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139. loggjafarping 2010-2011.

bskj. 8 -- 8.mal.

Umsogn um tillogu til pingsalyktunar um reglubundnar arlegar heimsoknir til eldri
borgara f forvarnarskyni.

Undirritud er hlynnt reglubundnum heimsoknum til eldri borgara og telur paer hafa visst
forvarnargildi en metur pad jafnframt svo ad beina @tti einstaklingum par sem grunur er um
heilsubrest til mats fagadila innan heilbrigdiskerfisins.

Heimsoknir af pessu tagi henta vel til kénnunar & porfum aldradra fyrir félagslega pjonustu af
ymsu tagi og audvelda skipulag pjonustunnar. Fai einstaklingur { porf fyrir slik pjénustutrredi
notid peirra i kjolfar heimsoknar getur hann liklega dvalid lengur 4 eigin heimili og utan
5ldrunarstofnunar. A Islandi er studningur fjdlskyldu vid aldrada einstaklinga oft umtalsverdur.
Telja ma a8 gagnsemi reglubundinna heimsékna $ldunarpjénustufulltrGa muni nytast sérlega vel
peim einstaklingum er ekki njéta sliks studnings.

Heimséknum er #tlad ad hafa forvarnargildi. I greinargerd med pingsalyktunartillogunni er raett
um ad 6llum ibtum 75 ara og eldri bjédist heimsdkn x1-2 4 4ri af 6ldrunarpjonustufulltria i
Sveitarfélaginu Kaupmannahofn. [ heimsokninni er farid yfir alla peetti sem varda heilsu og
adstedur pess aldrada og metid hvort vidkomandi purfi 4 einhverri adstod ad halda eda ekki. Ad
mati undirritadrar er slikt mat bysna vidtekt pegar kemur ad heilsufarslegum pattum og kallar 4
vidhlitandi menntun og reynslu dldrunarpjonustufulltrians. Um pad er ekki raett {
greinargerBinni. Pad gerir kr6fu til gloggskyggni nefnds Sldunarpjonustufullria ad koma auga 4
smavzgilegan heilsubrest sem getur undid upp 4 sig pannig ad hinn aldradi purfi stofhanavist
eins og segir i tédri greinargerd. Aldradir einstaklingar med vitrena skerdingu eru vidkvaemur
hépur og finna s6kum sinna veikinda ekki alltaf sjalfir ad peir purfi adstod. Mikilvegt er ad finna
pessa einstaklinga svo peir eigi moguleika 4 videigandi greiningu og medferd. Mat 4 heilsufari
aldrads einstaklings { peim tilgaﬁgi ad finna einkenni um heilsubrest 4 byrjunarstigi &tti a3 fara
fram innan heilbrigdiskerfisins. bvi parf ad tryggja samstarf milli skipuleggjenda heimsokna af
pessu tagi og heilbrigdiskerfisins pannig ad 6ldrudum einstaklingum par sem grunur vaknar um
heilsubrest standi til boda faglegt mat 4 heilsufari innan heilsugseslunnar.

Virdingarfylist,
Arna Riin Oskarsdéttir

Y firleeknir dldrunarlaekningadeildar Sjakrahiissins & Akureyri.
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Mebfylgjandi eru frumrit af tveimur umségnum sem pegar hafa verid sendar i télvuposti.

Petta eru:

1) Umségun um pingsalyktunartillbgu um beina patttoku fulltria sveitarfélaga og
starfsmanna heilbrigdisstofnana i skipulagningu og stjérnun heilbrigdishjénustu

i heimabyggo.
bingskjal nr: 42 — 41. Lag fram a4 139. loggjafarpingi.

2) Umsdgn um pingsalyktunartillogu um reglubundnar arlegar heimsoéknir til eldri
== borgara i forvarnaskyni. Pingskjal nr:w Lag fram a2 139. loggjafarpingi.
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Til

Heilbrigdisnefndar Alpingis,
skrifstofu Alpingis,
Austurstreeti 8-10,

150 Reykjavik

Efni: Tillaga til pingsalyktunar um reglubundnar arlegar heimsdknir til eldri borgara i

forvarnaskyni. hingskjal-nr-42—41t: Lag fram @ 139. i6ggjafarpingi.
9 wandl

Stjorn hjakrunarréads FSA hefur fiallad um pingsalyktunartilldguna og stydur hana. Af reynslu fra
Danmérku ma sja ad heimsoknirnar hafa skilad arangri. bad sama er ad segja hér & Akureyri en
heimsdknir sem pessar, ad danskri fyrirmynd, hafa { 10 ar verid hluti af starfsemi bisetudeildar
Akureyrabeejar i samvinnum vid Heilsugaeslust6dina & Akureyri.

f tilldgunni er talad um ad ,éldrunarpjénustufulltrda” sinni pessum heimsdknum en nénari
skilgreining & menntun peirra og reynslu kemur ekki fram. Heimsoknir hér a Akureyri eru { héndum
hjukrunarfreedinga og idjubjalfa og leyfum vid okkur ad benda & paer stéttir hafa sterkasta
grunnmenntun 3 pessu svidi og tryggja parf ad fagadllar munu sinna pbessum heimséknum. Einnig er
mikilvaegt a8 dllum landsmdnnum yfir 75 ara aldri verdi bodnar pessar heimsoknir, hvar a landi sem
peir bta.

Virdingarfyllst,

drnar hjakr arraés FSA
D

Slgrléur Sia Jonsdottir, (ésmééir
formadur hjukrunarrads FSA
Sjakrahuasinu & Akureyri

v/ Eyrarlandsveg

600 Akureyri
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Gudny Bogadéttir komudagur 6./8.20/0

From: “Gudny Bogadoéttir <gbhiv@eyjar.is>

To: <nefndasvid@althingi.is>

Sent: 5. desember 2010 19:59

Attach: Feasible Model for Prevention of Functional Decline in Older People.pdf, Preventive home visits
to older people in Denmark, Why how,by whom, and when.pdf

Subject: umstign um bingsalyktun um heimsoknir til eldri borgara , 8. mal

Nefndasvid Alpingis
Sigrin Helga Sigurjonsdottir, ritari nefudarsvids Alpings.

Efni, umsdgn um frumvarp,

139. loggjafarping 2010-2011.
Pskj. 8 -—— 8. mal. Um regiubundnar drlegar heimséknir til eldri borgara i forvarnarskyni.

Fim.: Siv Fridleifsdéttir, Sigridur ingibjorg Ingadéttir, P6r Saari, Prainn Bertelsson, Gudlaugur bor
bérdarson, buribur Backman.

Alpingi alyktar ad fela heilbrigdisradherra og félags- og tryggingamalaradherra i samvinnu vié Samband
islenskra sveitarfélaga ad koma & reglulegum arlegum heimsoknum i forvarnaskyni sem bj6dist Sllum
sem eru 75 ara og eldri til 28 hzegt verdi ad veita peim pjonustu strax og purfa pykir svo ab peir geti buid
sem lengst heima.

Sendandi;

Gudny Bogadottir

Hjukrunarfraedingur, Master of Europian Pubiic Health
Hjukrunarstjori heilsugaeslu

Heilbrigbisstofnunarinnar i Vestmannaeyjum

Umsdgn um frumvarp.

Heimsoknir til eldrai borgara i forvarnarskyni er pjénusta sem bo6id hefur verid uppa i Danmérku,
Astraliu, Svipj66 og 4 Islandi og er eins og fram kemur i frumvarpinu 16gbundin | Danmérku.
Heilsueflandi heimsoknir virkar ahugaverdur kostur og I meistaraverkefni mitt fjallar um hvort
heilsuefnlandi heimsoknir geti stublad ad pvi ad heerra hlutfall folks 80 ara og eldra & Islandi geti bié
lengur sjalfsteedri basetu med videigandi pjonustu. Eg lauk meistaranami 2009 fra Sheffield University
Englandi og Haskolanum i Kaupmannahofn. £n pess ma geta ad faglegur leidbeinandi minn |
Kaupmannahofn var einn af frumkvddlum heilsueflandi heimsékna | Danmérku.

Til Gtskyringar vann ég verkefnié [ 2 stigum, | byrjun safnadi ég upplysingum um forvarnir zetiubu eldra
f6lki & heilsugaesiustbdvum & Islandi, med sérstakri aherslu 4 heilsueflandi heimsoknir. Ut fra peim
nidurstvdum akvad &g | samradi vid leidbeinendur leitarord og leitadi ad rannséknum sem fiélludu um
arangur heilsueflandi heimsokna | forvarnarskyni, mest rannséknir fra Noréurlondum, byskalandi og
Astraliu, leitin var umfangsmikil ab lokum voru faar rannséknir sem uppfylitu

leitarskilyrdi. Rannsoknarspurningin var f raun hvort pad veeri radlagt fyrir islensk heilbrig8isyfirvéid

a8 innleida heilsueflandi heimsoéknir & landsvisu. Nidurstadan var i stuttu mali sti ad pad veeri ekki radlegt
par sem arangur pessara heimsokna vaeri 6ljoés og misvisandi. Hvort dragi Gr stofnanavistun, hvort pad
heegi 4 likamlegri og andlegri getu og beeti lifsgaedi. Hins vegur voru nidurstddur rannsoékna ekki pad
afgerandi a0 radiagt veeri ad heetta heilsueflandi heimséknum par sem paer eru byrjadar.

| Danmoérku hafa sveitarfélog utfsert heimsoknir & mismunandi mata og mérgum sveitarfélégum hefur
reynst erfitt ad halda ati heimsoknum. pad eru visbendingar um a8 heimsoknir gagnist betur yngra eldra
folki, ad frex8sla til starfsfolks heilbrigbis - og félagspioénustu sé gagnleg og pattaka heimilislaeknis skipti
maéli. bar er einnig umraeda um hvort ein af astaedum fyrir pvi ad nylegar rannséknir syna ekki jafn
afgerandi arangur og var | byrjun sé st a8 heilbrigbispjonusta vié eldra folk sé aimennt betri en var fyrir 15
- 20 arum og einnig ad heilsufar eldra folks sé betra. pad er ad sumu leyti erfitt ad bera saman Danmtrky
og {sland vardandi hiutfali peirra sem vistast & stofnunum. Island er dreifoylt og bad er audveldara a8
skipuleggja heimapjénustu & fjsimennari, péitbylum sveedum. Einnig ma nefna ab pad hefur dregid ur
hiutfalli eldra folks & stofnunum 4 Islandi.

5.12.2010
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Tit ad pad s¢ 4 hreinu tel ég forvarnarstarf til eldra folks mikilvaegt og tel ad vié getum gert margt hér &
Istandi, varBandi fraedslu til fagfélks og almennings, endurheefingu & stofnunum og | heimahtisum, samvinnu
milli mismunandi pjénustu og faghopa og ég tel heilsueflandi heimsoéknir eigi ad vera hluti af almennum
forvérnum. En i samraemi vid heimildir og niburstddur Ur meistararitgerd minni tel ég ad pad ver6i ad
skilgreina hverju heilsueflandi heimsoknir eigi ad skila, og hvers konar skipulag sé hentugast. NG pegar er
komin reynsla & heilsueflandi heimso6knir & Akureyri, maelingar & érangri hafa ad mestu verid lysandi, bad er
folk hefur verid spurt um reynslu sina og hvort bad muni piggja siika heimsoékn aftur.

Eg tel pad mjdg ahugavert a8 proa skipulag heimsokna og meta arangur adur en innieiding & landsvisu er
akvedin. Breyta heimsoknir lifsgeedum folks, auka peer félagslega virkni eda hreyfingu? En ftreka ad ég tel ad

heilsueflandi heimsoknir geti ordi® mikilvaegur hluti af forvérnum astladar eldra f6lki og ieid til ab natgast
akvedna hopa einstaklinga.

Set med 2 greinar um forvarnir og heilsueflandi heimséknir fré Danmorku.

Eg hef reynt ad vera stuttord | pessari umsdgn og koma meginatridum til skila. En er fus til ad veita frekari
upplysingar sé pess dskad.

Viréingarfylist
Gubny Bogadottir

gmail;, gbhiv@eyjar.is
Simi; 4811955, 8919644

5.12.2010


mailto:abhiv@eviar.is

CLINICAL INVESTIGATIONS

Feasible Model for Prevention of Functional Decline in Older
People: Municipality-Randomized, Controlled Trial

Mikkel Vass, MD,* Kirsten Aviund, DMed Sci,’ Jorgen Lauridsen, PhD,* and

Carsten Hendriksen, DMed Sci'

(See editorial comments by D, Thomas Gill on pp 724-726)

OBJECTIVES: To investigate the effect of an educational
program for preventive healthcare professionals in routine
primary care on functional ability, nursing home admis-
sions, and mortality in clder adults.

DESIGN: A prospective, controlled 3-year follow-up study
(1999-2001) in primary care with randomization and in-
tervention at the municipality level and outcomes measured
at the individual level in two age cohorts.

SETTING: Primary care.

PARTICIPANTS: Of 81 cligible municipalities in four
counties, 34 agreed to participate. A total study popula-
tion of 5,788 home-dwelling subjects aged 75 and 80 were
asked to participate. Written consent was obtained from
4,060 persons (70.1%), of whom 2,104 were living in 17
intervention municipalities and 1,956 were living in 17
matched control municipalities.

INTERVENTION: Intervention municipality visitors re-
ceived ongoing education, and local general practitioners
were introduced to a short geriatric assessment program
early in the study period. Control municipalities visitors
and general practitioners received no education.

MEASUREMENTS: At the 3-year follow-up, the outcome
measures of mortality and nursing home admissions were
obtained from all, and the outcome measure of functional
ability was obtained from 3,383 (95.6 %) of 3,540 surviving
participants.

RESULTS: Education improved functional ability (odds
ratio = 1,20, 95% confidence interval (CI) = 1.01-1.42,
P =.04) in intervention municipality participants, notably

From the *Department of General Practice and Central Research Unit for
General Practice, and "Department of Social Medicine, Institate of Public
Health, University of Copenhagen, Copenhagen, Denmark; and ‘Department
of Economics, University of Southern Denmark, Odense, Denmark.

This study was supported by grants from the Danish Ministry of Social
Affairs, the Danish Medical Research Council, the Research Foundation
for General Practice and Primary Care, the Eastern Danish Rescarch Forum,
and the County Value-Added Tax Foundation.

Address correspondence to M. Vass, MD, Institute of Public Health,
University of Copenhagen, Blegdamsvej 3, DK-2200 Copenhagen, Denmark.
E-mail: m.vass@dadlnet.dk

in the 80-year-olds. There were no differences in mortality
(relative risk (RR) = 1,06, 95% CI = 0.87-1.28, P =.,59) or
rates of nursing home admissions after 3 years (RR = 0.74,
95% CI=0.50-1.09, P =.13). Subjects aged 80 benefited
from accepting and receiving in-home assessment with reg-
ular follow-ups.

CONCLUSION: A brief, feasible educational program for
primary care professionals helps preserve older people’s
functional ability. ] Am Geriatr Soc 53:563-568, 2005.

Key words: older people; preventive home visits; assess-
ment; functional ability; community intervention

Preventive home visits to older people have been studied
in several controlled trials over the past 20 years. Re-
sults are promising,’™ but data currently available provide
few clues as to which part of the assessment process holds
most information value, Some trials indicate that, to
achieve benefit, preventive home visit programs must adopt
a multidimensional assessment approach and be conducted
by committed and skilled professionals.*® Visits must be
followed up, but data on how best to manage follow-up in
terms of number of visits, intervals between visits, and types
of contact (visit/telephone calls) are lacking. Nor is it
known which age groups benefit most. Several studies have
targeted people aged 75 and older, but the general rise in
active life expectancy in rich welfare states invites the hy-
pothesis that it may be more effective to target a relatively
more vulnerable group (e.g.,>80). However, it is not
known whether patients’ functional ability levels shape the
effect of interventions. Finally, it is unknown whether these
scientific programs will be cost-effective in routine primary
care. Controlled feasibility trials with high numbers of par-
ticipants in different communities have not been conducted.

Preventive home visitation programs are part of na-
tional policy in the United Kingdom, Australia, and Den-
mark, but their effects have been questioned. The
introduction of the “75-years-and-over checks” in the Unit-

JAGS 53:563-568, 2005
© 2005 by the American Geriatrics Society
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ed Kingdom in 1990, which was anchored in general prac-
tice, triggered a fierce debate because of the lack of conclu-
sive evidence.” The results of a long-awaited evaluation
study have just been published,® and since April 2004, the
preventive assessment program in the United Kingdom is no
longer a part of the general practitioner (GP) contract.

Since 1998, all Danish municipalities have been re-
quired by law to offer two annual preventive home visits to
all citizens aged 75 and older. Their main purpose is to
support personal resources and networking and to offer
social support aimed at preserving functional ability. How
to organize and implement the program is at the discretion
of each municipality, which receives no detailed guidelines.
This is in agreement with the Danish policy of decentral-
ization. District nurses or physiotherapistsfoccupational
therapists primarily conduct visits, and the GPs are rarely
directly involved. Lay workers are not a part of the pro-
gram. National evaluations report that about 60% of those
aged 75 and older accept and receive the preventive home
visits.

After the law had been in force for a few years, many
municipalities came to recognize a need for more knowl-
edge about home visitor qualifications, the best way to
conduct the visits, and how to organize the program in the
best way, which included targeting clients most in need of
the services offered. However, because the legislation had
already been introduced, a controlled feasibility study couid
not be conducted.

It seems relevant to argue that good health and inde-
pendence, measured as functional ability, is a robust out-
come, because it embraces the individual and the medical/
administrative discourse.®'® Many geriatric and geronto-
logical primary care problems are associated with profes-
sional skills. Furthermore, many clinical and social
problems due to functional disability can be improved
through flexible interdisciplinary linkage. It was therefore
hypothesized that active life expectancy could be improved
through education of home visitors and their local GPs by
introducing a simple tool, promoting the use of a common
professional language, and underlining the importance of
avoiding ageism.!?

The main purpose of the present study was to inves-
tigate the effect of an educational program for preventive
healthcare professionals in routine primary care on func-
tional ability, nursing home admissions, and mortality in
older adults. In addition, the goal was to investigate wheth-
er the effects differed by age and baseline functional ability
and whether regularity or number of visits was of impor-
tance for the possible beneficial effects.

METHODS

Design

A prospective, controlled 3-year follow-up study (1999-
2001) with randomization and intervention at the munic-
ipality level and outcomes measured at the individual level
was designed. Municipalities were included if they offered
preventive home visits as prescribed by law and were able to
facilitate fair or good rehabilitation and if GPs were able to
participate by contract. Fifty of 81 municipalities in four
counties met these criteria and were invited, and 34 mu-
nicipalities agreed to participate. No demographic differ-

ences were seen between the participating 34 and the
remaining 16 eligible municipalities.!! None of the munic-
ipalities discontinued participation, and none were lost to
follow-up.

For sample size and power calculation, a variance
component model for capturing the expected intracommu-
nity correlation in the necessary cluster-sampling scheme
was postulated. Calculations were conservative in that an
unpaired design was envisaged, indicating a need for at least
15 municipalities in each group {intervention ard control)
and at least 100 older persons in each municipality.’* A
matched randomization design was chosen to allow for the
considerable variations in management and organization of
preventive home visits among the municipalities. Random-
ization was performed independently of the investigators
after paired matching of intracounty municipalities, urban/
rural type, size, and geriatric services. After randomization,
there were no differences in baseline characteristics between
intervention and control municipalities {municipality size,
population density, expenses per 75 inhabitants, total
number/staffing of preventive home workers, and general
collaboration between general practice and the home care
systems). !

The Intervention

Based on updated geriatric and gerontological documenta-
tion, all intervention municipality visitors received educa-
tion, and local GPs working in the same intervention
municipalities were introduced to a short geriatric assess-
ment program.’? Twice a year, two key persons from each
of the 17 intervention municipalities were entrusted with
the task of introducing a standard assessment tool and of
promoting training in its use and interpretation. Assessment
of functional ability at every visit was recommended.314
Tiredness in daily activities of the visited older people was
interpreted as an early sign of disability, and the visitors
were asked to search for the reason for such tiredness in the
health, mental, or social domain.’¥-7 If any suspicion of a
health problem emerged, the visitors were asked to consider
and discuss contact with the GP, who was urged to avoid
ageism and take any encounter seriously. GPs were encour-
aged to incorporate a short geriatric assessment (the mne-
monic § D’s: delirium, depression, dementia, drugs, drinks)
in his/her usual clinical practice.!® In nine of the 17 inter-
vention municipalities, at the beginning of the study period,
local GPs also accepted and participated in a 2-hour small-
group educational session.

Control municipalities received no education and con-
ducted the national preventive program in their own way.
Effects of the intervention were measured as a dichotomized
variable {intervention versus control) and as a derived in-
tervention-dose variable (high (education to visitors and
GPs), medium (intervention only to visitors), control (no
education)).

Study Population

The study population has been described in detail else-
where.!! Briefly, two cohorts of people aged 75 to 80 living
in the 34 municipalities were drawn from the Civil Regis-
tration Office. Four thousand three home-dwelling 75-year-
olds and 1,785 home-dwelling 80-year-olds were asked to
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Assessed for eligibility

75-year-oid cohort 80.year-cld cohort
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P TR —— age cohorts. {All analyses adjusted for sex, functional status and
Follow-up15;ccontinued infervention {gicd) (n=275)||Discontinucd participation (dicd) (n=237)J living alone at baseline, and municipality pairs). Odds ratio less

| |

Analyzed J l Analyzed ]

Analysis I (0= 1,198) (n= £.688)

Figure 1. Derivation of the study population.

participate by letter. Written consent was obtained from
2,876 (participation rate 71.8%) of the former and 1,184
(participation rate 66.3%) of the larter, At the 3-year fol-
low-up, the main outcome measure was obtained from
2,529 of the 2,559 75-year-old survivors {98.8%) and from
957 of the 963 80-year-old survivors (99.3%). Twenty-two
persons died and four were institutionalized before the in-
tervention started, leaving 2,863 75-years-olds and 1,171
80-years-olds in the study population. There were no major
differences in baseline characteristics between intervention
and control participants.!! The derivation of the total study
population is shown in Figure 1.1°

Outcomes

Functional ability was measured at baseline using ques-
tionnaires and after 3 years using a validated mobility scale
included as a dichotomized variable: able to manage all
activities without help versus need of help for one or more
activities.?®2! Mortality and nursing home admissions
specified by the Civil Registration Office were measured
after 3 and $ years.

Covariates

The following covariates were used: number of home visits
during the 3 years (0, 1-4,>35), regularity of preventive
contacts (home visits and telephone calls) during the 3 years
{regular yearly contacts, any contact, no contact), and sex.
The 17 pairs of municipalities were based on the matched
randomization, and live alone was measured as “yes” or
“no” at baseline.

Statistical Methodology

Mortality and nursing home admissions were analyzed us-
ing Cox regression and functional ability with logistic re-
gression with and without the dead. All analyses were
intention-to-treat analyses. When analyses were stratified
by sex, results were in the same direction for men and
women. Consequently, analyses were combined for men

than 1 is associated with lower mortality, lower risk of admission
to nursing home in the study period, and better functional ability
on the Mobility-Help scale.

and women including sex as a covariate, thus retaining
sufficient statistical power.

Ethics

The study complies with the Declaration of Helsinki and
was approved by the relevant regional research ethical
committees.

RESULTS

The results of the 3-year follow-up analyses in the rotal
study population showed that educational intervention was
associated with improved functional ability in persons liv-
ing in the intervention municipalities (adjusted odds ratio
{OR) =1.20, 95% confidence interval (CI)=1.01-1.42,
P=.04). Intervention was not associated with mortality
(adjusted relative risk (RR)=1.06, 95% CI=0.87-1.28,
P =.59) and rates of nursing home admissions (adjusted
RR = 0.74, 95% CI1 =0.50-1.09, P =.13).

The age-stratified analyses showed that intervention
was associated with beneficial effects on functional ability
in the 80-year-olds but not in the 75-year-olds (Figure 2),
with the largest cffect in those with a high intervention dose
(P =.003) (Table 1). No effects on mortality or rates of
nursing home admissions were seen, although nursing home
rates were insignificantly higher in participants living in the
control municipalities in both age cohorts. This tendency
became clearer after the study ended and the cumulated risk
of nursing home admissions reached significance in the 80-
year-old group (Figure 3). Days “saved” in nursing homes
were 3,450 per 1,000 75-year-olds and 820 per 1,000 80-
year-olds over § years {Table 2). When analyses were re-
stricted to participants managing all activities without help
at baseline, similar dose-response effects of intervention
were seen (Table 1). No effects were seen in persons in need
of help at baseline for one or more activities in either age
group.

The number of home visits and regularity of contacts
did not attenuate the associations between intervention and
functional ability, but in the 80-year-old cohort, a dose-
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Table 1. Odds Ratios {ORs) of Having Better Functional Mobility After 3 Years in Two Age Cohorts
Age at Baseline
75 80
(n =2,863) (n=1,171)
Groups Compared OR (95% Confidence Interval) P-value

intervention vs control* 1.03 (0.83-1.28) 0.77 1.537 {1.12-2.09) 0.008
Intervention dose (vs controf)*

Only municipality Intervention 1.27 (0.93-1.73) 0.13 1.22 (0.81-1.84) 0.34

Municipality and GP intervention 0.85 (0.64-1.15) 0.31 2.10t {1.29-3.44) 0.003
Number of preventive home visits (vs no visits)?

1-4 0.76 (0.60-0.96) 0.02 0.10 {0.71-1.40) 0.98

>5 0.88 (0.57-1.37) 0.58 2.03" {1.14-3.62) 0.02
Contacts (vs no contacts) {visits and telephone calls)*

Preventive contacts 0.80 (0.61-1.05) 0.11 0.99 (0.67-1.44) 0.97

Reguiar yearly contacts 0.91 {0.69-1.12) 0.49 1.627 (1.09-2.40) 0.02
No disability at baseline (manage all activities without help)$

Oniy municipality intervention vs control 1.14 (0.80-1.62) 0.48 1.33 (0.84-2.11) 0.23

Municipality and GP intervention vs controi 0.97 (0.70~1.34) 0.83 2.047 (1.15-3.62) 0.02

Preventive contacts vs no contacts 0.80 (0.61-1.05) 0.11 1.09 (0.71-1.67) 0.69

Regular yearly contacts vs no contacts 0.91 (0.69~-1.12) 0.49 1.947 (1.23-3.05) 0.004

Note: Odds ratio > 1 is associated with better fanctional ability on the Mobility-Help scale,
* Analyses adjusted for sex, municipality pairs, fenctiona! status, and living alote at baseline.

¥ Statistically significant.

! Analyses adjusted for intervention dose, sex, municipality pairs, functional status, and living alone at baseline.
S Analyses adjusted for sex, manicipality pairs, and living alone at baseline; n = 2,863 age 75, n = 503 age 80.

GP = general practitioner.

response effect of the number of home visits (P =.02) and
regularity of contacts {P =.02) on functional ability was
observed, although it was not in the 75-year-old cohort.

DISCUSSION

The main claim is that a brief, manageable, and ongoing
educational intervention for professionals working with
preventive home visits was feasible and improved older
people’s functional mobility. Effects were stronger in 80-
year-old home-dwelling people than in 75-year-olds, and
the difference in cumulated risk of nursing home admissions
reached significance in the former cohort. Increased effects
were seen when GPs in the community participated in the
education. Accepting and receiving regular preventive
home visits was associated with better functional mobility
in 80-year-olds.

The premises for this proactive assessment model must
be kept in mind. First, it must be seen in the context of the
Danish healthcare system, The current Danish population is
5.3 million inhabitants, of whom 15% are aged 65 and
older. The counties are responsible for hospital and spe-
cialized geriatric and psychogeriatric treatment and reha-
bilitation, the municipalities for home and institutional care
and long-term rehabilitation, GPs are responsible for health
problems in the primary care sector, where they are organ-
ized in independent, private practices contractually funded
by the counties, but they have no community service au-
thority. Hospital, general practice, and community services
are all fully tax financed. Second, district nurses, who fo-

cused on establishing a trustful relationship and who were
encouraged to raise issues of everyday life relevance and to
offer general health-promoting advice and guidance, usu-
ally conducted the national in-home preventive assessment
programs. If appropriate, identified relevant health or social
problems revealed during the home visit could result in
practical or personal support. Follow-up visits were able to
identify changes over time. Third, all the participating study
municipalities were motivated and had at least fair possi-
bilities for promoting rehabilitation. They had all agreed to
uphold the legislation and to join a scientific study and had
claimed political support to act on discovered relevant
needs and the will to solve identified problems identified
during the visits. Finally, academics also working in prima-
ry care delivered the educational study intervention.

Limitations

Noninstitutionalized individuals were targeted, and the
30% overall refusal rate among eligible subjects may rep-
resent a weakness. However, analysis of the nonparticipants
revealed no major differences in mortality between inter-
vention and control municipalities at follow-up (data not
shown).

At baseline, 81% of the 75-year-olds and 69% of the
80-year-olds were nondisabled.’’ The mortality rates in
both age cohorts over the 3 years were low, which is reported
to favor the achievement of beneficial effects of in-home
assessment.* Because death is associated with functional
decline, and there was an insignificantly higher mortality
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Figure 3. Cumulated risk function for nursing home admissions
from baseline to S-year follow-up; intervention compared with
control participants in two age cohorts. Analyses adjusted for
sex, municipality pairs, home visits, and living alone and func-
tional status at baseline.

rate in both intervention cohorts, the theoretical possibility
of a survivor selection phenomenon could account for some
of the effects, but when the dead were included in the anal-
ysis as disabled, all effects were similar (data not shown),
and there was no difference in mortality after § years.
Blinding may represent a problem because the study
was mentioned in the invitation letter and in local news-
papers to obtain a high response rate for the questionnaire
surveys. Consequently, all participants knew that their mu-
nicipality took part in a project, but they did not know
whether they belonged to an intervention or a control
municipality. No overall differences in participant response
rates were observed between intervention and control mu-

nicipalities,'* and during the 3 study years, fewer persons
accepted and received at least one preventive home visit in
the intervention municipalities than in the control munic-
ipalities,'> which supports that most participants were
blinded to the intervention.

The results did not change when adjusted for munic-
ipality variation, which justifies the matched design. The
municipalities could not be blinded to the intervention, but
data collection from the municipalities varied in both di-
rections.!? Jt may therefore be argued that there was no
systematic overreporting from intervention municipalities,
although it was impossible to avoid communication be-
tween home visitors working in intervention and control
municipalities, even if no educational intervention took
place in the latter. During the study period, county meetings
took place (not a part of the study) during which preventive
home workers from intervention and control municipalities
exchanged experiences. This could have diluted some of the
intervention, but all these “control interventions” would
tend to underestimate positive effects.

Strengths

Study strengths were the absence of major baseline munic-
ipality differences, the high number of municipalities from
several geographic regions, the high number of participants
with an extremely low drop-out rate, and the incorporation
of a detailed cost-effectiveness analysis, the promising re-
sults of which will be published elsewhere. The findings
have widespread generalizability, also because of the highly
feasible nature of the intervention design and the use of
structured guidelines, which paved the way for easy imple-
mentation in regional education. A further strength is the
ongoing possibility of follow-up. It is remarkable that ef-
fects on nursing home admissions continued after the in-
tervention ended. The study questions whether 3 years in
general is an optimal follow-up period, and it points to
sustainable effects of the intervention.

Implications

It is noticeable that the educational efforts (indirect inter-
vention) were measurable at the individual level, even if
only 60% of the home-dwelling participant population ac-
cepted and received the core home-visit service. It under-
lines the educational potential in primary care and implies
that preventive home visiting demands skill. It is tempting
to state that general spin-off effects of the education to
other professionals of the home care systems could be a
contributory cause.

Table 2. Mean Nursing Home Days in Intervention and Control Groups After 3 and 5 Years

Age 19992001

1999-2003

75
Intervention (n = 1,460)
Control (n = 1,403)

80
Intervention (n = 632)
Control (n = 539)

6.78 (n = 30)
10.97 (n=37) P= .13

14.34 (n = 23)
14.67 (n=26) P= 95

22.55 (n = 63)
26.00 (n = 62) P= .53

39.41 (n = 38)
40.23 (n = 46) P= .94
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The intervention effect was clearly stronger in the 80-
year-old group when home visitors and GPs were presented
to the assessment tools and instructed on how to interpret
and use them. This underlines the often-claimed need for
qualified interdisciplinary education and is fully in agree-
ment with the intention of testing a simple tool for man-
aging problems often occurring in older people. Being alert
to tiredness in daily living seems, in addition to promoting
notice of functional decline in the individual assessment
sithation, to catalyze and promote a common language for
primary care professionals.

Targeting the older population lies at the heart of pro-
active health-promotion programs. An “optimal preventive
period” in old age may be related to a susceptible phase in
every individual’s functional pattern, Patterns of functional
decline vary for men and women.?>?3 Older men in general
have better functional abilities than women in the same age
group. Beneficial effects of home assessments have previ-
ously been found in favor of women.** Hence, the influence
of home visits on functional decline may have an age and
sex bias.

Proactive prevention programs would only play a lim-
ited role once elderly people have passed “a point of no
return” in a functional decline pattern. The possible revers-
ibility in carlier stages of decline is fully in agreement with
what some trials report.*’ Moreover, these analyses estab-
lished that all positive effects were seen when intervention
effects were measured in those who were nondisabled at
baseline.

These results suggest that, in a rich welfare state context,
where a national, proactive, municipality-based in-home
assessment program is being implemented, professional
skill and interdisciplinary education should be given prior-
ity and greater attention should be paid to early triggers of
functional decline. It is not possible from this study to con-
clude which authority in primary care can best manage a
preventive program, but it seems justified to target the
group of “not considerably disabled,” and not to start at too
early an age because the beneficial effects are most obvious
for 80-year-olds. Other preventive, sex-based strategies for
“the younger old” may facilitate health promotion in old age.
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Preventive home visits to older people

Denmark

in

Why, how, by whom, and when?

The potential benefits of preven-
tive efforts have been supported by
legisiative and administrative in-
centives, and an ongoing effort to
remain focused on the benefits of
these initiatives towards older
people is politically formulated
and underlined as part of the new
structured municipality reform.
Evidence of beneficial effects of
health promotion and prevention
of disease in old age is well docu-
mented. In-home visits with indi-
vidualised assessments make it
possible to reach older persons not
normally seen in the health care
system. In-home assessment is not
just a health check, but also an
opportunity to meet individual
needs that may be of importance
for older people to stay indepen-
dent. Preventive home visits may
be part of an overall culture and
strategy to avoid or prevent func-
tional decline. There is an urgent
need of an interdisciplinary team-
work and management for such
programmes, incorporating flex-
ible cooperation between the pri-
mary and secondary health care
sector. The value and importance
of geriatric and gerontological
education is evidence based.

i Key words older people -
functional decline - home visits -
community health care ~
municipality organisation -
eduction

> Zusammenfassung Politische
Entscheidungen haben in Déne-
mark die Verankerung priventi-
ven Denkens in der alltiglichen
Praxis erleichtert. Der mdgliche
Nutzen préventiver Mafinahmen
wurde durch die Gesetzgebung
und administrative Anreize unter-
stiitzt. Der politische Wille zur
weiteren Forderung dieser Initia-
tiven fiir alte Menschen findet
seinen Ausdruck in Teilen der
neuen Gemeindereform.

Die Evidenz giinstiger Effekte
durch Gesundheitsférderung und
Krankheitspréavention im hoheren
Lebensalter ist gut dokumentiert.
Hausbesuche unter Verwendung
individueller Assessments errei-
chen #ltere Menschen, die norma-
ler Weise nicht im Gesundheits-
system erreicht werden. Hiusli-
ches Assessment ist nicht nur ein
Gesundheitscheck, sondern bietet
die Méglichkeit, sich mit indivi-
duellen Bediirfnissen zu beschif-
tigen, die fiir die Selbststindigkeit
lterer Menschen von Bedeutung
sind. Priventive Hausbesuche
kénnten Teil einer Gesamtstrate-
gie sein, die zum Ziel hat, die
Entwicklung von funktionellen
Einbuflen zu verhindern. Es gibt
einen dringenden Bedarf fiir in-
terdisziplindre Teamarbeit in der-
artigen Programmen, die flexible
Zusammenarbeit zwischen dem
priméren und sekundiren Ge-
sundheitssektor einschlieit. Der
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Nutzen und die Bedeutung geriat-
rischer und gerontologischer Aus-
bildung ist evident.

i+ Schiiisselworter
altere Menschen -
funktionaler Abbau -

Gesundheitspflege -
Gemeindeorganisation -
Ausbildung

Hausbesuche ~ gemeinschaftliche

Introduction

Most nations in the world face a considerable demo-
graphic challenge caused by the steeply rising num-
ber of older people. The idea of setting up preven-
tive home visits to older people - rooted in legisla-
tion and delegated to local authorities ~ originated
in Denmark and arises from a long tradition of Dan-
ish social and health policy. The Danish initiative of
preventive home visits and the scientific testing of
the method have met widespread interest.

Preventive home visits to older people are not a
new idea. As early as the 1950s, the Danish Medical
Association debated whether functional decline was
preventable. In the 1960s district nurses were as-
signed to visit older people and offer help. Later,
outreach activities were included in the district
nurses’ work descriptions, and the 1970s saw a pro-
ject realised in a local authority where district
nurses visited people aged 75 or over in their homes.
Up through the 1990s, several Danish municipalities
introduced preventive home visits at their own ini-
tiative, Schemes were designed very differently, per-
formed at vastly differing intervals and had highly
different contents.

Nevertheless, with attention on early signs of
functional decline and the corresponding early and
coordinated follow-up activities, preventive home in-
tervention had proved a suitable instrument for ac-
tivities aimed at maintaining older people’s autono-
my, independence, and functional ability allowing
them to continue caring for themselves.

What is a preventive home visit?

Preventive home visits constitute a dynamic process
aiming at establishing relations that ~ within the fra-
mework of the community and senior citizen poli-
cies - allow the older person and the visitor to pre-
serve or improve the older person’s long-term possi-
bilities of leading a good, independent life, ie. a life
without disability and with postponement of need
for help [14]. A preventive home visit is not just a
health check, but an assessment in a broader per-
spective, leaving the possibility of primary, second-
ary, and tertiary prevention of disease, as well as life
style advices and general health promotion.

Z Gerontol Geriat 4 1 2007

Comprehensive international research has proved
that preventive home visits are beneficial and that
particularly the privileged older people benefit from
such activities. Assessments must be multidimen-
sional and must not focus solely on health, but in-
stead on an overall picture [15]. Physical fitness im-
pacts significantly on feelings of being able to man-
age. Therefore, preventive home visits must com-
prise all aspects of the individual’s well-being, i.e.
functional ability, welfare, life content, home condi-
tions and possibilities of self-determination, etc. but
also include review of medication, rehabilitative sup-
port, visitation and referral to specialist or other
health care professionals if needed.

What may be the cause of beneficial effects?

Data currently available provide little evidence for
which elements are most valuable, and it is not clear
whether the outcome differs by what is assessed, or
whether it is the process and interaction that is effec-
tive. It is tempting to speculate that the main reasons
for benefit are due to both optimising the ‘system’
through interdisciplinary and coordinated follow-up
and management of identified problems, as well as op-
timising the recipient ‘person’. Highly developed self-
care, strong social networks, and improved coping as
well as a positive experience of one’s own health status
appear to provide a better life situation.

In 1995 Hendriksen hypothesised the possible
causality of the favourable effects of preventive home
visits: Preserved functional ability with a reduced
need for use of hospital admissions and institutions
are caused by improved self-care and coping strategies
within the older people involved. In case of stress or
illness, improved confidence, higher self-esteem and
self-efficacy leads to a better possibility of utilizing
one’s own resources and support from family and
friends. Public community care and preventive offers
support this, especially when older persons are taken
seriously, and they are involved in the decisions. The
optimal situation is achieved if shared responsibility
is obtained and the older persons become familiar
and confident with how the health and social care sys-
tems are functioning. This makes it easier to use the
system and thus to stay in control {8].



Preventive home visits to older people in Denmark

m

The Danish law on preventive home visits

In 1996 the Danish Ministry of Social Affairs intro-
duced municipality organised. preventive home visits
to older people as a state law. The legislation did not
command specific guidelines on how to carry out
the visits, but delegated how to organise a scheme
aimed at supporting personal resources, networking
and offering social support. The social discourse was
underlined despite that most evidence and literature
at that time were rooted and elaborated by the
health care culture.

Excerpt from the Danish law
(Act 1117 of Dec. 20th 1995 with the amendments
of 2005 and 2006)

1. The local council shall offer preventive home visits
to all citizens having reached the age of 75 and living
in the municipality,

(2) The local council shall organise the visits accord-
ing to needs. A citizen shall always be entitled to an
offer of at least two annual preventive home visits.
(3) The local council may opt to except citizens from
the scheme who are receiving both personal and prac-
tical help under S. 83 of the Act on Social Services.

2. The Minister for Social Affairs may, in coopera-
tion with the Minister for Health, lay down regula-
tions on local obligations under this Act, including
on coordination with other general local authority
preventive and activating measures.

Ten years with the law

After 10 years with the law approximately 60% of
the targeted population accept and receive the of-
fered preventive home visits - a percentage increas-
ing with increasing age. In December 2002 the Min-
istry of Social Affairs published a report in Danish
of how the preventive programme was organised in
Denmarl; 99% of all Danish municipalities answered
the questionnaire. This survey confirmed the great
variation of how the law was managed and imple-
mented. Some conclusions are mentioned here:
® The programme was a part of the home care sys-
tem in 40% of the municipalities, and in another
40% a separate section under the social munici-
pality department.
© 14% had chosen to let the programme be a sepa-
rate section in relation to different grouping of
older persons based on frailty.
@ Less than 50% of the municipalities had made
specific guidelines and quality assurance indica-
tors, and more than the half had systematically

used the visits to collect information on commu-
nity needs and wishes from the old persons to be
used for administrative and political purposes.

@ Almost all municipalities contacted the targeted
group of older people by letter, and continued to
inform regularly about the possibility of a home
visit. For 80%, this was done in such a way that
the older person must actively renounce the visit,
if they do not wish to be visited.

® Not all municipalities offered visits twice a year as
prescribed by the law, and many municipalities
did not offer preventive home visits to very frail
older people, in accordance with the amendment
of the Act from 2005, whereby home visits are no
longer compulsory for recipients of both personal
and practical help.

© Some municipalities combined the preventive vis-
its with assessment visits related to allotment of
home help.

Lay workers were not a part of the programme but
cooperation with private organisations for older peo-
ple is often built in to local schemes in order to inte-
grate preventive ‘thinking’ in the community. In Jan-
uary 2007 a new structural reform fused 271 Danish
municipalities into 98, and the home visit scheme
was adjusted to this new municipal organisation,
with respect to community variations. The Act on
Preventive Home visits is planned to be revised in
2008,

At present, visits are primarily carried out by dis-
trict nurses, but several other primary care profes-
sional, e.g. occupational therapists, physiotherapists,
and social workers are also engaged in the scheme.
An obligatory health check is not included, and gen-
eral practitioners are rarely directly involved.

Assessment of older people in the coxﬁkﬁumty
the role of preventive home visits

Prevention should not focus solely on health, but on
an overall picture of old peoples life, because physi-
cal fitness also significantly impacts mood, emo-
tions, and ability to manage. Therefore, prevention
must comprise all aspects of an individual’s well-
being, i.e. functional ability, welfare, life content,
home conditions and possibilities of self-determina-
tion, etc.

Besides attaining concrete offers of assistance and
support, individual older people visited by preventive
staff are gaining confidence in a public sector’s abil-
ity to assist if specific needs should later arise ~ and
thus it creates a sense of security in daily life. If old-
er people live alone and only have a modest or no
network of family or friends, the visit also gives
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them the important message that they are not “for-
gotten”. The approach to each individual citizen also
enables local authorities to establish contact to peo-
ple with whom, they would otherwise not be in
touch. But the scheme also carries perspectives for
others than the immediate target group.

Older people’s network of family and friends can
use the scheme to develop a valuable, non-official
supplement: “community health and social services”.

Based on its observations of older family mem-
bers and friends, the network can, for instance, urge
individuals to accept the offer of a visit and ensure
that special issues are addressed - perhaps with a
view to paving the way for visits to general practi-
tioners, local social administrations, local centres for
rehabilitation, or for other types of assistance. The
close personal ties further allow visitors to register
any needs for ad hoc visits — e.g. in relation to seri-
ous, social events, which completely changes the life
of a citizen, such as the death of a spouse . This as-
pect encompasses especially preventive efforts aimed
at older men’s high suicide rate.

In the past decade, life expectancy and health of
the older population have improved markedly, a
trend that apparently will continue. In ten years, 75-
year-olds are consequently expected to manage even
better than 75-year-olds today. This development
will pose major challenges throughout the field of
preventive activities, and will require considerations
in legislation as well as in the organisation of pre-
ventive home visits.

The development also presents major challenges
to professional staff members throughout the old-age
care sector, including staff groups involved in pre-
ventive home visits. The preventive home visit
scheme in this way offers a possibility to show how
preventive and health promoting activities can be
joined to ensure that attention is focused both on
risk situations and on an individual’s total resources.

The Danish longitudinal intervention study
on preventive home visits for older people

Since many municipalities needed more knowledge
about the best way to organise and carry out the
preventive home visits a feasibility trial was
launched in 1998. The study was designed to evalu-
ate how sociomedical research was translated into
practice - a study of effectiveness in contrast to effi-
cacy. In efficacy studies the intervention is highly
standardised, often intensive and implemented by
well-trained research staff usually in a single setting.
The effectiveness studies include a broad, heteroge-
neous sample that is intended to be representative of
a defined target population. The intervention within
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the study was designed to be adaptable and imple-

mented by staffs with varying levels of expertise in

the primary care setting [6].

Many geriatric and gerontological problems are
associated with professional skills. Furthermore,
many clinical and social problems due to functional
disability can be improved through flexible interdis-
ciplinary linkages. We therefore hypothesised that
active life expectancy could be improved through
education of home visitors and their local general
practitioners by introduction of a simple tool, by
promoting the use of a common professional lan-
guage, and by underlining the importance of avoid-
ing ageism [17].

In a three years prospective randomised controlled
follow-up study design 34 municipalities in four Dan-
ish counties participated. Over 4000 older people in
two age cohorts (75 years and 80 years at baseline) were
followed through survey questionnaires and detailed
register information on their use of health care [17].

The effectiveness of the educational intervention
among the professionals was associated with a small
but consistent reduction in functional mobility dis-
ability for all citizens living in the municipalities
randomised to intervention [2, 18, 19]. These benefi-
cial results seemed so be intensified if the amount of
educational intervention was high; i.e. based on edu-
cation of home visitors as well as general practi-
tioners, indicating the importance of linkages, fol-
low-up, and interdisciplinary cooperation. The de-
tails and process of the intervention to the home
visitors have been described elsewhere [17].

The main conclusion of the Danish feasibility study

on preventive home visits:

@ Education of home visitors was associated to im-
proved functional ability of home dwelling older
people

@ Education of home visitors was cost-neutral [10]

e Offering preventive home visits as part of the dai-
ly work in the communities was associated with
improved functional ability among persons ac-
cepting the visits

® Numbers and regularity of visits were of impor-
tance

© Women benefited more than men

@ 80 year-olds benefited more than 75-year-olds

© The same home visitor from visit to visit, and the
establishment of a good contact were important

@ Interdisciplinary collaboration with general practi-
tioners was very important

These results, combined with experiences from earlier
international efficacy studies on in-home assessment,
point clearly at beneficial outcomes. Active assessment
is not a substitute for high quality medical care of old-
er people, but a supplement that can reduce the need
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for institutional care and increase the possibility of
their staying active and living an independent life.
The interdisciplinary collaboration with general prac-
titioners and geriatric expertise is however also very
important. The studies make clear that comprehensive
assessment in the homes of older persons can be a
valuable preventive strategy as for avoiding functional
impairment [4, 5, 7, 12, 15]. It is cost-neutral [10] but
it is important, however, to emphasise that beneficial
effects of preventive home visits presuppose that
home care and early reactions to functional decline
constantly be adjusted to the needs, and that staff
and leadership of the programme are engaged and
seriously prioritise interdiciplinarity [8, 13, 15].

Involving general practice

The highly positive scientific documentation of pre-
ventive home visits related cooperation between gen-
eral practitioners and the home care system, resulted
in a new general practitioner contract service in Den-
mark from April 2006. Practitioners are now compen-
sated for outreach home visits to frail older people,
normally over the age of 75. The objective of the doc-
tor’s visit is to gain understanding of the older per-
son’s resources and functional ability, to comprehen-
sively review, to assess, and possibly to revise the pa-
tient’s use of drugs, and to obtain knowledge on the
older person’s daily life situation, all of which will en-
able the general practitioner to act as a competent
partner in the interdisciplinary primary health care
team. Thus, the visit is nof a house call in the conven-
tional sense of the word. To assist this new initiative, a
visitor’s guide has been prepared, containing sugges-
tions for what general practitioners should focus par-
ticular attention on and weigh during the visit. The
general practitioner preventive home visit must be
set up in advance and take place in understanding
with the older person, and is only paid for once an-
nually per older person. Despite the short existence
of the scheme, it has already gained a solid foothold
in the general practitioners’ working routines,

The content of preventive home visit

Based on scientific studies and experiences from
municipalities in Denmark, the content of preventive
home visits should encompass:

o Trustful contact

@ Structured interview

® Overall assessment

® Concrete agreements or management plans and

© Follow-up

7 Trustful contact

Trust and confidence are necessary if useful infor-
mation is to be exchanged. Professtonals working in
the scheme must have positive attitudes towards old-
er people since ageism is probably the most impor-
tant blocking for initiatives aiming at older citizen’s
well functioning.

It is crucial, both in speaking and acting, that re-
spect is shown for the visitee, to listen and to allow
the person time to talk. At the same time, the pro-
fessional can ask in-depth questions to demonstrate
interest in the person and indicate that the person is
taken seriously.

The initial and following visits should not run
along the same lines, At the first visit, the purpose
of the visit should be explained. And subsequently,
the visitee’s desires should determine the contents of
the visit. Expectations often become clearer during
later visits. If trustful contact has been achieved, the
older person will automatically provide more and
more bits of information on how everyday life works
and on aspects that could perhaps not be discussed
during the first visit.

Generally, new questions arise that can be de-
bated or that pose requirements to the preventive
worker’s other competences.,

If the visit succeeds in establishing a friendly at-
mosphere of mutual trust, confidence and empathy
for the visitee’s daily life, the foundation has be laid
for building a relation [11].

The relationship of trust shall not be used to ma-
nipulate the visitee in certain directions, thus inter-
vening in his or her right to self-determination, just
as the visitor cannot in his or her communication
indicate that the visitee will be divested of responsi-
bility. Thus, a successful result presupposes that the
visitor is professionally competent and able to com-
municate his or her knowledge in a manner appro-
priate to each individual, i.e. with empathy and qua-
lified tuition skills.

“ The structured interview

Once the contact has been forged, the most impor-
tant aspect is to structure the interview. For the pro-
fessional, that involves planning the framework for
the visit, including the timeframe, and controlling it
during the interview by means of conscious methods
that can be individualised from person to person -
and from visit to visit [8].

The main element is to review the daily routines
and ask relevant and specific questions on social,
mental and health aspects, including reviewing med-
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jcation administered. As to the individual topics of
conversation, the visitor can, of course, offer both
general and individual information, guidance and
advice. Thus, the aim is to cover all important as-
pects of the person’s life during the interview.

It is important that the conversation veer towards
positive aspects of the interviewee’s everyday life
and not concentrates only on risk and frailty. The visi-
tor should therefore not only endeavour to uncover
problems or track risks, but also function as a ‘talent
scout’ who can support the visitee’s resources. At the
same time, the visitor should, however, apply a profes-
sional view to risk situations and use appropriate tools
to find early signs of functional limitations that can be
remedied. Experience shows that it may be critical to
discover and respond to fatigue as a central symptom
connected with daily activities [1].

An actual screening, i.e. early diagnosing of se-
lected diseases (e.g. dementia and osteoporosis)
should not be the focus, and the interview should
not follow a fixed, predetermined template or a fixed
comprehensive questionnaire. Conversely, it appears
advantageous to lay down the structure of an inter-
view and control it within a flexible framework that
opens up possibilities for individual adjustments
{16]. These professional skills must be trained and fol-
Jowed up continuously in small group based education
to ensure the implementation of an engaged and a
skilled staff. Good literature on the art of holding pro-
fessional motivational interviews may prove helpful.

©7 Overall assessment

Through gentle and empathetic motivational inter-
viewing based on professional competence, the visi-
tor records an individual's functional abilities by
evaluating the person in his or her daily settings
compared to the surrounding network and environ-
ment. The citizen’s wishes and expectations should
be included in discussions on specific needs for
changes, and actual agreements and management
plans may be concluded. Health-promoting and pre-
ventive advice and guidance should be touched upon
but not necessarily initiated. The ability to ‘keep an
ear to the ground’ remains a key aspect. The visitor
must professionally be able to handle the dilemma
between professional knowledge that may benefit the
citizen and his or her own attitudes to, for instance,
life styles ~ and the citizens right of self-determina-
tion without transferring a sense of guilt to the visi-
tee or making him or her feel ilL
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7% Cencrete agreements or management plans

Based on professional competence, the visitor records
an individual person’s performance by evaluating the
person in his or her daily settings compared to the
surrounding network and environment. The citizen’s
wishes and expectations should be included in discus-
sions on specific needs for changes, and actual agree-
ments and management plans may be concluded.
During the visits, visitors may advantageously note
on a standardised form how life has been since the last
visit, what was agreed upon and initiated, and when
the next visit is scheduled. To foster excellent, interdis-
ciplinary cooperation, a copy of the form - of course
with the citizen’s consent - can be forwarded to any
relevant partners, including the general practitioner.

% Follow-up

The primary objectives of follow-up visits are to
maintain contact and trust and also to evaluate
whether changes according to agreements and man-
agement plans have occurred since the last visit.

Discussions from previous visits must also be re-
peated to confirm wishes and expectations pre-
viously voiced. Finally, the interview should discuss
whether initiated support from or contact to others
is functioning satisfactorily. If not, this could be an
item to follow-up.

Organisation and target gzoup

There is scarce evidence on how visitation pro-
grammes are best organised and managed. Feasibil-
ity may depend on local and national health and so-
cial care cultures. Considerable differences in struc-
tures make it difficult to know which part of the
management process and medical assessment that is
most valuable. It is evident that the follow-up ele-
ment is of crucial importance, but strictly how many
visits to be offered per year are not really known. It
seems relevant to individualise according to differ-
ences in personalities, and functional and social sta-
tus, although at least once a year after the age of 80
may catch an increasing rate of geriatric problems.
Most studies have focused on people aged 75+, but
ethnic minorities may still have unidentified prob-
lems and needs that should be addressed at a much
earlier age. Additionally, group activities and self-ad-
ministered questionnaires for health risk appraisals
targeted at the ‘young’ old, i.e. the 75-80 age group,
might well prove a more efficient offer of preventive
initiatives [3, 16]. Flexible interpretation of the age
criterion would therefore be preferable.
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23 Cooperation

Preventive home visits should be embedded as a coor-
dinated part of the overall public offer to older people.
Cooperation with general practitioners and the sec-
ondary health sector should also be prioritised.

5 Which citizens should be visited?

As stated earlier, preventive and health-promoting
home visits aim basically to preserve or postpone
functional decline. Unsurprisingly, research can now
document that the best-functioning part of the older
population most benefits from the visits, because
they have a potential for improvement [4, 5, 12, 15],
Aiding in maintaining functional ability while also
responding quickly to early signs of disability seems
to be the right strategy. Thus, the target group is
non-infirm older people.

1 Preventive home visits as integrated
or independent part of the home care service?

Better effects will presumably be achieved, if the
preventive staff is well-integrated and professionally
rooted in home care service units. The visitors must
be empowered to launch concrete relief arrange-
ments based on individual assessments. Thus, var-
ious types of local authority organisations will offer
various procedures for executing visits. Municipali-
ties using rigid rule-governed procedures lose flex-
ibility, whereas more innovative and project-gov-
erned administrations may more quickly lose the
overview necessary to make daily routines work [9,
20]. Municipalities building their home visit man-
agement on a framework may enjoy the advantage
of being able to provide individualised flexible ser-
vices even in complex situations. However, the dis-
advantage may then be that not all citizens can ex-
pect the same service and that this type of organisa-
tion requires a very high level of skill and compe-
tence. This underlines the need for education, train-
ing and professionalism [9, 13, 15, 20].

Preventive visitors

£ Competences

International as well as the Danish studies clearly
demonstrate the significance of preventive workers’
professional competence. Therefore, training levels

should aim to encompass wide professional know-
ledge of the social and health areas alike.

! Meotivation

In addition to social and health competences, visi-
tors must also be motivated and committed to work-
ing with older people. Personal maturity is another
competence needed in order to understand and per-
ceive when and how to deliver balanced counselling
and guidance to older people. Preventive visitors
must therefore also be able to recognise and master
existential problems that will always be needed as an
aspect of visits to older people.

“i Empathy

All preventive professionals state almost uniformly
that establishing good contact is a key condition for
successful visits. Preliminary analyses in the Danish
project support this statement, because results were
primarily being visible in the group where good rela-
tions were established between citizen and preventive
visitor. This is another way of urging local authorities
to ensure that the same professionals render the ser-
vice and that they master the assignment by receiving
relevant supplementary training comprising profes-
sional knowledge as well as communication compe-
tence. There are many indications that preventive visi-
tors’ competence and ability to show empathy contrib-
ute decisively to enabling citizens to master their lives
better.

In this light, preventive home visits constitute a
process in which an individualised public service ex-
tended in an atmosphere of professional knowledge
and empathy with the individual person will in time
translate into helping citizens to help themselves.

Perspectives

Despite the burgeoning evidence base supporting
home- and centre-based programmes for the preven-
tion of functional decline and disability, significant
financial and organisational barriers have precluded
implementation of these programmes in most set-
tings. However, in Denmark we have experienced
political decisions to improve the implementation of
‘preventative thinking’ into every-day clinical work.
The potential benefit of preventive efforts has been
supported by legislation and administrative incen-
tives, and an ongoing effort to remain focused of the
benefits of these initiatives towards older people is
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politically formulated and underlined as part of the
new structural municipality reform.

However, ageism in all parts of health and social
culture may be the one most challenging issue to ad-
dress. Many years of health care with a predominantly
medical gaze on older peoples’ needs must be changed
to a more balanced view of achieving autonomy and
successful ageing even with ailments. Much more fo-
cus on how older people manage everyday life will
force care systems to use multidimensional interven-
tions with focus on functional outcomes rather than
diagnoses is needed. And finally, the challenge of age-
ing societies may be most efficiently met through co-
ordinated and skilled primary care team building.
Good leadership and competent facilitation of inter-
disciplinary linkages are the prerequisites to efficient
management of care for the older population.

Conclusions

® Evidence of beneficial effects of health promotion

® In-home visits with individualised assessments
make it is possible to reach older persons not
normally seen in the health care system.

@ In-home assessment is not just a health check,
but also an opportunity to meet individual needs
that may be of importance for older people to stay
independent.

® Preventive home visits may be a part of an overall
culture and strategy to avoid or prevent func-
tional decline.

® There is an urgent need of an interdisciplinary
teamwork and management for such programmes,
incorporating flexible cooperation between the
primary and secondary health care sector.

© The value and importance of geriatric and geron-
tological education is evidence based.

i Conflict of interest There is no conflict of interest. The corre-
sponding author assures that there is no association with a com-
pany whose product is named in the article or a company that
markets a competitive product. The presentation of the topic is
impartial and the representation of the contents are product neu-
tral.
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borgara i forvarnarskyni, 8.mal.

A fundi stj6rnar Samtaka sunnlenskra sveitarfélaga, sem haldinn var 10.
desember sl., var tekiO fyrir erindi fra heilbrigdisnefnd Alpingis par sem
6skad var umsagnar um tillogu til pingsalyktunar um heimsoéknir til eldri
borhara i forvarnarskyni.

Eftirfarandi umogn var sampykkt:
»SHOrn SASS leggur dherslu 4 ad ekki er haegt ad leggja 4 sveitarfélogin
auknar lagalegar skyldur sem leida til mikils kostnadar an pess tryggja peim

um leid aukna tekjustofna.”

Umsodgninni er hér med komid & framfeeri.

Virdingarfyllst,
fh. SASS

(Borvardur Hjaltagon

framkvemdastjori
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Alpingi
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e womudagur 8.12. 2010
M HEILSUGZASLUSTOPIN A AKUREYRI

Nefndasvid skrifstofu Alpingis
Austurstrati 8-10
150 Reykjavik

Akureyri, 7. desember 2010

Tillaga til pingsalyktunar um reglubundnar arlegar heimsoknir til eldri borgara
i forvarnarskyni.

139. léggjafarping 2010-2011.

bskj. 8 - 8. mal,

Umsogn fra styrih6pi um heilsueflandi heimsoknir & Akureyri og nagrenni.

Styrihdpur um heilsueflandi heimsOknir & starfssvedi Heilsugeslustédvarinnar a
Akureyri (HAK) frétti fyrir tilviljun af pessari pingsalyktunartillégu en hun var hvorki
send Akureyrarbe né HAK til umsagnar. Par sem heilsueflandi heimséknir til
aldradra hafa verid hluti af pjénustu 4 starfssveedi HAK fra arinu 2000 teljum vid
astezdu til ad senda inn umsdgn um adurnefnda tilldgu med upplysingum um
framkvamd pjonustunnar hér 4 svadinu.

Heilsueflandi heimsoknir héfust sem tilraunaverkefni 4 drunum 2000 og 2001 og voru
i upphafi kostadar af Akureyrarbz. Reynslan 4 pessu tilraunatimabili var afar jakved
og bvi var dkvedid ad halda pjonustunni afram. Fra arinu 2002 hafa heilsueflandi
heimsoknir verid hluti af pjénustusamningi heilbrigdisraduneytis og Akureyrarbajar
um rekstur HAK. Framkvemdin tekur mid af reynslu og framkvamd slikra
heimsokna i Danmorku og vel er fylgst med proun og breytingum i pjénustunni par.
Fagfolk & pessu svidi hérlendis hefur um langt &rabil horft til Akureyrar sem
fyrirmyndar i1 fyrirbyggjandi heilsuvernd fyrir aldrada, einmitt vegna bessara
heimsékna. Arid 2006 héldum vid malping &4 Akureyri um pessar heimsoknir og par
mettu yfir 70 manns allsstadar af landinu; fra sveitarfélogum og ur heilsugaslu, par
sem unnid er med pessi mal. Eftir pvi sem vid best vitum hafa verid gerdar tilraunir til
ad veita svipada pjonustu i fleiri bagjarfélogum sem hafa ba sina eigin utfzerslu a
heimsoknunum.

Styrihopur heilsueflandi heimsdkna a Akureyri fagnar pessari pingsalyktunartillogu
og telur vist ad pessi einfalda forvorn skili sér margfalt { betri lifsgedum og minnki
porf fyrir stofnanavistun. Kostnadur vid heimsoknirnar er tiltélulega litill midad vid
pann 4vinning sem par hafa i for med sér. [ peim breytingum sem eiga sér stad 4
fiolda hjokrunarryma a landinu veeri lag ad fzra til fé dr stofnanapjénustunni i
forvarnirnar, hvort sem bad yr8i 4 hendi sveitarfélaga eda heilsugeslu ad utfera
pjonustuna.

Forvarnagildi pessara heimsOkna virdist, samkvemt reynslu okkar og annarra, einkum
felast 1 pvi ad veita aukna 6ryggiskennd. I heimsoknunum er 16g0 dhersla & vellidan
og heilsueflandi lifsstil frekar en sjukdéma og ferniskerdingu og pannig eflist folk i
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vidleitni sinni til ad vidhalda og jafnvel auka sjalfsbjargargetu sina og farni. Pannig
frestast porfin fyrir dyrustu pjénustutrredin.

I Danmérku var farin si leid ad 1ata sveitarféldgin um ad Gtfera hvert fyrir sig pessar
heimsoknir og par eru pzr jafn misjafnar og sveitarfélégin eru morg. Sumstadar er
mikill metnadur lagdur i peer, annarstadar er pétttaka og ahugi litill og arangurinn eftir
bvi ryr. Pad er pvi mikilvaegt ad lagt verdi af stad i petta verkefni med pad ad
leidarljosi ad nyta pa reynslu sem til er af slikum heimsoknum, efla bad sem virkar vel
og sleppa hinu sem 1jost er ordid ad ekki skilar arangri.

Allar upplysingar um heimsdknirnar, og framkvaemd peirra hér, eru fislega veittar af
undirritudum.

Virdingarfyllst,
Kristin Soley Sigursveinsdétrir Margrét Gudjonsdottir
framkvaemdastjén frambkvaemdastjori
Busetudeildar Akureyrarbajar Heilsugzeslustddvarinnar & Akureyri
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