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Introduction

The majority of older persons want to age in their own homes *. To support their ability to remain
independent is a socio-economic goal in western countries, impelled by the upcoming demographic
changes and limited healthcare resources 2. Thus, proactive initiatives that aim to sustain older
persons’ functional ability are encouraged % 3. One initiative is preventive home visits (PHVs), that is
home visits to independently living older persons conducted by professionals, starting before disease
and age-related changes set in. In general, PHVs aim to promote home-dwelling older persons’
health and independence and prevent functional decline %. Nurses are the most frequently used
professionals in PHVs internationally and in Norway * .

There exist a multitude of PHV interventions and regular PHV services internationally that
differ in terms of target groups, aims, content, visitors’ competence, frequency of visits and length of
follow up. While early PHV interventions had a predominant focus on disease prevention 78, later
PHV reviews display a more varied and broader focus &°. Recent studies demonstrate that
Scandinavian PHVs often include disease prevention as well as support for various aspects of
subjective health and coping, and thus reflect a comprehensive understanding of health and health
promotion 112, In Scandinavia, a common approach is to offer annual PHVs to a general population
of older people after a model from Denmark, in which annual PHVs from the age of 75 were
legislated from 1996 *°.

It is difficult to measure effects of comprehensive PHV services because these interventions
are complex and unstandardized, and benefits from health-promotive and disease-preventive
initiatives often appear first after several years. Most PHV research has consisted of randomised
controlled trials (RCTs) that tested interventions of relatively short duration and follow-up, and
assessed outcomes merely related to a biomedical understanding of health &3 14, Even if the results
of these RCTs varied, they demonstrated the possibility to modify several health-related factors.
However, heterogeneity and insufficient data rendered it difficult to produce consistent evidence

about effectiveness ®°. Knowledge about long-term benefits from PHV services are therefore limited.



Several researchers have questioned the one-sided focus on biomedical outcomes in PHV
studies and have recommended studies that explore and assess other outcomes from PHVs 41°,
Others have questioned the use of RCTs to evaluate PHVs because these interventions are multi-
focused and complex, and involve social processes, indeterminate problems, and uncontrollable
variables 7. To be able to produce recommendations for how to create efficient PHVs, there is a
need for qualitative research that provides more in-depth knowledge about the inherent processes
and what contributes to the benefits for older people. In particular, the experiences and opinions of
those involved with PHVs are sought & 417,18

Some results exist from qualitative PHV studies. Studies exploring older peoples’ experiences

reported that PHVs could support their feeling of safety/security and sense of control > 1%2! improve

10,21 10, 19, 20

coping and preserve independence , strengthen their sense of worth , and support a good
life 1°. Preconditions for positive outcomes were: understanding the service’s aims, a trusting
relationship with the visitor 11, the visitors’ communication competence and ability to respond to
individuals’ needs and preferences 11> 1% 21 Even if nurses are the most frequently used
professionals in PHVs, their views have been poorly described. The nurses in a Swedish study
reported that the quality of the dialogue in a first visit depended on the older persons’ trust level,
cooperation, and understanding of the aims of PHV, and the nurses’ communication skills and
attitudes 2. We found two studies based on nurses’ documentation of PHV interventions with
monthly or more visits, during 22 and 8 months respectively: one to disabled persons in USA %, and
one to non-frail older people in Japan 23. Both found that positive outcomes depended on the nurses’
ability to build and maintain trustful, collaborative relationships with their clients. Facilitators to
positive outcomes were multiple visits, communication skills, professionalism, shared decision-
making, a caring approach and ability to give adequate response to individual needs or problems >

23, Barriers consisted of an older person’s disability worsening, lack of interest, or low motivation for

change %,



In sum, the knowledge about long-term, annual PHVs is limited. To amend this gap in the
literature we therefore studied nurses’ experiences from a well-established comprehensive PHV
service offering long-term annual follow-up. In this study, we hold a comprehensive understanding of
health, which is a dynamic, complementary relationship between pathogenic and salutogenic
perspectives, as well as objective and subjective aspects ?*. The knowledge generated might guide
healthcare authorities in planning PHV services, and support new professional visitors.

Aim
The aim of this study was to describe nurses’ perspectives on the benefits from long-term follow-up

with annual PHVs to a general population of older people within a Norwegian context.

Methods

Study design
This study is part of a comprehensive case-study evaluation of a PHV service in a Norwegian
municipality. We applied a qualitative exploratory approach due to limited knowledge of

professionals’ experiences in conducting long-term PHVs 2,

Setting

The setting for this study is the Norwegian welfare state model, which offers universal healthcare
services, mainly free of charge, based on professional judgment of need. All municipalities have the
responsibility to offer essential healthcare services to their inhabitants, including preventive and
health promoting healthcare, but the municipality can decide how to solve their responsibilities. The
PHV service under study took place in an urban municipality in the south-eastern part of Norway
with 60, 000 inhabitants. The municipality was one of the first to introduce PHVs in Norway; from
1999 as a pilot project in one part of the city, and from 2005 to all home-dwelling citizens who did

not receive ordinary home healthcare from the age of 75.



Given the heterogeneity of PHVs, a short description of the service in the municipality
follows. The stated aims of the PHV service includes the promotion of older citizens’ health, well-
being, and safety, supporting their ability to live at home for as long as possible, and the reduction or
delay of the need for more comprehensive healthcare services 6. Ten nurses carried out the service
to approximately 2000 home-dwelling seniors aged 75 to 97, and each offered PHVs to older persons
in one healthcare district in the municipality. The nurses had developed a theme guide for
conversation during the visits, covering life history, physical and mental health status, functional
ability, nutrition, activities, the home, family, and social network. The nurses offered support related
to individual needs and preferences within these areas, and could refer the user to other municipal
services if needed. The PHV service offered annual visits, but the service users were encouraged to
call their PHV nurse if they needed any help or advice between ordinary visits, and the nurses could
offer additional visits if it was deemed necessary. The service continued as long as the older person

wanted it, or until they needed more comprehensive healthcare services, or the person died.

Participants

We applied strategic and convenient sampling °. We aimed to study PHV nurses with rich
experiences from long-time follow-up of PHV users, and authorities in a local municipality wanted an
evaluation of the PHV service initiated eleven years earlier. The ten nurses who performed the
service wanted to join the study. We excluded one nurse because she had only worked 15 months in
the service. The nine nurses covered 8.2 full-time equivalents, and had from 7 to 11 (mean 8.3) years
of experience with PHVs. Each nurse had responsibility for 160-280 PHV users. All nurses were
female, had strong experience from geriatric nursing before starting with the PHV service, and seven
had postgraduate education in geriatric nursing, dementia care, or mental health care. All met the

criteria of being considered information-rich about the research topic .



Data collection

The first author collected the data through semi-structured interviews, which had an open,
conversational format, but a clear purpose, and were well-suited to gain understanding of the
nurses’ experiences with conducting PHVs 28. We developed an interview guide to ensure that the
conversation would cover the research questions 2. As a function of wanting rich descriptions about
the nurses’ work experiences, we started the interviews with an open question: “Please tell me
about your work as a PHV nurse.” The following themes were included in the interview guide:
descriptions of their long-term health promotive and preventive work, the experiences of the users’
problems and their benefits from long-term follow-up, what they perceived as important for positive
outcomes with the service, and challenges in their work. The interviews lasted from 75 to 120
minutes and took place in an office in a healthcare district, or at the university. The interviewer made
reflexive notes directly after each interview. A secretary transcribed all the interviews verbatim,

covering 353 pages.

Ethical considerations

The Norwegian regional committee for medical and health research ethics granted approval for the
study (ref. 2011/122b), and the municipality’s director of healthcare and social services granted
formal permission to conduct the study. Following the Declaration of Helsinki %, we gave the
participants written information about the study and all granted their informed consent prior to

being interviewed.

Data analysis

We performed qualitative content analyses inspired by Ritchie and Spencer’s framework method 3%
31 its use allowed for systematising the content of condensed meanings related to a research
guestion, while keeping the content of each interview intact. The framework method also allowed

for transparency and validation of the coding process 3.



Initially, the first author was familiarized with the content of each interview, and the body of
data 3% All passages of the text related to the research aim were marked, and then condensed
without altering the original meaning content. Analytic memos about reflexive thoughts and
interpretive ideas were written during the analysis process 3% 31,

Two interviews were randomly selected for inductive, open coding: each of the distilled text
passages were interpreted and given descriptive codes, based on the meaning of the passage in the
interview context. The codes from these two interviews were compared, adjusted, and sorted to
form tentative categories in an initial analytic framework for deductive coding of the remaining
interviews 31,

Using an Excel document for the framework matrix, the categories were placed horizontally.
Each interview constituted one row in the matrix in which the distilled summaries were charted and
positioned under relevant categories. When all interviews were included in the matrix, we performed
a secondary inductive thematic analysis based on an interpretation of the entire content of the
tentative categories related to our aim across the nine interviews 3L, This resulted in further sorting
and gradual refinement and abstraction until all authors agreed on the categories, subcategories, and
the themes describing the manifest content, which was the nurses’ experiences of benefits from the
service, presented in Table 1.

During the analytic process, we identified underlying meaningful content related to how the
nurses worked and the longitudinal processes involved in the creation of the benefits. A
comprehensive analysis and interpretation resulted in two metaphors illustrating these processes.
We presented the metaphors to the informants, who approved the interpretation. The metaphors

with descriptive examples representing the nurses’ views on the creation of benefits from long-term

PHV are presented in the last part of the findings section.



Findings

The PHV nurses’ experiences of benefits from long-term follow-up

The analysis revealed benefits within three main themes: sustained ability to live independently in

one’s own home despite age-related changes, easing transition to other healthcare services, and

improved healthcare service planning. The themes, categories, and subcategories are presented in

Table 1.

Table 1. The PHV nurses’ experiences of benefits from long-term follow-up.

Themes

Main categories

Subcategories

Sustained ability
to live
independently
and thrive
despite age-
related changes

Eased transition
to other
healthcare
services

Improved
health-care
service planning

Sustained
physical health
and functioning

Feeling of
safety, sustained
thriving, and
mental health

Sustained
coping ability

Increased ability
to care for
relatives

Preparedness
for transition to
other healthcare
services
Improved
continuity and
quality of care
during transition
Realistic and fair
overview of the
older population

Strong body, less disease, and bodily complaints
Fewer falls and accidents

Accepts and use assistive devices for mobility and sustained
physical functioning

Trust and positive relations with the nurse and municipal
healthcare services

Enabled to participate in joyful/meaningful activities and
fulfilling social needs

Eased mental burdens, emotional, social, and relational
problems

Strengthened autonomy, self-esteem, and self-efficacy
beliefs

Knowledge and skills necessary for coping and independence
Function-friendly and safe homes
Caregivers have sufficient knowledge about healthcare issues

Psychosocial support and respite care uphold caregivers’
health and well-being

Users/relatives have knowledge and realistic expectations
about the new services

Flexible transition to increase trust and security
Transmission of adequate information about users from PHV

PHV nurse assists with problematic situations between user/
relatives and the new services’ staff

Continuous information to leaders about the older
population and their upcoming needs for healthcare services




Sustained ability to live independently and thrive despite age-related changes.
Sustained physical health and functioning was perceived as a precondition for the users’ ability to live

independently. Many responded to the nurses’ encouragement and recommendations related to
physical activity, a healthy diet, and other aspects that contributed to sustaining a strong body. If
there was a need for continuing support, the nurses could recommend pertinent local
activities/services; for instance, physical training groups run by municipal physiotherapists. The
nurses offered professional advice for common bodily problems and complaints: for instance, related
to sleeping, digestion, or incontinence. They did not systematically assess disease/risk of disease, but
used their professional nursing abilities and were receptive to medication problems and symptoms
regarding new or existing diseases, as this nurse clarified: “She had lost ten kilos since last year, so
then we have to find out why, you know” (Informant 1). When they suspected disease-related
problems, they advised the users to contact their GPs (General Practitioners). The nurses also
believed that their focus on safe homes had prevented falls and accidents. If functional problems did
occur, the nurses, in cooperation with physiotherapists and occupational therapists, could help the

users find and accept relevant assistive devices that could extend their ability with self-care.

Feelings of safety, sustained thriving and mental health covered other critical benefits. The
nurses became each user’s personal contact person, which sustained a trustful, positive relation and
possibility of calling if they needed help or support. Information from the nurses about the users’
legal rights and the municipality’s healthcare system added to trust and safety issues for future
health problems. The nurses also helped older individuals overcome various barriers for participating

in meaningful and joyful activities and fulfilling social needs. One of the nurses illustrated this:

| helped a man with walking problems who had not been outdoors for four years, to get a
mini-crosser. That gave him entirely new possibilities; that is really health-promotive work.
He can go shopping, he has contact with his neighbors, he drives to the next village to visit his

daughter every week. He suddenly got a life (Informant 2).

10



The possibilities of sharing their life history and talking about their concerns with a professional who
listened and cared could ease mental burdens and relieve emotional, social, or relational problems.
The nurses prioritized psychosocial support to users with anxiety or depression, because older
people had limited access to regular mental health services. The nurses could also detect early signs
of dementia and contributed to early diagnosis and treatment that could ostensibly delay
development of the disease. Users without relatives got extra follow-up and help from the nurses

during the diagnostic process and the early stages of the disease.

Sustained coping ability covered mental as well as practical issues. Supporting the users’
autonomy was linked to the service’s aims, as this nurse explained: /t is vital that they understand
that our job is not to manage their lives, but to support them in taking responsibility for their own life
(Informant 6). If appropriate, the nurses increased the users’ awareness about topics they knew were
essential for independent living, offered relevant knowledge and advice, as well as psychosocial
support to improve self-esteem and self-efficacy. Function-friendly and safe homes are important for
coping abilities. The nurses offered to assess the home and inform them about available aids, and
possibilities for economical and practical help to carry out home-modifications. They also offered

information about alternative housing arrangements.

The nurses increased older persons’ ability to care for relatives with serious diseases, such as
dementia. They provided insight about relevant healthcare issues, offered psychosocial support, and
encouraged acceptance of respite care, as this nurse stated: “We cooperate with them to find
acceptable respite care, to help them manage and hold out as long as possible” (Informant 3). This
help could relieve the emotional, mental, and physical strain related to being a caretaker, which

could sustain their own health and well-being and extend their capacity to care for relatives at home.

Eased transition to other healthcare services
When users developed need for more comprehensive care, the nurses contributed to the users’

preparedness for transition to other healthcare services, most often home health care (HHC). Specific

information gave users and relatives knowledge and realistic expectations, that could improve
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cooperation with the new service providers, as this nurse explained: “You must answer honestly: yes,
many people will come and go, but you will get better contact with some of them, so contact them if
needed” (Informant 8). The PHV nurses transferred adequate electronic information about the users
from PHV to the new service, which saved time and facilitated continuity and quality of care. If users
with dementia or mental illness needed flexible transitions to increase feelings of trust and security,
the PHV nurses could extend the transition period and gradually introduce and transfer responsibility
to the new staff. This preparatory work with users and relatives also eased the situation for the
professionals in the subsequent service. The PHV nurses could assist if problematic situations
between the user/relatives and the new services’ staff occurred after transition, as this example
shows: “If there became problems related to the relatives, they say: We need to arrange a meeting,
you know these relatives, can you join us?” (informant 9). This contributed to sustaining relations

between the user and HHC staff.

Improved health-care service planning
The nurses’ weekly reports gave the municipal healthcare leaders an overview of the older

population and continuous information about upcoming needs for healthcare services. They also
shared information to improve the services to older citizens. The longitudinal approach of the PHV
service enabled municipality authorities to fulfil their lawful obligations to maintain a continuous

overview of the older population to offer necessary healthcare and plan for future needs.

The nurses’ views on the creation of benefits from long-term PHV follow up

The analysis of the content related to the nurses’ work revealed that the creation of benefits of the
PHV service rested on complex, longitudinal relational and professional processes that can be
described with two metaphors: “The processes of establishing, sustaining, and widening a
longitudinal room of possibilities,” and: "The Individualized health promoting processes - the ongoing

gardening work.”

12



Metaphor 1: The process of establishing, sustaining, and widening a longitudinal room of
possibilities

As a non-compulsory service in the older person’s home, the nurses’ support was dependent on
older individuals’ acceptance of the service. During the first visit, the nurses paved the way for a
continuing constructive collaboration, i.e., ‘the longitudinal room of possibilities’, in which the
nurses’ personal and professional competence met the users’ expectations, preferences, and
changing needs and problems during the aging process. The establishment of constructive
collaboration ensured shared understanding of aims, roles, and responsibilities. The nurses’ role was
to raise consciousness about important topics, and offer knowledge and support that might enable
the users to sustain their health, well-being and independence as they aged, not to tell people what
to do and/or do things for them. The users’ role was to provide necessary information and utilize the
service constructively, including contacting the nurse if they needed help, information, or advice
between annual visits.

This initial work also included the intertwined processes of getting to know each other and
developing trust. The nurses therefore prioritized relational aspects during the first visit, and sought
to support the users’ feelings of value, self-esteem and safety. The users’ level of trust defined what
information they shared, and a strengthening of trust would improve collaboration, and thus
widening the room of possibilities. The second visit was perceived as particularly important for the
widening process, but some needed several visits before they would talk about sensitive topics or
make a call and come forward with upcoming needs or problems. The longitudinal approach
facilitated the establishment of a trustful relation before severe problems arose. Violating the
established trust could lead to a narrowing or a closure of the room of possibilities, and continuous

relational work was therefore an integral part of the nurses’ work during the entire follow-up period.

Metaphor 2: The individualized health-promoting processes: the ongoing gardening work
The majority of users were relatively fit and healthy when entering the service at age 75. During the

years of follow-up, various age-related changes, onset of disease, deterioration and losses often

changed their situation. The nurses’ way of working shared the characteristics of ongoing support for

13



long-term processes, which demonstrated an equation, given the work of a good gardener. We will
therefore use this as a metaphor in the following.

The ongoing gardening work had two dimensions, the first was: To decide what to grow and
to sow a seed. The longitudinal room of possibilities gave the users opportunity to bring in their
problems, needs and wishes, and the nurses to assess each user’s health, life situation and home
environment regularly, and identify potentials for health promotion/prevention based on the totality
of information. The nurses underscored the need to explore the users’ awareness, opinions and
status related to these potential areas. Respect for the users’ right to decide their own life was a
basic value in the nurses’ stories, and the focus for further health promotive work, what to grow,
depended therefore on shared decisions based on the users’ priorities and needs. However, the
awareness-rising could often be a seed that started a process of considering, which might slowly
grow into readiness for constructive actions.

The second dimension of the ongoing gardening work was: Watering, fertilizing, and
supporting. Several of the benefits related to physical functioning, thriving and coping ability
required that the older person made decisions, carried out practical actions, or changed their way of
living. The users’ capacity to adapt constructively to aging varied. For some users, a rise in awareness
about potential areas for health promotion/prevention/adaptation, or relevant information and
encouragement might be sufficient. However, the nurses experienced that for many older people
such actions relied on complex processes, where physical or psychological barriers led to
ambivalence or difficulties for instance to decide about their future residence, to accept the
usefulness of helping aids or to carry out life-style changes. The nurses therefore repeatedly watered
and fertilized these long-term processes, offered relevant information, supported the users’
motivation and considerations, and acknowledged small improvements and autonomous decisions.
They had good experience with “sluicing” users who wanted life-style changes into activities or
services that could offer them continuous support for the desired changes, such as exercise groups

for seniors or social activities in the local senior center. To be able to suggest acceptable and suitable
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activities, they emphasized the importance of in-depth knowledge about the users, and about local
activities and services for seniors. These efforts led to considerable positive changes for many users,
but not always and not for all. For some, the sum of watering and fertilizing of several small plants
over time could make a difference, and the nurses advised to be patient and have realistic, modest
expectations to life-style changes for all older people.

The nurses also helped the users to cope with or compensate for the losses and gradual
deterioration that often accompanied the aging process. The longitudinal room of possibilities
facilitated ongoing practical, psychosocial and emotional support, and the ability to discuss and seek
advice for various health-related matters related to the benefits described in Table 1. The nurses’
ability to support the users rested mainly on their professional competence, but also on their
opportunity to cooperate with, and refer users to other municipal professionals with specialized
competence, such as physiotherapists and occupational therapists. The lack of formalised
cooperation with GPs made collaboration about disease prevention dependent on each GP’s
goodwill.

The nurses experienced that transportation problems, waiting lists or lack of suitable
activities could hinder the users’ participation and hamper the creation of benefits. They also
experienced gaps in the healthcare services for older persons with mental disease, and those with
beginning cognitive problems living alone. When the nurses detected needs for help in these groups,
they felt ethically responsible to offer the necessary help, which could take up a substantial part of

their working time and reduce their capacity to fulfil the services’ aims.

Discussion

The nurses described a variety of benefits related to subjective and objective health issues that
supported older users’ ability to live independently and thrive in their own home despite age-related
challenges. The benefits included sustained physical health and functioning, feelings of safety,
sustained thriving and mental health, sustained coping ability, increased ability to care for relatives,

and preparedness for transitions to other healthcare services. Several researchers have questioned
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8,15,32

the dominance of biomedical outcomes in PHV studies , and many of the described benefits are

seldom or never used in quantitative PHV studies. Several of the described benefits are similar to

those identified in previous qualitative studies of users’ experiences with PHV 1019

, which support the
belief that the benefits identified here might be relevant for PHV users in other contexts. The
benefits also correspond to older peoples’ definitions of aging well as a multidimensional concept,
comprising sustained health, ability to adapt, autonomy and independence, social relationships and
life satisfaction 3% 3%, Therefore, we suggest that evaluations of comprehensive, long-term PHV
services should include outcomes reflecting a comprehensive understanding of health.

We could not find benefits related to support for informal caregivers, or transitions to other
healthcare services in previous PHV literature. The evidence for caregiver support to reduce the need
for professional help and sustain the caregivers’ health is well-documented 3°. The interest in
problems related to transitions between different healthcare services is increasing 3. We consider
these new findings interesting as they extend the knowledge about potential benefits of PHV and
open up interesting possibilities for the use of longitudinal PHV services.

The service had a limited focus on disease prevention. Prevention and early detection of
preventable disease is a prioritised strategy, internationally 2. Even if the majority of older persons
see their GP regularly, many have undiagnosed medical conditions, which if treated properly could
reduce the risk of severe complications or comorbidities ¥. A risk-based PHV intervention where
nurses followed-up with simple disease-preventive measures showed promising long-term effects 1*
38, The necessity for close cooperation with GPs are underscored in several PHV studies %2, In
Norway, structural barriers limit cooperation between PHV services and GPs, leading to missed
opportunities for longitudinal PHV services with competent nurses to add the benefits of preventive
measures for their users.

The benefits were created through individualized, complex and longitudinal relational and
professional processes. The possibility to use time — in each visit and during the long-term follow-up

was a main characteristic of the nurses’ work. Several reviews of PHV interventions recommend

16



long-time follow-up * % but do not explain why. The present study showed that a lasting,
collaborative, trusting relationship, the room of possibilities, was a precondition for the creation of
benefits. The establishment of such rooms included to develop shared understanding of the service’s
aims and roles. Earlier PHV studies have found that poor understanding of the aims and roles of PHVs
could reduce acceptance and utilization of their services > “°, Trust and constructive collaboration
was identified as essential in qualitative PHV studies > > 22, as well as other interventions to older
people #42, The time for users to judge the nurses’ personal and professional trustworthiness varied,
and some users needed several visits before they engaged in constructive collaborations. The need
to use time to develop high-quality relations and personal trust, and the importance of high-quality
relations for openness, quality of care, and patients’ involvement were confirmed in other studies 3%
42.

The longitudinal approach facilitated ongoing gardening work that allowed nurses to attend
to the users’ current needs in each meeting, but also to follow-up and support the users’ long-time
changes, decisions, and adaptation processes. The collaboration with the users identified relevant
areas for health promotion based on users’ needs and preferences, and strived to provide tailored
support and adequate responses to the needs, wishes and problems brought in the room. These
ways of working coincide with recommendations for support of life-style changes *3, and principles of
person-centered care, shared decision-making, and motivational interviewing 2% 4% which are
related to patient satisfaction and positive outcomes in health care settings.

We found that contextual and structural factors outside the longitudinal room of possibilities
influenced the creation of benefits for users. The nurses had access to many resources that might be
utilised to support users’ needs, including other healthcare services and local activities for older
people. Established routines for inter-professional collaboration with physiotherapists and
occupational therapists supported gardening work and improved service quality, while the lack of
formalised cooperation with GPs limited disease preventive aspects of the service. Capacity problems

in certain services, mobility problems, and lack of transportation hindered participation for those
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with limitations. Similar barriers were found in a recent UK study, which emphasized the importance
of facilitating social participation in health-promotive services #’. A consistent municipal health
promotive policy and coherent healthcare services are therefore necessary for maximizing PHV’s

potential to improve older persons’ health and independence.

Strengths and limitations.

The informants’ extensive, long-term experience is a strength of the study, and this sample
covers almost the full body of experience of over ten years of conducting the PHV service in the
municipality. There are always several possible interpretations of qualitative data. The informants’
approval of the metaphors support our interpretation. The use of the framework method provides
transparency of categorization and validation of findings, but using the Norwegian language in
analyses limits transparency. PHV services are dissimilar, which limit the transferability of results to

services with a similar approach/scope and context.

Conclusions
Constructive adaptation to aging may require challenging acceptance-decision-and changing

processes. Long-term follow-up with annual preventive home visits provided by well-qualified nurses
have excellent potential to give tailored long-term support for older people’s changing needs during
the aging process, which sustains health and independence. Personal and professional competence
and contextual and structural factors influence the nurses’ ability to create benefits for the users.
The study may provide important insights for those who plan to introduce or develop PHVs. More

studies will be required to explore the relevance of the benefits seen in this study.
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