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Abstract

multimorbidity.

and April 2022.

and social services.

Background Chronic ultimorbidity is the most frequent and serious health problem in older adults. Home visiting
programmes could be a strategy with potential benefits. However, there are no scoping reviews to date that examine
the effects of home visiting programmes on community-dwelling older adults with chronic multimorbidity.

Objective To examine the effects of home visiting programmes on community-dwelling older adults with chronic

Methods A scoping review was carried out following PRISMA-ScR reporting guidelines. The search was conducted
in six databases (PubMed/Medline, Cochrane, CINAHL, Web of Science, Scopus and EMBASE) between October 2021

Results Four RCTs with 560 patients were included. The visits were carried out by nurses, nursing students, vol-
unteers, and other healthcare professionals. The interventions varied in the number of visits, frequency, duration of fol-
low-up, and whether or not they were combined with other strategies such as telephone calls. Discrepancies were
found in the effects of the interventions on quality of life, self-efficacy, self-rated health, and use and cost of health

Conclusion This review shows that home visiting programmes could have potential benefits for older adults
with chronic multimorbidity. However, its results have been inconclusive. There is a need for high quality studies
involving a larger number of patients, in which home visits are the main intervention.

Keywords Community-dwelling, Home visits, Multimorbidity, Nurses, Older adults

Introduction

Chronic multimorbidity is the coexistence of two or
more long-term conditions with slow progression [1],
and is the most common and serious health problem in
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older adults [2—4]. The prevalence of chronic multimor-
bidity in community-dwelling adults over 65 years of age
is around 70% [5-8]. On a functional level, the presence
of chronic multimorbidity is associated with sarcope-
nia, reduced handgrip strength [8, 9], impaired physical
functioning [10] and increased risk of functional limita-
tion [11]. Furthermore, older adults with chronic mul-
timorbidity are at increased risk of pressure ulcers and
nutritional imbalance [12, 13]. All this negatively affects
the autonomy [14] and quality of life of community-
dwelling older adults [15, 16]. Chronic multimorbidity
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and the physical limitations that it causes are associated
with higher levels of stress [17] and depressive symptoms
in older adults [18]. Indeed, the presence of chronic mul-
timorbidity triples the risk of depression in older adults
[19] and is associated with an increased risk of suicide
mortality [20]. Chronic multimorbidity increases the risk
of loneliness and social exclusion [21, 22] at the same
time as it decreases health-promoting behaviours [23]
and social participation [24]. Community-dwelling older
adults with chronic multimorbidity have a higher risk of
hospitalisation [5, 25, 26], they attend emergency depart-
ment and outpatient clinics more frequently [27, 28], and
incur in higher pharmaceutical expenditure [29, 30]. This
leads to an increased burden on healthcare systems and
total health costs [5, 6, 28, 30, 31].

The organisation of healthcare systems often requires
older adults with chronic multimorbidity to see several spe-
cialists who treat their health problems in a fragmented way
[32-34]. As a consequence, older adults are confronted with
complex therapeutic regimens with long lists of medica-
tion [33], restrictive dietary indications and drastic changes
in lifestyle habits [35]. Therefore, it is important for nurses
to implement interventions that help older people with
chronic multimorbidity to navigate healthcare systems and
foster their self-care and autonomy to manage therapeutic
regimens effectively [36—39]. In this regard, the WHO sug-
gests that home visiting programmes could improve the
health of community-dwelling older adults with chronic
multimorbidity [40, 41]. A home visit is a service in which
trained healthcare professionals visit individuals in their
own home with the aim of increasing autonomy through
primary, secondary and tertiary prevention activities [42].
The effects of home visiting programmes in older people
with chronic heart failure [43, 44] and chronic high blood
pressure have been studied [45], and are known to be asso-
ciated with significantly lower mortality [46]. Even those
home visiting programmes based on telemedicine have
been able to demonstrate improvements in quality of life,
self-efficacy and depression levels [47]. However, the avail-
able evidence on the effects of home visiting programmes
may be contradictory and more research is needed before
they can be recommended [42, 48, 49]. Furthermore, after
an exhaustive literature search, no literature review has been
found that provides evidence on the effects of home visit-
ing programmes on community-dwelling older adults with
chronic multimorbidity. Therefore, the aim of this study is to
examine the effects of home visiting programmes on com-
munity-dwelling older adults with chronic multimorbidity.

Methodology

Design

A scoping review of intervention studies was conducted
following international guidelines and recommendations
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[50, 51], as well as the PRISMA-ScR recommendations
for reporting results of scoping reviews [52].

Search strategy

An exhaustive search on six databases (PubMed/Med-
line, Cochrane, CINAHL, Web of Science, Scopus and
EMBASE) was carried out between October 2021 and
April 2022. The complete search strategy used on Pub-
Med was: (elderly OR older adults OR aged OR older)
AND (multiple AND health AND conditions OR mul-
timorbid OR multimorbidity OR non-communicable
disease OR NCD OR chronic disease OR chronic con-
dition) AND (intervention OR program OR programme
OR visit* programme OR home visit* OR home visiting
OR home based) AND (nurses, visiting OR home vis-
its OR nurs* students OR human volunteers OR trained
volunt*). For the rest of the databases, a similar strategy
was used with the necessary adaptations (see Additional
file 1). Following the PRISMA-ScR’s recommenda-
tions [52], we used the PICO approach to formulate our
research question: [P] community-dwelling older adults
with multimorbidity; [I] home visiting programmes; [C]
usual care; [O] health-related outcomes. The question
was: “What are the effects of home visiting programmes
on health-related outcomes of community-dwelling older
adults with chronic multimorbidity when compare to
usual care?”

Eligibility criteria

The following inclusion criteria were considered for
study selection: (1) community-dwelling older adults
(aged 60 years or older) with chronic multimorbidity; (2)
interventional studies: quasi-experimental or randomised
clinical trial (RCT); (3) publication in English or Spanish;
(4) home visiting programmes based on individual visits.
The exclusion criteria were: (1) participants were cog-
nitively impaired; (2) the intervention was focused on a
chronic condition; (3) the intervention was a single, iso-
lated home visit. No time limit was set for the results.

Search results

In the identification phase, searching on the various data-
bases yielded 1199 results. After checking and manually
removing duplicate articles (#=203), there were 996
records left. We then eliminated 940 studies after read-
ing the title and abstract. In the eligibility phase, two
reviewers from the research team independently assessed
56 full-text articles and conducted an additional search
through their references. No new eligible articles were
found, and 52 records were discarded for not meeting the
eligibility criteria. Four articles were ultimately included.
The flowchart shows this article selection process (see
Additional file 2).
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Quality assessment and risk of bias

The recommendations in the Cochrane Handbook for
assessing risk of bias in studies were followed [51]. Two
reviewers assessed the quality of the included studies
independently, and their assessments were then cross-
checked by the senior researcher on the study. To assess
the studies’ risk of bias, each criterion was rated as high,
low or unclear (Fig. 1).

Data abstraction and synthesis

Two researchers independently extracted information
from the four studies included in this review. Following
international guidelines and recommendations [50, 51],
a template with the following headings was created: first
author’s name, year of publication, study title, sample
size, study location, study design, intervention charac-
teristics, outcome measures and main findings. The data
extraction method was tested with one of the included
articles. Neither reviewer reported any differences or
problems regarding data extraction. The method was
repeated for the rest of the studies. A third experienced
reviewer checked the extracted data for accuracy and
integrity. A summary of the extracted data can be found
in Table 1. A meta-analysis was not possible due to the
heterogeneity of the interventions, assessment methods
and findings reported in the studies. Therefore, a narra-
tive synthesis of the findings was conducted based on the

Random sequence generation
Allocation concealment

(selection bias)
(selection bias)
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characteristics of the interventions, the variables studied,
and the outcomes reported.

Results

Narrative summary

This scoping review included 4 studies with 532 commu-
nity-dwelling older adults with chronic multimorbidity.
All studies were randomised clinical trials (RCT) [53-56],
and involved the implementation of a home visiting pro-
gramme. The interventions varied widely in terms of who
conducted them (nurse case managers in collaboration
with nursing students, volunteers instructed by nurses,
interprofessional team, and nurses), their characteristics
(follow-up calls, number of visits, duration and follow-
up), sample size and reported outcomes (see Table 1). The
studies were conducted from 2012 to 2018 in Hong Kong
[53], Taiwan [54] and Canada [55, 56], and they were pub-
lished between 2013 and 2021.

Characteristics of the interventions

Interventions were delivered by case manager nurses
(CMN) assisted by nursing students (n=1) [53], volun-
teers instructed by nurses (n=1) [54], an interprofessional
team (care coordinator (CC), nurse, physiotherapist,
occupational therapist and a personal support worker)
(n=1) [55], and nurses who acted as care coordinators
(n=1) [56]. All of the people responsible for delivering

Blinding of participants and staff
Blinding of evaluators and results
Selective reporting of results

Other biases (conflict of interest)

(performance bias)
(detection bias)
Incomplete results data
(attrition bias)
(reporting bias)

Chow & Wong, 2014

~J

Wang et al., 2013

Fisher et al., 2020

Markle-Reid et al., 2021

Grading system: . low risk of bias; °
Fig. 1 Summary of bias assessment of the included studies [53-56]

unclear risk of bias; . high risk of bias.



Page 4 of 13

([Loo0>d
198 =4'11000>d'€61 = 1) O
'SA DD ‘SfeoM (| pue {7 Ialy
Ybay passassD-fjoS
[Lo00=d
'6€°G = 4] DD 'SADAH [9IM 7| Y
([Lleo0=
di6es=4115000=0d1'G=4])
DD SA DD [HPIM 7| PUe 1y
[1000>dep8=(1/1 '81)4] 9Dd
'[2000 = d'909=(¢/1 '0)4] OAH
U1} J9AO 19949 dnoIB-UIYIAA
HSlRlITENEL
[0700=d ‘671 = 4] Y[eay [eauaw
[€100>d 80t = 4] 3j0l [euon
-OWa [1000>d T'LL = 4] 3j0) [ed
-1sAyd U1 D) SA DAH [S{IM 71 1Y
[ce00=d:0/€ =] bul
-uonouny [e10s [0 >d 799 =
4] AjeuA[1000>d 15/ = 4] Bul
-uonouny [ea1sAyd :ul 95O d SA DAH
SY2IM 1 1B dDUIRYPIP ([€€00>d
62y =41'11000>d'80°L = 4])
Uieay [eausw (1000 >d 50'8
= 411000 >d '79'9=4]) AljeuA
[Looo>dTLL=4l1sL00=d
‘0L = 4]) 8joi [eaisAyd ([L00'0 > d
86l =419000=d5¢/ =
4]) Buiuonouny jesisAyd :ur 5o
'SADDd SHPIM | puUe 171y
[OL00=d L€y  y)pay passass-as
=(££2'0419D 'SADDd 7100 (uoisian
=dilgy = (/LT Q4] stu0d - 9s3UIYD) SUOIIPUOD

266

(2023) 22

Chica-Pérez et al. BMC Nursing

SWI €18 D) SADDd SADAH  dIU0IYD ADdLYa-jeS NWD Uiy (Ui g —Je1d0os)
:uauodwod [ed1sAyd  (4ASd) Buluonouny SN :pIE s|jed> ogedeld ¢

(T0DYH) 241 Jo Apny  |e21BojoYdAsd pue SN:pUZ  +8iedaunoiin)

:s3nsaJ A1epuodas (4d) Butuonouny NIWD S| sjje> auoyd
(£000=d'S7'L=7X) 9D 'SADDd [e21sAud *(9€-45) ‘92d ‘DDd Ul

(8100 =0d'€08=7X) DD SA D (T00YH) 21140 At (7 °9M) NIND ||B2 PUZ (7 PUB T YoM 5|[ed (86 =U) DD

%Y G =D '%EBL  -/pNnb paivjai-yijvaH (€>199Mm) SN siA pug auoyd 7+ (¢ pue (96 =u)

=D9Dd %EE = DAH 1POM 1 1y :s}nsai Arepuodas  (UonuaAiRIul-sod (T 129m) NWD B2 351 L X99M) AH € %5756 ©2d

S9dUBIR) (spiodal  sy9m g) abieydsip papi0dal 10N (abaeydsIp DAH Ul SUONIPUOD DIuoIYd (18 =u)

-JIp UEDYIUBIS OU :SHIIM 17 1Y SAleISIUIWIPE) -150d syeam 7| :uoneing -150d Y 7/ 'L feam) +]USWISS9SSe 7 YIM %508 OAH
22101 UOISSILPD-3Y 31DJ UOISSIWPD-2Y :dn-mojjo4 DAH Ul skep G| SN+NWD HSIAISL ableydsip-aid 59/ ol [€5] (1027)
:synsai Arewng :synsau Arewud S EE S KI9AS 7 SHSIA oN ‘OAH ((swae g) o] (sieak) obe abesany Z1E=N buoy buoy ‘Buopn pue moyd

uoneinp uonuUdAINUL
s)nsay so|qelep swn Apnis pue siisIA Jo oN N0 ) paLIed oYM Jo adA) a|dwes azis9|dwes  uone’oq

s)nsal Jo Alewwing | ajqeL



Page 5 of 13

266

(2023) 22

Chica-Pérez et al. BMC Nursing

RIPAW X ‘SNSIIA "SA “USIA SWOH AH ‘Dwi] | ‘Isidesayy jeuonednddQ JO “93i0m 1oddns [euosidad MSd ‘dnoib Bunisia swoH HAH ‘dnoib jjed sauoyd DHd ‘dnolb uonuaaiLiu|
oy ‘dnoib jo1uo) D) sidessyioisAyd 14 Wuapnis Buisiny SN ‘asinu Jabeuew ased N ‘9SINN YN ‘d)1] 40 Aljenb pajejai-yyeaH JoDyH ‘Buiuoniduny [es160joydAsd 44Sd ‘buiuonduny [edsishyd 44 ‘103euipiood aied 3D

(1000>d 1 1'/=2) DD JO InOARY U
"31€D BWIOY Ul :2/0 [DIIPalll JO 3S/)
(€00=d'gg¥

= ¢ X) UONeULIOJUI PaAIRdal Ul
O SA D) :22Ud13dX2 JUaIIDY

(INSSH) (s1502)
24D |DIIPAW JO 35/
(suon

-Ipuod dIuoIYD)
USIoPlIIERTELS
(W34d-D1° ©DDD)
ESIENE R CRIENE]
Joddns

|DIDOS PoAIaDIad
(£-avo) faxuy
(01-as3D) swiol

91D swoy auinoy

oddns [pI20s -dwiAs anissaidag yl o)) #9=u)D)
paniaiad 10 1aixup ‘swoldwiAs (T1-YA 4d) (UOIIUSA  1SB3| 38 PIAIDIAI Giry W)sAS (9=u) D]
anissaidap ‘buiuonduny jpoisAyd ur - buiuonouny [p2IsAyd -121u1 Buipua Jaye xoidde y | 2Jedy1jeaH Aq %EOS [TL=N
saouUIRYIP JUeDYIUBIS OU  :s3jnsa4 K1epuodas SYIUOW Q) ISIA Yoea :uoneing uswiued (8 3P X) ‘SUOIIPUOD 1/
:s)nsai K1epuodag (C1-4N4ASd) syuow 1 1y (€ Jo beiany) -wiodde +5|[e>+ (2 IUOIY> 9< %06 (¢cG=u)D>d
SdUURPYIP  buuonduny [piuspy :dn-mojjo4 <O Ul (I01RUIPIOCOD  "UIW ‘Q "XeW) AH - sieak // ((y=U)D] epeued) [95] (1Z02)
1uedyIubls ou :synsas Krewid :synsal Krewd syuow 9 ‘9 Xew SUSIA oN uoljisuesl a1ed) YNN o :2be abesany 66 =N ‘oleluQ [ERENJIENEETNEN
(weay
(€000 =0d'00€-=2) 9D 40 [euoissajoidiaiul
INOARJ U| "248D SUIOY Ul :S1S0D) (INSSH) (2502) 1NOY1IM) 21ed
(Z0'0 = d) DD dnoIb-ulyum 2102 [DJIpaW JO 3S[) auioy aunnoy :oj
RERIVENY SIEIETTER ST (suon 2led 2unNnoY +
(100=4d) -IpuUoD DIUoIYD) AVEIVY}
D dnoib-ujyim :uoliez|jeydsoH VSLRIENELS -abeuew ale)+
121D [D2IPALU JO 3S() (£-QVD) f1aixuy 9] Xew-g uiw (Joqwisw
AoD21j2-jj25 10 A1aIxuD (01-QS3D) swor 4NN ¢ 1o 1d e o} Ajiwej/iaied pue
‘swoldwiAs anssaidap ‘buiuonsun) -dwiAs an1ssa1daq DD | uonnsgns 1uaned yim (67 =U)DD
/D1UBW Ul S9OUJ9IP 1uedyiu (21-4S 4ASd) 9|qissod ‘syusiied o} uolneioqe||od %61 (s =uwol
-Bis ou :synsai Arepuodas  HuuonduNn DIV Hulpiodde, Uul) S90USI3JU0D (©D/8198%) 65=N
[L00=d!(#1'Sl-€7= :s)nsai Kiepuodas MieXe) Alyyuowl +sdnoib suon 1
1D 9%56) /'8 = 92Ua1ayip UeSN] (7 1-4S 4d) (TODYH) papiodai10u 1d 4o ¢ 'ulw pue [euoissajoid  -IpUOd dIUOIYD €2 ©QL=u)Dd
Yijpay [piauab ul 9 SA O] TJODYH 31140 ApnD dn-mojjog DD JO | UIW 'MSd JO MSd A 10 ‘Ld "dNN DD -191u1 Ag AH paplodaiiou ©OL=u)ol epeued [s5]
:sy|nsaJ Arewid :syjnsau Krewid syuow 9 | Ul :SUSIA oN ruiea) Ateuy|didsipiaiul D) :2be abeiany =N ‘oleIuQ (0207) ‘|2 12 J3ysl4
(5200 = d) 242 snjding - 218D 2UNIN0Y D)
(£00°0 = d) wayy bupiey a10)9g - ale)
(€100=0) Arewid 03 USIA+
uondiosaid aA19331 A3Y3 USYAN - ulw 0€-02 :1ed (Syauow z ur adua
'SINOIABYSQ A12JES € Ul S9OUIRYIP xoide -Jaype uonedipaul
1UBDYIUBIS D)D) 'SA D) [SIN0IADYAY $IN0INDY3Qq y | usiApig Apuz 9DJ0julal) S||ed+ %56 &
SadUBIRYIP pup sapnip papJodai J0u xoude y z :ysinis| (1991 (Buiuten suon
1UeDYIUBIS OU DY) *SA D) :SapnIily ‘abpajmouy £13)0s :dn-mojjo4 :uoneing -UN[OA 248D Y}[eay JO}  A12Jes UoledIpaw)  -Ipuod dIuoIyd 7 2 (ze=u)Dd
(L00°0>d) O dnoiB-uiyUMm pue  UOLDIIPAN SIN-GYM [SEENN 8 pUe G 7 SYeam Ul 21e0u119d Bujuren AH €+9Jed> €l (0g=u)ol [¥S]
(210°0=d) DD 'SA D] :26pajmouy 2JleUUONSaIND syuow ¢ AH € SUSIA oN UIM) SI99IUNJOA || Alewllld 01 SIA:D]  :(SIeak) abe abelany 9=N uemie| (£107) ‘|2 39 Buepp
uoneinp UOIIUDAIDIUL
s} nsay sa|qelen awn Apnis pue SuSIA JO oN 1IN0 }1 paLIIed oY\ jo adA) ajdwes azis 3|dwes  uonedxoq

(panunUOd) | 3jqey



Chica-Pérez et al. BMC Nursing (2023) 22:266

the interventions in each of the studies had attended
prior workshops or training programmes. The total num-
ber of older adults who participated in each study was
312 [53], 62 [54], 59 [55], and 127 [56]. The interven-
tions lasted either 4 weeks (n=1) [53], 2 months (n=1)
[54] or 6 months (n=2) [55, 56]. The number of home
visits carried out ranged from a minimum of 2 [56] to a
maximum of 16 [55]. The duration of the visits was not
reported in half of the studies [53, 55] and in the remain-
ing two, it ranged from one to two hours [54, 56]. Three
of the included studies supplemented the home visiting
programme with telephone calls [53, 54, 56]. The fourth
study relied only on home visits [55]. After completing
the intervention, there was a follow-up in two of the four
studies, ranging from 8 weeks [53] to 6 months [56].

The study by Chow & Wong (2014) had three arms
and two intervention groups [53]. The first intervention
group received home visits that alternated with telephone
calls on a weekly basis for a total of four weeks (HVG).
The second intervention group received solely telephone
calls (PCG). Participants involved in both interventions
received a pre-discharge assessment based on the Omaha
System [57]. In the first intervention, the home visits
were conducted by student nurses, who were super-
vised by a case manager nurse (CMN) only on the first
visit. The students received prior information about each
patient’s condition as well as six hours of training in com-
munication, education and multimorbidity management.
In the second intervention, the CMN made the first and
fourth phone calls. The student nurses made the second
and third calls, continuing with the interventions to meet
the agreed objectives. Meanwhile, the control group (CG)
received two social phone calls that lasted approximately
five minutes and that were four weeks apart.

In the study by Wang et al. (2013), [54] a visiting pro-
gramme was conducted to improve the medication
safety of older adults in a rural area and compared to
usual care. The intervention was carried out by volun-
teers who received 26 hours of pre-training by nurses and
other members of the Primary Health Care (PHC) team,
where they became proficient in the use of the Medica-
tion Safety Guide (MSG). The home visits varied in dura-
tion and content. During the first visit, the volunteer gave
each participant a MSG, checked the prescribed medica-
tion and used stickers on each container to identify the
shape, colour and number of pills, as well as the sched-
ule. The second and third home visits were motivational
in nature with the aim of encouraging medication adher-
ence and safety. In addition, participants had to demon-
strate what they had learned during the first visit.

In the study by Markle-Reid et al. (2021), [56] a hos-
pital-to-home transitional care intervention comprising
home visits, phone calls and accompaniment through
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the health system was conducted to assess its effective-
ness compared to usual care. One of the inclusion cri-
teria, in addition to age and multimorbidity, was that
participants had to be positive for depressive symptoms
according to the Patient Health Questionnaire (PHQ-2)
[58]. The number of phone calls and home visits was not
pre-set. Participants could receive monthly home visits
by the nurse practitioners. Participants were called based
on the number of home visits made. The home visits and
phone calls included conducting a comprehensive assess-
ment of participants’ needs, promoting multimorbidity
management and medication adherence, and promoting
increased social participation.

In the study conducted by Fisher et al. (2020), [55]
no telephone calls were made alongside visits, and the
intervention was carried out by an interprofessional
team. All members conducted home visits individually.
The schedule, team configuration, care plan, number of
visits and who conducted the visits varied according to
the budget and the participant’s needs and preferences.
Each case was discussed in at least three conferences. In
addition, the CCs carried out ongoing case management,
which facilitated access and communication with health
and social services. The CG received regular home care
services.

Table 1 shows more details about the studies included
in this review.

Participants’ outcomes

Quality of life

Health-related quality of life (HRQoL) was assessed
in three of the four studies [53, 55, 56]. In the Chow &
Wong (2014) [53] study, HRQoL was assessed using the
SE-36 health questionnaire at baseline, at 4 weeks and
at 12 weeks after the start of the intervention. After the
4-week intervention, the PCG scored significantly higher
than the CG for the domains “physical functioning",
“physical role”, “vitality” and “mental health” Further-
more, significant improvements were also found in “phys-
ical functioning’, “vitality” and “social functioning” for
the HVG compared to the PCG. At 12 weeks, the PCG
showed significant improvements in “physical function-
ing’, “physical role”, “vitality” and “mental health” when
compared to the CG. Significant improvements were
also found in the HVG compared to the CG in “physical
role’, “emotional role’; and “mental health” No significant
differences were found between 1Gs at 12 weeks. In the
work of Fisher et al. (2020), [55] the SF-12 questionnaire
was used to assess HRQoL, finding significant improve-
ments only in the domain of “general health” in favour
of the IG after 6 months of intervention. In Markle-Reid
et al. (2021), [56] physical and mental functioning were
assessed with the Veterans RAND 12 Item Health Survey
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(VR-12), with no statistically significant differences found
between the intervention group (IG) and CG from the
baseline to the end of the 6-month intervention.

Self-efficacy in managing chronic conditions

Two studies assessed self-efficacy in managing chronic
conditions [53, 55]. In the study by Chow & Wong (2014)
[53], the Chinese version of the Stanford Self-Efficacy
Scale for Chronic Disease Management was used. Self-
efficacy was assessed at baseline, at 4 weeks and at
12 weeks after the start of the intervention. For within-
group effects, both the HVG and the PCG demonstrated
significant improvements over time. At 4 weeks, signifi-
cantly higher self-efficacy was found for PCG compared
to the CG. At 12 weeks, participants in both the HVG
and the PCG showed significantly higher self-efficacy lev-
els than those allocated to the CG. The study by Fisher
et al. (2020) [55] used the original version of the Stanford
Self-Efficacy Scale for Chronic Disease Management. No
significant differences were found between groups after
6 months of intervention.

Self-rated health

Self-rated health was only assessed in the Chow & Wong
(2014) [53] study using a single-item Likert scale ranging
from excellent to poor. At 4 and 12 weeks, participants in
the PCG scored significantly higher than those in the CG.

Use and cost of health and social services
Two studies evaluated the effects of interventions on the
use of health and social services [53, 55]. The study by
Chow & Wong (2014) [53] assessed the rate of unplanned
hospital readmissions at 28 and 84 days post-discharge
using the hospital’s administrative record system. At
28 days post-discharge, although the HVG and PCG had
lower absolute readmission rates than the CG, no signifi-
cant differences were found between the groups. How-
ever, at 84 days post-discharge, lower readmission rates
were found in the HVG and PCG compared to the CG. In
the study by Fisher et al. (2020), [55] the use of health and
social services was assessed using the Health and Social
Services Utilisation Inventory (HSSUI). The rate of hospi-
talisation was assessed, and no statistically significant dif-
ferences were found between the IG and CG. In addition
to the hospitalisation rate, they measured the effect of the
intervention on the number of visits to the emergency
department, finding no significant differences between
the IG and CG after 6 months of the intervention.

Two studies measured the effect of interventions on
health service costs [55, 56]. Fisher et al. (2020) [55]
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found no significant differences between groups in total
cost from baseline to 6 months. Significantly higher
costs were found for home and outpatient care after
6 months of the intervention compared to the CG. The
study by Markle-Reid et al. (2021) [56] also found no
significant differences between groups for total cost
after 6 months of intervention. The authors found that
the IG incurred significantly higher costs associated
with home visiting and training.

Other results
In the work of Wang et al. (2013), [54] knowledge, atti-
tude and behaviour in relation to medication safety were
assessed using the KAB-MS questionnaire. Significantly
higher scores on medication safety knowledge were
found for the IG compared to the CG. Regarding medica-
tion safety behaviours, significant differences were found
in favour of the IG in checking medication when receiv-
ing the prescription, in checking medication before tak-
ing it and in taking proper care of surplus medication.
Two studies assessed depressive symptoms, anxiety
and mental functioning [55, 56]. Both studies used the
Centre for Epidemiological Studies Depression Scale
(CES-D-10) to assess depressive symptoms. For anxi-
ety, they used the Generalised Anxiety Disorder Scale
(GAD-7). Mental functioning was assessed through dif-
ferent scales. In the study by Fisher et al. (2020), [55]
it was assessed through the mental component of the
SF-12 questionnaire. In Markle-Reid et al’s (2021) [56]
study, it was assessed through the mental component of
the VR-12. Neither of the studies found significant dif-
ferences in depressive symptoms or anxiety [55, 56].
Perceived social support was assessed in the study
by Markle-Reid et al. (2021) [56] using the Personal
Resources Questionnaire (PRQ2000). No significant
differences were found between groups. This same
study also assessed patient satisfaction with the care
received. Satisfaction with care was measured using
the Client-Centred Care Questionnaire (CCCQ) and
Patient-Reported Experience Measures of Integrated
Care at Home for Older People (IC-PREMs). No signifi-
cant differences were found between groups except for
the item related to obtaining information about health
and social services, for which the IG reported receiving
significantly more information than the CG.

Discussion

This scoping review of four studies examined the effects
of home visiting programmes on community-dwelling
older adults with chronic multimorbidity. The inter-
ventions varied in terms of the providers, sample size,
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duration, frequency and content. Home visiting pro-
grammes for community-dwelling chronically multi-
morbid older adults, in which home visits are the only
intervention, have not been studied extensively. In fact,
most of the studies included in this review complement
home visits with telephone calls [53, 54, 56].

HRQoL was explored in two of the studies included
in our review [53, 55]. HRQoL improved significantly
immediately after the intervention in the PCG, and after
the follow-up in the HVG [53]. Fisher et al. (2020) [55]
also found significant differences after the intervention
in the general health domain, which coincides with a
study involving patients with Diabetes Mellitus and other
associated morbidities [59]. While Chow & Wong (2014)
[54] used the SF-36 to assess HRQoL, the other studies
used the SF-12. The lack of significant improvements in
HRQoL could be associated with the sensitivity of the
different questionnaires used to assess it, and differences
in patients’ perceptions [60]. Furthermore, according to
Markle-Reid et al. (2018), [59] a longer follow-up of the
effects of interventions may be necessary to see an effect
on quality of life. In addition, the majority of studies in
this review included more women than men and this
could also explain why HRQoL has not improved across
the board, since men respond better to self-care interven-
tions involving education and support from others [61].

Self-efficacy in chronic disease management was found
to improve immediately after the intervention for the
PCG and at follow-up for both the PCG and the HVG
[53]. This could imply that the combination of face-to-
face visits and calls are more likely to achieve greater
benefits and have long-term effects on both HRQoL and
self-efficacy [62—64]. Fisher et al. (2020) [55] and Markle-
Reid (2018) [59] did not find that home visits significantly
improved self-efficacy amongst older adults with chronic
multimorbidity. These results differ from the evidence
showing that a psychological home visiting programme
can improve self-efficacy in older adults with a chronic
condition [65]. According to Hur (2018) [66], socio-eco-
nomic factors influence self-efficacy and are therefore
more likely to have an impact on older adults. Since in
the study by Fisher et al. (2020) [55] the visits were set
according to the participants’ budget and preferences,
this could have influenced the results.

Chow & Wong’s study (2014) [53] found improvements
in self-assessed health in the PCG but not in the HVG.
This is likely to be because phone calls alone have posi-
tive effects on self-assessed health without the need for
visits [67]. Therefore, the positive effects on self-assessed
health found in other studies that combined visits and
calls could have been achieved with calls alone [62, 63].
While calls could achieve immediate improvements after
the intervention, visits could contribute to maintaining
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the effects over time [53]. However, contrary to these
hypotheses, improvements in self-rated health have also
been seen through home visits alone [68]. The feasibil-
ity of a virtual visiting programme, a hybrid modality
between face-to-face visits and telephone calls for com-
munity-dwelling older adults with multimorbidity could
be questioned [69-72]. Nonetheless, face-to-face com-
munication is known to be more beneficial than telematic
communication for older adults [73].

In terms of the effects of home visiting programmes on
the use of health services, the absolute number of read-
missions was lower in the intervention groups [53, 55].
However, the results of these studies are not consist-
ent and concur with the evidence showing that while in
some contexts home visits are effective to reduce hospital
admissions [46], in other contexts they are not [74, 75].
These differences could be explained by the fact that face-
to-face visit are considered the ideal way to detect and
manage symptoms early, thus preventing relapses and
readmissions [76]. In the studies included in this review,
the interventions were not found to achieve a significant
reduction in the frequency of ED visits [55]. Nonetheless,
a significant reduction in frequency over time was found
within the CG, which could be explained by the fact that
the healthcare professionals conducting the home visits
were probably able to resolve the situation without the
need for referral to the emergency department [77].

The studies that explored expenditure on health ser-
vices showed no significant differences for total costs
[55, 56]. This is in line with the study by Seidl et al.
(2015), [62] where no significant differences in total cost
were found either. However, significant increased costs
related to home and outpatient care for the intervention
groups were found [55, 56]. This could be because home
visits combined with calls improve an individual’s ability
to recognise symptoms [78], which may prompt them to
seek help and thus increase health spending [79].

Knowledge, attitude, and behaviour in relation to medi-
cine safety were only assessed in the study by Wang et al.
(2013), [54] whose intervention only resulted in signifi-
cant changes in knowledge and some behaviours (check-
ing medication when receiving prescription; checking
medication before taking them; correct care of surplus
medication). These results could be due to the complex
process required to change one’s attitude, as it is neces-
sary to address the various factors that make up an indi-
vidual’s personality in order to achieve this change [80].
A study exploring patients with hypertension who live
in poverty had similar results; a nurse-led home visit-
ing programme achieved significant improvements in
understanding and controlling hypertension, as well as in
managing the therapeutic regimen [45]. However, a low
socioeconomic and educational level are known to have
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a negative impact on adherence to the treatment regimen
[81]. This may have required greater precision and com-
plexity in the interventions, even more so for patients
with multimorbidity and associated polypharmacy [82],
which may have favoured positive results.

Although evidence suggests that home visits can
improve mental health [62, 83], none of the studies
included in this review found significant differences
between home visits and other interventions [55, 56].
This may be because depressive symptoms in people
with multimorbidity overlap with somatic symptoms,
often confounding the results [84]. In fact, in Markle-
Reid et al. (2021) [56], participants were selected if they
had depressive symptoms. This may have overlapped
with manifestations of multimorbidity that are highly
difficult to reverse [84, 85], and may explain why their
intervention did not improve perceived social support
[86]. Another aspect assessed in the Markle-Reid et al.
(2021) [56] study was the success of the item on obtain-
ing information about health and social services. This
result is related to the fact that part of the intervention
consisted of explaining how health and social services
work. Similarly, in a study in which telephone calls were
conducted, positive effects were reported in relation to
the information received [87]. This could be due to the
quality in the organisation and content of the interven-
tions [88] and that this population has one of the greatest
needs for information [89]. However, simply reporting
having received information does not guarantee that it is
adequate [90].

Although all participants included were adults over
60 years of age, the fact that some studies included people
of extreme ages may have influenced the results. Regard-
less of the number of chronic conditions, it is likely that
there was a large difference in functional capacity and
health levels between the lower and higher ages. In the
context of aging, chronic conditions become more preva-
lent and common [91, 92], with those living longer being
more likely to have experienced better health that allowed
them to reach that age [93, 94]. Dividing the sample by
age group to present the results could have provided
additional information [95]. Another important point
to note is that some of the studies required their par-
ticipants to have at least 2 chronic conditions, while oth-
ers had at least 3. This may imply significant differences
[96, 97], as the number of chronic conditions correlates
with the presence of greater complexity and complica-
tions [98, 99]. In addition, studies such as Chow & Wong
(2014) [53] were limited to a narrow list of chronic con-
ditions. They may have underestimated the presence of
chronic conditions in the study’s participants, as well as
excluded valid subjects from the sample [100]. In Chow
& Wong’s study (2014) [54], home visits were carried out
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with patients who had recently been discharged from
hospital. This situation could have maximised the inter-
vention’s positive effects on the participants [101].

Limitations

This scoping review has several limitations. The num-
ber of studies included is limited, which had an impact
on the accuracy of our results. Furthermore, stud-
ies with different designs but with relevant data may
have been excluded. We excluded studies that did not
specify whether all their participants were older adults
with chronic multimorbidity, even though they imple-
mented home visiting programmes. On the other hand,
one of the included studies evaluated a transition pro-
gramme and there are already systematic reviews on
the effects of this type of intervention. Nevertheless,
the intervention was implemented entirely in the par-
ticipants’ homes, and they all met our study’s inclu-
sion criteria. In addition, we found differences in the
way the statistical results were presented in the studies
included, both within and between studies. Likewise, it
is worth highlighting the studies’ heterogeneity in terms
of the healthcare professionals who carried out the vis-
its, the duration of the visits, their frequency, as well as
their content. In most of the included studies, home vis-
its are carried out alongside telephone calls; this shows
the lack of studies only reporting the effects of a home
visiting programme in community-dwelling older adults
with chronic multimorbidity. In addition, participants in
two of the included studies were recruited immediately
after hospital discharge. In this respect, the acute health
conditions leading to hospital admission may have influ-
enced the results. Therefore, their comparison with the
other studies should be interpreted with caution. It is also
important to consider that the settings in which the stud-
ies were conducted were very diverse and with certain
organisational particularities, so it is difficult to be sure
whether the interventions and the results are transfer-
able to other contexts. Similarly, the inclusion of studies
that are 10 years old may detract from the relevance of
the interventions evaluated in the current global context.
The varying quality of the few included articles, as well as
the presence of risk of bias in some of them, may limit the
validity of this review’s findings.

Conclusion

Home visiting programmes, combined with other active
follow-up strategies such as telephone calls, have the
potential to improve some health-related outcomes
amongst community-dwelling older adults with chronic
multimorbidity. However, the results of this review have
been inconclusive. Although improvements in quality of
life, self-rated health, rate of readmissions and emergency
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visits, self-care and self-efficacy have been found, it is
difficult to ascertain whether these effects are caused by
the visits, the phone calls or a combination of both. Fur-
thermore, the methodological approaches and the way in
which the results of some of the studies included in this
review have been reported call for a cautious interpreta-
tion of the results. There is a need for studies with higher
methodological quality, larger sample sizes and that focus
exclusively on individualised home visits according to
each person’s needs.
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