanted to add something. All were given
telephone numbers for contact. Older persons in the
urban municipality had no prior personal relation-
ship or knowledge of the HTN while in the rural
municipality the HTN was well known to the
majority of participants.

Data management and analysis. Data were entered,
managed and analysed in SPSS by a research assis-
tant and analysed by descriptive and inferential
statistics using Student’s t-test and χ2 test. To test the
inter-rater reliability of the assessment of risk score
Cohen’s κ test was used (Landis and Koch, 1977).

Results: the feasibility of the PHV model

Description of sample
A total of 259 persons were invited, 145 (60%)

accepted participation; 87 (49%) in the urban and 58
(71%) in the rural municipality. In addition, the 20
persons who participated in the inter-rater reliability
test were included into the sample of the study and
two persons who turned 78 years in the urban
municipality were also included, thus the sample
consists of 167 persons with 109 persons from the
urban municipality and 58 persons from the rural
municipality. One of the persons in the urban
municipality partly participated in the PHV but
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the questionnaire was not completed. Thus
questionnaires from 166 persons have been used in
the analysis. Of the 166 participants, 96 (57.8%)were
women and 70 (42.8%) were men, and themean age
was 78.7 years. In the urbanmunicipality, 61 (56.5%)
were women and 47 (43.5%) were men, and the
mean age was 77.3 years. In the rural municipality,
35 (60.3%) were women and 23 (39.7%) were men,
and the mean age was 81.4 years. A significant
difference was identified between the urban and
rural samples regarding age (urban m = 77.3 versus
rural m = 81.4; t-test = −6.848; P-value<0.001).
Of the 114 persons who declined participation

45 (39%) were men and 68 (60%) women (one
unknown). No statistical difference concerning
gender was identified between the two munici-
palities or between the study sample and those
who did not participate. The reasons for persons
declining participation are presented in Table 1.
For example, seven participants (four urban and
three rural) participated in the PHV but declined
participation in the study. The majority of people
declining participation described that they were
in good health and thought it unnecessary to
take part. Others expressed that they had no wish
to have contact with representatives from the
municipality.

The time for conducting the PHV
The time spent on the PHV in-home visits varied

between 60 and 180min (n = 149), and the mean
time was 108min (SD 20). There was a significant
difference between the duration of the PHV in the
two municipalities. In the urban municipality, the
mean time was (n = 91) 112min (SD 20) compared
with the time for the PHV in the rural municipality
(n = 58) being 102min (SD 19) (t = 3.062;
P = 0.003). At the end of the PHV the participants
(n = 156) were asked whether they desired a
second visit. Of the 156 participants 150 replied
that they were interested. The results show no
difference between the municipalities or between
men and women in this regard. To validate these
results letters were sent posing the same question at
a later date with a positive response rate of 70%.

Missing data in the questionnaire
The data were collected from the 166 persons

during the PHV by four HTNs using the previously T
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described instrument. Missing data varied depend-
ing on part of the survey, between 0 and 17.5%.
No missing data were identified for demographic
variables (age, gender, civil status, living alone yes/
no, children).

For the section Health assessment the missing
data were mostly regarding the questions on
Relationships and social network and the Balance
test. In total, 29 (17.5%) persons did not respond to
the alternatives on the question do you feel safe in
your municipality and 19 (11.4%) persons did not
respond to the question are you looking forward
to ageing. The missing data were mainly from the
persons living in the urban area. Seven (4.2%)
persons did not complete the test Bergs Balance
Score test due to difficulties to conduct the test.

Inter-rater reliability
In Table 2 the findings from the inter-rater

reliability test are presented. High correlations
between the HTN observations were true for eight
of the 12 subscales and very high for the total risk
assessment level.

Risk assessment of the older persons
In Table 3 results from the risk assessments are

presented. The total risk assessment score for the
total sample was 15.7 (SD 7.1). Of the 166 persons
130 (78.3%) persons were categorized into Level
1, 27 (16.3%) persons were categorized into Level
2, and nine (5.4%) persons were categorized into

Level 3 representing increased risk for developing
illness. There were no significant differences
between the two municipalities in this regard.

The 36 (21.7%) persons who were identified at
Levels 2 and 3 were discussed in meetings with the
HTE team. For the older persons living in the rural
municipality the project leader was the GP for
these persons. For the older persons living in the
urban municipality each person’s GP was invited
but no GP participated in the HTE meeting.
Instead written feedback from the teamwas sent to
the GP.

Discussion

The organization of the project was to include
stakeholders from the three different parties involved
in the Coordination reform namely the munici-
palities, the hospital and the university college. To
involve actively the stakeholders must be considered
instrumental in this context. The intention with the
reform was to facilitate collaboration across the
regional sectors at a time when the municipalities
took over the main responsibility for care of frail
and old people. Another beneficial aspect was the
collaboration between the health professionals and
representation from academia as they were all
included in the organization of the study process and
testing the questionnaire. Vass et al. (2005) showed
the importance of such an approach.Aweakness that
may be considered in future studies was the lack of
spokespersons representing the older population in
the reference and project groups. This might have
impacted on the number of participants in the
study particularly in the urban municipality. The
participation from the local GPs was low and should
be considered in the future as their involvement
could be pivotal for the organization of PHV. Their
involvement should have been considered early in
the planning process of the project. In previous stu-
dies the primary care organizations were described as
responsible for conducting PHV (Vass et al., 2007;
Sherman et al., 2016) that might have a positive
bearing on their engagement.
In the promotion of the PHV the project group

conducted meetings in the two municipalities
where they participated and included mass media.
This arrangement was a formal dissemination of
the news to the older population and the structure
of the meetings was similar in both municipalities.

Table 2 Inter-rater reliability analysis of the risk assess-
ment score (total score and subscales)

Subscales for risk assessment Cohen’s
κ

1. Declining health 0.802
2. Decline in functional level 0.776
3. Loneliness 0.285
4. Risk of falling/dizziness 0.703
5. Recently moved –

6. Declining sight/hearing 0.762
7. Loss of close one 0.519
8. Spouse is chronically ill 0.710
9. Recently discharged fromhospital 0.318
10. Mental or cognitive problems 0.839
11. Polypharmacy = more than four

prescription medications
0.842

12. BMI< 20 and/or weight loss> 10% 0.727
Risk assessment level 0.912
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However, there was probably a stronger informal
dissemination in the rural municipality where the
GP was the project leader for the PHV project and
the HTN was employed as one of the home care
nurses. These persons were well known in the rural
area among the older persons, and they were also
the health care providers for the population since
many years. In the urban municipality, the HTNs
were employed by the municipality but did not
have their work places/offices within the home
care organization with other home care nurses
and GPs. This lack of informal networking and
dissemination of the new PHV among the health
care providers in the home care organization in the
urban municipality may have impacted on the
recruitment of older persons to the PHVs.
The project group decided to use a previously

developed and validated questionnaire for PHV.
The literature on CGA strongly advocates using
multidisciplinary instruments assessing various
aspects of health and risk factors of illness for the
older persons (Devons, 2002). However, there is a
lack of knowledge on how to weigh the information
from included instruments into a summarized risk
score. It is common to distinguish between two
categories of risk; positive and constructive. The
scientific interpretations range from the strictly
positive view of risk as a probability or frequency, to
the culturally or constructive interpretation where
riskmakes sense within a social context (Kaplan and
Garrick, 1981). The risk assessment used in this
PHV model has elements of both a positive and a
constructive view. Parts of the risk mapping is based
on validated tests, where the HTN scores depending
on how much the older person is able or unable to
perform the test, which speaks for a positive view
of risk. Risk factors such as Loneliness, Recently
moved, Loss of close one and Spouse is chronically

ill can provide the basis for a constructive risk
assessment of the older person. In this project, we
developed a risk assessment score combining the
responses from the validated instrument and
the implicit information from the interviews which
theHTNevaluated using the response scale for each
of the 12 subscales. The findings from the inter-rater
reliability test showed mostly high correlations for
the subscales; however, for the subscales Loneliness,
Loss of close one and Recently discharged from
hospital the correlations were weaker. One expla-
nation for these findings might be that the two
HTNs interpreted the situation for the older person
in different ways such as whether loneliness was a
risk for illness or not. It is of interest to understand
how the HTNs interpreted the situation, which
information influenced their scoring of the risk for
the older person, and whether this tacit knowledge
could be described and understood. This part of the
questionnaire needs more psychometric testing and
evaluation in future studies.
The majority of the persons who declined PHV

said they were ‘too healthy’ to participate. This is
completely in line with what the participants in
the study by Vass et al. (2002) and Sherman et al.
(2016) specified as a reason to reject. It was the
rural municipality that had a higher participation
percentage (71%) compared with that of the urban
municipality 50%. According to National Center
for Health Statistics (CDC, NCfHS, 2002) rural
populations are often less engaged in health
promotion activities, such as physical exercise or
screening tests compared with their urban counter-
parts. This was not the case in the rural municipality
in this study which might be explained by the close
collaboration with the health care providers there.
According to Toien et al. (2014) older persons
consider the PHV to generate a sense of security.

Table 3 Risk assessment score (total score and categorized in risk levels) for the total sample and samples from the
two municipalities

Total sample
(n = 166)

Urban municipality
(n = 108)

Rural municipality
(n = 58)

Statistical
test

P-value

Total score [m (SD)] (min: 0, max: 60) 15.7 (7.1) 16.4 (6.4) 14.4 (8.0) t = 1.759 0.08
Level 1 no immediate risk of illness
[n (%)] (min: 0, max: 24)

130 (78.3%) 83 (76.9%) 47 (81%) χ2 = 1.407,
d.f. =2

0.495

Level 2 some risk for developing illness
[n (%)] (min: 25, max: 36)

27 (16.3%) 20 (18.5%) 7 (12.1%)

Level 3 increased risk for developing
illness [n (%)] (min: 37, max: 48)

9 (5.4%) 5 (4.6%) 4 (6.9%)
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It is possible that a familiar nurse triggered a sense
of security, which promoted the older person to
accept the visit. Furthermore, the sample in the
rural group was significantly older than the rural
group which might have increased the interest to
participate.
In the total sample, 21% of the persons were

identifiedwith some or increased risk for developing
illness. In a previous study by Sherman et al. (2012)
on this age group the percentage of persons
identified to be at risk was 14% in comparison with
the present study. In the present study the design
was the same for both locations, even though partly
different age cohorts. Even if the age group in the
rural community was significantly older, there was
no significant difference in proportion of being at
risk for developing illness (Table 2). Also, no follow-
up visit was planned even though most participants
were positive to receive PHV in the future.
It is therefore impossible to know if the PHV had
positive effects on the participants’ health and if they
conformed to the recommendations given.
Finally, the multidisciplinary approach is to work

towards common goals,Momsen et al. (2012) suggest
that it is of importance that the team is flexible in
order to optimize the health care pathway. In the
present study the team members’ common goal was
to investigate and assess possible risks and generate
valid preventive aspects and/or treatment for older
people living at home. A common understanding
is that teamwork contributes to extending each
member’s competence within the geriatric field and
could be described as educational supervision
of the professionals and experts. This is in line with
Momsen et al. (2012) as they claim the importance of
a team’s skills to adapt as necessary to optimize
PHV. The present study showed elements of
interdisciplinary team, characterized by the team
members’ willingness to share knowledge, rely on
each other’s decisions and influencing each other’s
decisions. According to Johansson et al. (2010)
team members who share each other’s expertise
contribute to forming an effective team. The multi-
disciplinary HTE in our study generated compre-
hensive expertise in areas concerning older persons
and PHV.

Limitation of the study and further research
Regarding the design of this study the risk of bias

must be taken into consideration as the HTN in the

rural municipality already knew the participants.
Another aspect to consider is that no follow-up visits
were planned. It is therefore impossible to know
if the recommendations given to the participants
following the PHV were met. Toien et al. (2014)
found that older peoplewho received one single PHV
visit oftenmisunderstood the purpose of the visit. The
participants considered given information as ambig-
uous, and difficult to understand. Previous studies
concerning PHV have described communication
skills as a prerequisite; still few studies explain its
implications (Elkan et al., 2001; Avlund et al., 2007).
In the literature health literacy (HL) is described as
the ability of the individual to obtain and understand
basic health information appropriate for the indivi-
dual’s health decisions. Sorensen and Brand (2014)
identified HL as a multidimensional concept consist-
ing of different components. Based on their findings
they developed an integrated model of HL. The
central aspect of the HLmodel is that a person needs
competence both to seek, comprehend, interpret and
use health information. Good health communication
skills among health professionals that take into
account a person’s HL level, have the potential to
increase knowledge, and improve attitudes and skills
of the individual. This in turn may lead to higher
compliance and better self-management (Dewalt
et al., 2004). In forthcoming studies participants’ HL
should be assessed in conjunction with the PHV to
increase the awareness for the nurse and to facilitate
the communication to ensure the participant’s degree
of understanding the information and recommenda-
tions given during the PHV. In the present study, we
did not take into account the participants’ degree of
understanding the information and recommendations
given during the PHV visit.

Conclusions
The aim of this study was to describe the devel-

opment, utilization and feasibility of a model of
PHVs in an urban and a rural municipality in
Norway. Our results show that the PHVmodel was
feasible and 60% of eligible persons accepted
participation. We identified one-fifth of the parti-
cipants at risk of failing health and reported
recommendations from the HTN assessments and
team evaluations to the GPs. We also show that a
structured model and collaboration between
highly specialized professionals is important for
this purpose.
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