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ABSTRACT
Southern Westfjords of Iceland is a sparsely populated, remote area with rather high proportion of 
older residents. This study´s aim was to investigate activities and participation in this population, 
using a descriptive cross-sectional population-based design. The participants were 129 community- 
dwelling residents, 65–91 years old. The Late Life Function and Disability Instrument was used to 
measure participants’ activities and participation. It provides interval scale scores where a higher 
score means less difficulties in activities, more frequent participation, and fewer participation restric
tions. Participants had most difficulties in Advanced Lower Extremity functioning and least in Upper 
Extremity functioning and scored lower on participation frequency than participation restriction. 
Overall, men reported fewer difficulties in activities than women and the 65–74 years group fewer 
difficulties than the 75–91 years group. Frequency of participation was higher for women than men 
and higher for the younger group than the older one who also experienced their participation to be 
more limited, but men and women did not differ. The participants described barriers limiting their 
participation in self-care and social life. The results provide valuable information on activities and 
participation of older residents living rurally and have practical implications for community services in 
remote arctic areas.
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Background

The life expectancy of Icelanders is high and the pro
portion of older people in the general population is 
increasing as in the other Nordic countries [1]. In old 
age, there is an increased likelihood that people will live 
with chronic health conditions and dysfunctions affect
ing their daily activities and social participation [2–4] 
which can be challenging for older adults, their families 
and the society [5]. Research results indicate that 
through appropriate interventions, including an 
encouraging environment, it is possible to enhance 
functioning in terms of activities and participation, 
and thereby improve the lives of older citizens [5]. 
Therefore, it is important to identify common and 
potential disabilities among older adults.

Southern Westfjords of Iceland is a sparsely popu
lated, remote and arctic area, where the proportion of 
older adults has grown steadily in recent years, faster 
than in the country as a whole [6]. Yet there is a lack of 
information on these older residents´ health and func
tioning in daily life. As an example of this ageing 
among the residents of Southern Westfjords [6]: in 

1992, only 9.2% of the residents had reached 65 years 
of age, the same as for the total Icelandic population; in 
2013, the proportion of older residents was 13.6%, 
which was higher than for the total population 
(12.9%); and finally in 2019 the proportion of older 
residents was up to 16.7% while only 14.2% in the 
total population.

The Icelandic Act on the Affairs of the Elderly clearly 
states that every older person has the right to live in 
his/her own home and receive appropriate health and 
social services [7]. Older people who need help with 
household chores and/or personal care are entitled to 
home care services which are provided by the munici
palities on the basis of the Municipal Social Services Act 
[8]. For such services to be appropriate, those who plan 
and provide them must have accurate information on 
the functioning, disability, and health of the older 
population. Therefore, researchers and health and social 
service providers need to join forces and prepare 
society for the foreseeable increase in the oldest age 
group by monitoring and utilising information on the 
epidemiology of disability among older people, 
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including those who live in sparsely populated and 
remote areas.

Functioning, disability and health are not easily mea
sured, but these are the core concepts of the 
International Classification of Functioning, Disability 
and Health (ICF) [9]. According to the ICF, the function
ing and disability of an older adult depends on the 
interaction between his/her underlying health condi
tions and contextual factors. Functioning and disabil
ities are, among other things, manifested in people’s 
activities and participation, which again have a strong 
connection to independence and general well-being in 
old age [10]. In the ICF, activity is defined as an indivi
dual’s execution of a task or action and participation as 
a person’s involvement in life situations [9].

The purpose of this research was to investigate activ
ities and participation among community-dwelling 
older adults in Southern Westfjords of Iceland both in 
total and by gender and age-group. More specifically, 
the aim was to study older adults’ (a) abilities/difficul
ties in discrete actions or daily activities, (b) frequency 
of participation in socially defined life tasks, and (c) 
experienced limitations in the capacity to participate 
in socially defined life tasks.

Methods

Research area

The research was conducted in the Southern Westfjords 
of Iceland, which includes two municipalities covering 
over 1500 square kilometres (150000 Hectares) of land. 
The residents lived either in one of the three villages 
(Patreksfjordur, Talknafjordur and Bildudalur) or the sur
rounding rural area (Figure 1).

Participants

The study population included all community-dwelling 
residents of Southern Westfjords who had reached the 
age of 65. In 2013, when data was collected, this group 
represented 161 out of 1240 individuals who at that 
timed lived in the study area. Statistical power analysis, 
using G*Power 3.0 showed that a minimum of 128 
participants was required to reach a medium effect 
size (Cohen’s d = 0.5) [11]. The calculations were 
based on an independent t-test, (1-β = 0.80, α = 0.05) 
and a two-sided test. Based on a predicted 80% parti
cipation rate, we sampled the total study population 
(161 individuals * 0.8 = 128.8)

Figure 1. A map of the research area, Southern Westfjords (published with permission from the National Land Survey of Iceland).
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Ethics

The research was approved by the Ethics Committee of 
Akureyri Hospital (No. 1/2013). Names, addresses and 
social security numbers of the 161 potential partici
pants, were obtained from the National Registry of 
Iceland. Information letters were sent to these indivi
duals and they were asked to participate in the study. 
A phone call followed the letters. The researchers were 
unable to contact seven persons, another seven were 
away from the research area during the study period, 
and 15 refused to participate. In total, the actual sample 
contained 129 older adults out of 161, or 80.1% of the 
total population sample.

Procedure

One of the researchers (MB) visited all the participants 
in their homes and collected data via face-to-face inter
views and testing. On average, each visit lasted approxi
mately one hour, and the data collection period 
spanned six months in total (April through June and 
September through November 2013). At the beginning 
of the visit, ethical aspects of the study were discussed, 
and the study procedures were explained in detail 
before the participant signed an informed consent. 
Next, the participants gave relevant background infor
mation on a selection of contextual factors (e.g. age, 
gender, education, services received from the commu
nity and chronic health conditions). Thereafter, the 
standardised Late-Life Function and Disability 
Instrument (LLFDI) was administered following the 

protocol presented in the LLFDI’s manual (Figure 2) 
[12–14]. Additionally, those who described their partici
pation as restricted on LLFDI disability component 
(somewhat, a lot, or completely) were asked to iden
tify/name the perceived barriers. Finally, the partici
pants completed the Mini Mental State Examination 
(MMSE)[15].

Late-life function and disability instrument

The LLFDI was designed to assess two distinct out
comes of function and disability among community- 
dwelling adults, 60 years of age and older [12–14]. 
Although the conceptual base of the LLFDI is Nagi’s 
disablement model [16], the instrument can be used 
to capture and distinguish the ICF’s activities and parti
cipation components [17]. The LLFDI has been used in 
research on older people in Nordic countries, including 
Iceland [2,18,19]. It is designed for an interview setting 
and follows a standard protocol that is described in 
detail in the manual[14]. The LLFDI produces measures 
with good psychometric properties in older commu
nity-dwelling populations, which supports its use in 
gerontological research [12–14,19-21]. Figure 2 demon
strates how the LLFDI contains a total of 64 items which 
are the basis for 10 interval scales, four describing 
activities and six describing participation.

The LLFDI function component measures activities 
and includes 32 questions on difficulty in performing 
discrete actions or activities without help from others 
[13,14]. Participants are given examples of what may 
influence difficulty in task performance including: pain, 

Figure 2. Structure and scales of the Late Life Function and Disability Instrument (LLFDI) and number of items belonging to each 
scale.
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fatigue, fear, weakness, soreness, and health conditions. 
Participants who use assistive devices for mobility are 
asked additional questions about their performance 
with these devices. All questions are phrased “How 
much difficulty do you have . . . ? Response options 
(for each question) are on a 5 to 1 rating scale ranging 
from no difficulty in performing (“none” = 5) to “cannot 
do” (1). The answers are summed up and transformed 
to scaled scores for Activities (total) and three sub- 
domains: Upper Extremity functioning (activities invol
ving the hands and arms, e.g. “holding a full glass of 
water in one hand”), Basic Lower Extremity functioning 
(activities primarily involving standing, stooping, and 
walking, e.g. “stepping on and off a bus”), and 
Advanced Lower Extremity functioning (activities invol
ving a high level of physical ability and endurance, e.g. 
“running 1/2 mile or more”). All four activities scaled 
(interval) scores can range from zero to 100 where 
a higher score means better functioning.

The LLFDI disability component measures participa
tion and includes 32 questions on a person’s perfor
mance of socially defined life tasks expected of an 
individual within a typical sociocultural and physical 
environment” (such as housekeeping or organised 
social activities) [12,14]. The component includes two 
separate dimensions, Participation frequency and 
Participation restrictions, with 16 questions each. The 
first 16 questions evaluate the individual´s participation 
frequency or regularity of performing life tasks and the 
other 16 evaluate limitations (due to contextual factors) 
in the capability of performing life tasks (participation 
restriction). Participation frequency questions are all 
phrased, “How often do you do . . . ?” with response 
options ranging from “very often” (5) to “never” (1). An 
example is “How often do you visit friends or family in 
their homes?” The answers are summed up and then 
transformed to scaled scores for Participation frequency 
(total) and two sub-domains. These are Social role for 
items reflecting the frequency of performing various 
social and community tasks, and Personal role for 
items reflecting the frequency of performing various 
personal tasks. Participation restriction questions are 
phrased, “To what extent do you feel limited in . . . ?” 
with response options ranging from “not at all” (5) to 
“completely” (1). An example here is “To what extent do 
you feel limited in visiting friends or family in their 
homes?” The answers are summed up and then trans
formed to scaled scores for Participation restriction 
(total) and two sub-domains, Instrumental role for 
items reflecting limitations in activities at home and in 
the community, and Management role for items reflect
ing limitations in organisation or management of social 
tasks. All participation scaled (interval) scores range 

from zero to 100 where a higher score means better 
functioning.

Data analysis

The IBM SPSS Statistics for Windows (version 26.0) was 
used for statistical analysis. Descriptive statistics pro
vided information on all variables´ central tendencies, 
distribution, frequencies, and proportions for all partici
pants and by groups: men versus women and younger 
(65–74 years) versus older (75–91 years) age group. To 
identify significant differences between groups, an 
independent sample t-test was used on continuous 
variables that met the criteria for parametric tests, 
a Chi-square test was used for all dichotomous back
ground variables, and a Mann-Whitney U test was used 
for the ordinal variable self-rated health. The level of 
significance was set at p < 0.05, and repeated testing 
was not corrected for. Finally, the ICF [8] was used as 
a framework to categorise participants’ barriers into: (a) 
health conditions or body function, (b) environmental 
factors, and (c) personal factors.

Results

Participants’ characteristics

Participants (N = 129) were from 65 to 91 years old, 
52.7% were women and all spoke Icelandic. Table 1 
presents the background characteristics of the partici
pants in total and analysed by gender and age group. 
Compared to men, more women lived alone, had family 
and friends in the neighbourhood, and received infor
mal caregiving, but fewer drove a car. Comparing 
younger-old (65–74 years) and older-old (75–91 years) 
participants revealed differences on all background 
characteristics, except on having children. The younger 
group scored higher on the MMSE, and additional ana
lysis of MMSE scores for all participants showed that 94 
(72.9%) scored 27–30 (out of 30), 29 (22.5%) scored 
22–26 and six (4.7%) scored 17–20.

Activities and participation

Table 2 presents the results from all ten LLFDI scales in 
total, by gender and age group. Within the LLFDI activ
ity scales, participants reported having the most diffi
culties in the Advanced Lower Extremity functioning 
and the fewest in the Upper Extremity functioning. 
Within the LLFDI participation scales, participants 
scored lower on participation frequency than participa
tion restriction.
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Analysis of the LLFDI results by gender showed that 
overall, men scored higher than women on the activity 
scales, except for Basic Lower Extremity functioning 
where gender difference was not significant. Despite 
women’s greater difficulty in activities, they scored 

significantly higher than men on LLFDI participation 
frequency and did not report more LLFDI participation 
restrictions than men.

Analysis of the LLFDI results by age showed that overall, 
the younger age group scored higher than the older one 

Table 1. Background characteristics (demographics and health) of community-dwelling adults aged 65 to 91 years and older in 
Southern Westfjords of Iceland, by gender and age group.

Background variables
Total 

N=129

Gender Age group

Women 
n=68

Men 
n=61 p-value*

65-74 years old 
n=62

75-91 years old 
n=67 p-value*

Age in years, mean (sd) 
[min-max]

75.1 (7.0) 
[65-91]

75.7 (7.0) 
[65-91]

74.4 (7.0) 
[65-88]

0.281

≥ 75 years old, n (%) 67 (52) 39 (57) 28 (469) 0.194
Lives in a village (not on a farm), n (%) 104 (80.6) 56 (82.4) 48 (78.7) 0.599 51 (82.3) 53 (79.1) 0.651
Years in school, mean (sd) 

[min-max]
8.2 (3.4) 

[2-18]
7.8 (2.9) 

[2-17]
8.6 (3.8) 

[2-18]
0.217 9.7 (3.6) 

[4-18]
6.7 (2.4) 

[2-14]
<0.001

Employed, n (%) 49 (38.0) 21 (30.9) 28 (45.9) 0.079 42 (67.7) 7 (10.4) <0.001
Married, n (%) 77 (59.7) 32 (47.1) 45 (73.8) 0.002 48 (77.8) 29 (43.3) <0.001
Lives alone, n (%) 41 (31.8) 28 (41.2) 13 (21.3) 0.016 10 (16.1) 31 (46.3) <0.001
Has at least one child nearby, n (%) 94 (75.2) 53 (80.3) 41 (69.5) 0.162 42 (67.7) 52 (77.6) 0.208
Has family and friends nearby, n (%) 122 (96.1) 66 (100.0) 56 (91.8) 0.018 57 (91.9) 65 (100.0) 0.019
Receives domestic services from the municipality, n (%) 31 (24.0) 19 (27.9) 12 (19.7) 0.272 3 (4.8) 28 (41.8) <0.001
Receives informal caregiving, n (%) 58 (45.3) 38 (55.9) 20 (33.3) 0.011 20 (32.3) 38 (57.6) 0.004
Uses a walking device, n (%) 34 (26.4) 15 (22.1) 19 (31.1) 0.242 6 (9.7) 28 (41.8) <0.001
Drives a car, n (%) 103 (79.8) 48 (70.6) 55 (90.2) 0.006 58 (93.5) 45 (67.2) <0.001
Has at least one chronic health condition, n (%) 91 (71.1) 48 (71.6) 43 (70.5) 0.886 39 (62.9) 52 (78.8) 0.048
Mini-Mental State Examination (MMSE), mean (sd) [min-max]** 27.2 (2.7) 

[17-30]
27.4 (2.8) 

[17-30]
27.0 (2.6) 

[19-30]
0.425 28.1 (2.3) 

[19-30]
26.4 (2.8) 

[17-30]
0.001

Self-rated health, n (%)
Very good 26 (20.2) 14 (20.6) 12 (19.7) 0.844 18 (29.0) 8 (11.9) 0.038
Good 54 (41.9) 27 (39.7) 27 (44.3) 24 (38.7) 30 (44.8)
Average 37 (28.7) 21 (30.9) 16 (26.2) 16 (25.8) 21 (31.3)
Bad 10 (7.8) 4 (5.9) 6 (9.8) 2 (3.2) 8 (11.9)
Very bad 2 (1.6) 2 (2.9) 0 (0.0) 2 (3.2) 0 (0.0)

* p-value of < 0.05 indicates a significant difference between groups, based on an independent sample t-test for continuous variables, a Chi-square test for 
dichotomous variables, and a Mann-Whitney U test for the ordinal self-rated health variable; ** MMSE scores range from zero to 30, with higher scores 
indicating better cognitive function. NB. Five of the background variables had one or two missing values, and percentages are based on those who 
responded to the questions: a child nearby (n = 128), family and friends nearby (n = 127), receives informal caregiving (n = 128), drives a car (n = 128), 
chronic health conditions (n = 128). 

Table 2. Activities and participation of community-dwelling adults aged 65 to 91 years old in Southern Westfjords of Iceland, by 
gender and age group.

Gender Age group

LLFDI variables, mean (sd) [min-max]*
Total 

N = 129
Women 
n = 68

Men 
n = 61 p-value**

65–74 years old 
n = 62

75–91 years old 
n = 67 p-value**

Activities (total) 64.7 (13.6) 
[36.9–100]

61.8 (11.8) 
[36.9–81.7]

68.0 (14.8) 
[41.3–100]

0.010 72.2 (12.2) 
[47.3–100]

57.8 (11.0) 
[36.9–90.3]

<0.001

Upper Extremity functioning 83.9 (15.5) 
[41–100]

78.2 (15.3) 
[41–100]

90.1 (13.2) 
[47.7–100]

<0.001 89.7 (12.0) 
[59.2–100]

78.5 (16.5) 
[41–100]

<0.001

Basic Lower Extremity functioning 76.1 (16.6) 
[42.2–100]

74.5 (17.1) 
[42.2–100]

77.8 (16.1) 
[51.8–100]

0.253 84.2 (15.3) 
[55.5–100]

68.5 (14.1) 
[42.2–100]

<0.001

Advanced Lower Extr. functioning 56.8 (19.5) 
[11.4–100]

53.1 (17.9) 
[11.4–88.6]

61.0 (20.5) 
[27.5–100]

0.020 67.0 (16.9) 
[27.7–100]

47.4 (16.9) 
[11.4–100]

<0.001

Participation frequency (total) 50.7 (5.4) 
[37.4–70.6]

52.2 (5.0) 
[37.4–63.6]

49.2 (5.4) 
[38.1–70.6]

0.001 52.0 (5.3) 
[43.2–70.6]

49.6 (5.2) 
[37.4–61.1]

0.011

Social role 45.5 (6.9) 
[23.8–70.3]

46.9 (6.3) 
[30.1–64.7]

44.0 (7.2) 
[23.8–70.3]

0.019 47.7 (7.0) 
[33.3–70.3]

43.5 (6.1) 
[23.8–54.9]

<0.001

Personal role 60.9 (14.5) 
[37.5–100]

63.4 (13.8) 
[37.5–100]

58.2 (15.0) 
[38.9–100]

0.044 61.2 (13.8) 
[40.3–100]

60.7 (15.3) 
[37.5–100]

0.862

Participation restriction (total) 73.8 (13.7) 
[44.9–100]

72.1 (13.5) 
[44.9–100]

75.6 (13.7) 
[47.9–100]

0.151 78.8 (12.6) 
[53.7–100]

69.1 (13.0) 
[44.9–100]

<0.001

Instrumental role 73.1 (14.8) 
[39.8–100]

71.0 (14.6) 
[39.8–100]

75.5 (14.7) 
[43.4–100]

0.084 78.6 (13.4) 
[44.5–100]

68.0 (14.2) 
[39.8–100]

<0.001

Management role 89.6 (11.6) 
[56–100]

90.2 (11.7) 
[60.1–100]

89.0 (11.7) 
[56–100]

0.588 93.0 (9.2) 
[67.5–100]

86.5 (12.8) 
[56–100]

<0.001

* All measures are subscales of the LLFDI (Late-Life Function and Disability Instrument). All measures on activities and participation range from 0 to 100 and 
higher scores mean higher functioning; **p-value of < 0.05 indicates a significant difference between groups, based on an independent sample t-test. 
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on nine out of ten measures of activity and participation. 
One LLFDI scale, Personal role, reflected no differences.

Majority of participants (61.2%) indicated at least one 
item in which participation was somewhat, a lot, or com
pletely restricted due to internal or external barriers. 
Reporting participation restrictions was significantly 
(p = 0.012) more prevalent in the older age group than 
the younger, but the prevalence was the same (p = 0.816) 
among women and men. Barriers were varied (see Figure 
3) and reflected participants’ health conditions (e.g. rheu
matic diseases), impaired physical function (e.g. lack of 
balance or self-confidence), social environment (e.g. lack 
of assistance or encouragement), physical environment 
(e.g. geographical isolation), and personal factors (e.g. 
lack of interest or daily routine). A few barriers were 
labelled as “other/unclassified”, yet linked to the health 
condition, physical function or mental function.

Discussion

This research reveals the overall prevalence of activities, 
participation frequency and participation restrictions 
among older community-dwelling adults. The results con
firm that with increasing age, older-old community- 
dwelling adults are more likely than younger-old to report 
difficulties in a variety of activities in their daily lives. 
Furthermore, higher age was generally associated with 
a less frequent participation and more participation restric
tions. Overall, participation frequency was low. However, 
the respondents did not necessarily associate low participa
tion frequency with participation restrictions, as the scores 
on all the LLFDI participation restriction scales were rela
tively high. Women described more difficulties in activities 
than men, but this was not reflected in lower scores in 

participation frequency or perceived participation restric
tions. In addition to these findings, the study highlights the 
variety of barriers that older adults need to overcome to be 
independent and able to participate in the community.

The following limitations and strengths should be 
kept in mind when interpreting/generalising the results 
of this study. The research area was limited to Southern 
Westfjords of Iceland; however, the results may be of 
value for other remote and arctic areas where the cul
ture can be labelled as Western. The sample size was 
small, which reduced the possibility of further analysis 
of the data. Therefore, the results are for the total 
research area, and do not reflect potential differences 
in age distribution and service options among the small 
villages and the agricultural farming parts. However, the 
small sample size and the fact that the study was in 
a restricted area allowed visits to all participants, includ
ing face-to-face interviews and no need to exclude any
one due to hearing or vision impairments or difficulty in 
writing. This resulted in a participation rate of over 80% 
which is considered very good. Apart from one standar
dised test (MMSE), self-assessment questionnaires were 
used to collect data, which always includes a risk that 
participants will overestimate or underestimate their 
capacity and participation. However, questionnaires 
are a practical way to gather information about daily 
activities and participation, and the psychometric prop
erties of the LLFDI in comparable populations [19–21], 
support the validity of the data.

Results from both the activity and participation com
ponents of the LLFDI are displayed in scaled scores 
ranging from zero to 100. There are no truly norma
tive/standard scores or criterion scores available for this 
Icelandic age group and therefore comparison of these 

Figure 3. Most commonly mentioned barriers to participation in the total sample (N = 129). The number of participants stating 
a given barrier is shown in parentheses.
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results can only be done between demographic groups 
in our own study, and with results from other studies 
using the LLFDI. Our participants described Upper 
Extremity functioning, Basic Lower Extremity function
ing, and Advanced Lower Extremity functioning that 
were all quite comparable to reports from older adults 
in a study among urban and rural Icelanders [2]. 
However, compared to older community-dwelling peo
ple in Sweden [19], our participants had higher total 
scores for activities (64.7 versus 58.0). This may be 
explained by differences in both demographics and 
health status as the Swedish group (54 women and 8 
men aged 68–88 years) was attending balance training 
at a hospital, while the Icelandic group was a general 
older population sample. In our study the highest 
scores were for Upper Extremity functioning and the 
lowest for Advanced Lower Extremity functioning, 
which is consistent with other studies [19,22].

Generally, the results reflect how women experience 
more limitations in activities than men, both in Upper 
Extremity and Advanced Lower Extremity functioning. 
Similar gender differences have been observed in other 
studies in older Icelanders [2,23], and this difference in the 
physical capacity of older women and men is known 
worldwide. Explanations include biological differences, 
gender-based lifestyles and different gender roles in life 
[22]. Our results also confirm research revealing that activ
ity limitations increase with age and are most pronounced 
among people who have reached 75 years [24].

Older residents of the Southern Westfjords had 
comparable scores on the participation frequency 
scale as older Icelanders in another study [2], and 
in both cases the scores were relatively low. But the 
older adults did not report a matching participation 
restriction, which may indicate that their low fre
quency of participation was based on own choice/ 
preferences rather than experienced internal or 
external barriers. These findings differ from studies 
that have shown that older people with impaired 
functioning tend to think that barriers in their envir
onment are the main reason for low participation 
[25,26]. On other hand it aligns with the socioemo
tional selectivity theory [27], when older people 
decide to narrow their goals and life tasks to fit 
the resources that are available to them. Research 
has shown such self-regulation strategies to be 
effective in optimising ageing, especially among 
people with multiple chronic conditions [28]. The 
highest score on the LLFDI in our study was 89.6 
for the management role and the lowest was 45.5 
for the social role. This might indicate that despite 
geographical isolation, deteriorating health and phy
sical limitations, older adults in Southern Westfjords 

generally consider themselves to be in control of 
their lives and that the low frequency of social par
ticipation is based on their own choice or limited 
social activities available. Importantly though, the 
older age group experienced more participation 
restrictions and participated less frequently than 
those who were younger. This may be because 
a large proportion of the younger age group had 
not retired, but was still employed and therefore 
more socially active than those who were older 
[29]. Participation in the labour market, however, 
does not explain the more frequent overall partici
pation of women than men, where the women 
scored higher for both personal role and social 
role. Interestingly, there was no age group differ
ence in the frequency of personal role (self-care), 
which might be because this takes place primarily 
within the home [30], and is essential for people 
who live independently in the community.

A report on health in the OECD countries, shows 
that although Iceland is still a relatively “young 
nation”, Icelanders have a very high life expectancy, 
both at birth and after 65. Furthermore, healthy life 
expectancy at the age of 65 in Iceland was the high
est of all the European countries in 2013 [31]. The 
healthy life expectancy of 15 years at the age of 65 
supports that when people reach 80 they may expect 
to experience declining health and functioning, which 
influences their life roles. In the same OECD report, 
a projection predicts that by the year 2050, 8% of the 
Icelandic nation will be 80 years and older. An 
expanding number of older adults increases the 
need to study the lives of this population group to 
find ways to promote health and functioning and 
organise future welfare services. The aim of such 
service should be to support longer life with optimal 
activities and participation. In this context, preventive 
efforts and health promotion among older people 
become more important with each year that goes 
by [31]. Thus, there is a need for increased home 
services that extend to people in sparsely populated 
and remote areas, and these services must be based 
on factual knowledge and research. The current study 
is one step in this process and its main results have 
already been introduced to representatives of the 
Southern Westfjords community.
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