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Abstract 

Patients with multimorbidity in hospital, owing to their intricate medical conditions, get 
advantages from a care management strategy headed by nurses. This care management strategy 
facilitates more accurate assessment of patients' needs and employs a person-centred approach. 
The objective of this scoping study is to delineate the nurse-led care management approaches for 
patients with multiple chronic conditions in hospital settings. This review adhered to the JBI 
approach for conducting scoping reviews. The search included the worldwide databases Web of 
Science, CINAHL, MEDLINE, Nursing & Allied Health Collection, as well as grey literature. 
The data revealed three distinct groups of nurse-led care management models: nurse-led 
programs, case management, and nurse facilitator models. The interventions were centered on 
training, providing assistance upon release, doing follow-up, promoting health, and delivering 
patient-centered care. A key feature of nurse-led care models is the emphasis on placing the 
patient at the center. This includes helping patients develop skills to manage their own diseases, 
preparing them for leaving the hospital, and ensuring a smooth transition of care in the 
community. 
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1. Introduction 

Between 1990 and 2017, there was a 7.4-year rise in life expectancy, with some 
industrialized nations attaining a life expectancy of 80 years (Kyu et al., 2018). According to a 
study by Clerencia-Sierra et al. (2015), the average number of chronic illnesses in the general 
population over 80 years of age is about 5. However, this number jumps to 8 among hospitalized 
patients in the same age group. Within the European Union, four non-communicable illnesses, 
including cardiovascular disease, cancer, chronic obstructive pulmonary disease, and diabetes, 
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are responsible for around 86% of deaths and 77% of all ailments (World Health Organization, 
2018). 

Chronic illnesses, as defined by the Centers for Disease Control and Prevention, are 
problems that persist for at least one year and need ongoing medical attention. These conditions 
may impede the performance of everyday tasks or have an impact on both physical and mental 
well-being (Centers for Disease Control and Prevention, 2019). Multimorbidity is often defined 
as the presence of two or more chronic illnesses (Mercer & Chris Salisbury, 2014). This state 
may heighten susceptibility, as shown by the fact that older individuals who succumbed to 
COVID-19 had an average of 2.7 pre-existing chronic ailments (Marengoni et al., 2021). 

Health systems in Europe sometimes prioritize medical specializations or focus on certain 
diseases, which may lead to a lack of patient-centered treatment (Baker & Fatoye, 2019; Crowe 
et al., 2019; Silva et al., 2020). Therefore, it is necessary to develop a model that takes into 
account the intricacies of multimorbidity (Struckmann et al., 2018). Patients with multimorbidity 
are vulnerable owing to fragmented treatment involving several health experts. To provide 
clarity, it is important to establish a precise description and synthesis of the responsibilities of 
every healthcare practitioner (Doessing & Burau, 2015).  

An analysis examining patterns and factors contributing to hospital readmission revealed that 
individuals aged 65 years and older with multiple chronic illnesses had the highest occurrence of 
unplanned readmission within 30 days. Furthermore, 70% of patients in this group were affected 
by two or more chronic diseases (Berry et al., 2018). An analysis of the literature on hospital 
readmission in older adults found that their first experience of being hospitalized was marked by 
a sense of being unprepared for discharge and unsure about what would happen after leaving the 
hospital. Specifically, they perceived that community services were either unavailable or 
insufficient (Blakey et al., 2017). It is preferable to use a patient-centric strategy that involves 
patients more in the discharge process. This will help in accurately identifying the requirements 
of patients with multiple health conditions and ensuring a smooth transition of care between 
secondary and primary healthcare sectors for these patients (Davis et al., 2020). 

2. Nurses Interventions 

Nurses, although being part of multidisciplinary teams, are particularly well-suited to provide 
health education via their ability to facilitate learning and advocate for patients and families 
(Bodenheimer et al., 2005). A scoping review recently published revealed that nurse-led care 
models for patients with complex chronic diseases are predominantly led by nurse practitioners 
(NPs) in Canada and the United States, while in the United Kingdom and Australia, these models 
are led by an advanced clinical nurse (Gordon et al., 2019). The research did not find any 
evidence of a clinical nurse specialist (CNS) model of care. The authors stated that there is a 
need to clarify and improve nurse-led care models (Gordon et al., 2019).  
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There are several definitions of nurse-led care management that may be found in the 
literature. The Care Coordination Task Force, headed by the American Nurses Association and 
the American Academy of Nursing, establishes the fundamental principles of the concept for this 
examination. These principles emphasize the significance of placing the patient and their family 
at the center, involving the patient in their care, integrating care, and ensuring a comprehensive 
continuum of care in all care coordination models (Lamb et al., 2015). The terms nurse 
navigator, case manager, and care coordinator are used to describe nurse-led care models 
discussed in the literature. The nurse navigator care model is commonly, though not exclusively, 
linked to cancer, while the other models are associated with chronic disease and multimorbidity 
(McMurray & Cooper, 2017; Struckmann et al., 2018).  

3. Nurse-led care models 

The many definitions of nurse-led care models might hinder the identification of similarities 
and differences between the models, as well as the circumstances in which they are used and 
their influence on patients with multimorbidity (Conway et al., 2019; Gordon et al., 2019). 
Current care models primarily address individual diseases and do not include the presence of 
several chronic conditions. Additionally, care models led by nurses have not been well studied or 
described in the available literature (Kelly et al., 2019; Struckmann et al., 2018). Further 
investigation is necessary to examine the specific settings, such as hospitals or communities, 
where nurse-led models have been effectively implemented to address the population's 
requirements (Gordon et al., 2019). An initial search of MEDLINE, CINAHL, and JBI Evidence 
Synthesis was conducted, but no recent or ongoing scoping studies or systematic reviews of 
nurse-led care management models for patients with multiple chronic conditions in the hospital 
context were found. 

There is a significant body of research in the literature that focuses on nurse-led care models 
for patients with a single chronic illness, such as diabetes or chronic obstructive pulmonary 
disease. However, it has been shown that this sort of care model may have particularly beneficial 
outcomes for patients with multimorbidity (Ehrlich et al., 2013). Nurses play a crucial role in 
managing chronic conditions by providing advanced care coordination. This is necessary because 
patients with chronic conditions have complex needs and are often in complex funding 
environments. Advanced care coordination offers a valuable opportunity to effectively 
coordinate the care of patients with multiple chronic conditions, such as those with 
multimorbidity (Gordon et al., 2019). The primary concern of multimorbidity is the presence of 
many chronic illnesses that have an influence on the treatment, functioning, quality of life, 
morbidity, and mortality of patients. Therefore, a comprehensive and patient-centered strategy, 
such as nurse-led clinics or nurse-led interventions, is more appropriate for the care of these 
patients (Radner et al., 2014).  

The results categorize nurse-led care models into three categories: (1) based on nurses' 
interventions in managing patients' health conditions; (2) considering nurses' various 
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competencies; and (3) focusing on nurses' role as facilitators in guiding multimorbidity patients 
through healthcare systems. The first category includes "nurse-led programs" such as "nurse-led 
clinics," "nurse-led interventions," and a "nurse-led discharge program." The second category is 
"case management," which encompasses designations like CNS, NP, and "nurse case 
management." The third category is "models of nurse facilitator," which consists of "nurse 
navigators," "care coordinators," and the "transitional care model."  

The primary models found in this analysis emphasized comprehensive illness treatment, 
including the monitoring of medication use, patient education and training, promotion of self-
management, and improvement of health outcomes. Nurses has the capacity to actively 
contribute to and exert impact on the management of chronic diseases by integrating care, hence 
assuring patient safety, especially in the realm of medication management during transitions of 
care (Kollerup et al., 2018; Lee et al., 2017; Yamane et al., 2020).  

The evaluation of patients is crucial in nurse-led care models, since it enhances 
understanding of the patient and offers precise direction for planning. This evaluation takes place 
in the hospital's acute care environment prior to the patient's release (Zhao & Wong, 2009). 
Improving the patient's condition seems to promote their involvement in nursing care (Tobiano et 
al., 2016), which may explain why this form of intervention is often seen in many programs.  

Regarding the competences of nurses, the analyzed studies include several kinds of nurses 
who are engaged in nursing care models for patients with multiple chronic conditions. These 
include Clinical Nurse Specialists (CNS), Nurse Practitioners (NP), Advanced Practice Nurses 
(APN), and Registered Nurses (RN). Legislative measures and regulatory criteria will be 
required to clearly and precisely establish the exact skills and abilities that nurses must possess in 
order to provide care for these patients. This will help to define and improve the nursing care 
models for these individuals (Gordon et al., 2019). 

Nurse-led transitional care programs provide a complete biopsychosocial approach to 
treatment and support within the same environment (Coyne et al., 2019). The implementation of 
a nurse-led transitional care approach has been shown to effectively improve health-related 
knowledge and adherence behavior in patients with chronic diseases, while also reducing service 
use and costs in this vulnerable group (Markle et al., 2020; Zhao & Wong, 2009). Acquiring this 
information will enhance self-management, a crucial factor in maximizing health outcomes for 
individuals with chronic conditions and reducing healthcare costs (Ko et al., 2018).  

The nurse navigator care approach prioritizes facilitating access to diagnosis and treatment, 
offering social and instrumental support, coordinating care, eliminating obstacles, and guiding 
patients through the healthcare system to provide prompt, effective, and suitable care. Nurse 
navigators form a collaborative alliance aimed at fostering patient autonomy and facilitating their 
ability to independently manage their treatment, including understanding when and how to use 
the resources that are accessible to them (Byrne et al., 2020; Coyne et al., 2020). 
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4. Elements seen across the different models were the nurses' involvement and the 
focus on patient-centred care 

The found commonalities include the fact that all models are led by nurses and prioritize the 
improvement of patients' health condition and the smooth transfer of care from the hospital to the 
community. Enabling patients to take charge of their own treatment may be a more streamlined 
approach to managing the care of patients with many chronic conditions (Coster et al., 2018; 
Scholz Mellum et al., 2019). According to a recent systematic study by Lee et al. (2020), nurse-
led care was shown to have notable beneficial benefits on patients with multimorbidity, namely 
in terms of self-rated health, anxiety, sadness, and self-efficacy. 

The variations in the nurses' responsibilities within various models mostly stem from their 
level of expertise and professional specialization. The variations in these factors impact the kind 
of interventions that nurses provide for patients, as well as their level of independence in 
managing care. The level of autonomy and differentiation in therapies is directly proportional to 
the nurses' proficiency in making intricate judgments within a certain clinical specialty (Gordon 
et al., 2019; Hudson et al., 2014).  

Several treatments have been discovered in these types of models, including home visits, 
telephone follow-up, patient education, increasing self-management, and engaging patients, 
among others. Nurse-led activities of this kind have the potential to decrease patient visits to the 
emergency department and readmissions by promptly identifying symptoms, facilitating quick 
referrals and consultations, and implementing swift treatments (LeBar, 2020). Patients with 
multimorbidity need a multi-professional approach and strong cooperation in order to meet their 
complicated requirements and achieve optimal results (Looman et al., 2021).  

A research conducted in the United States revealed that 90% of patients who were admitted 
to the hospital with chronic disorders had two or more chronic diseases. Additionally, among 
those who were hospitalized for acute diseases that might have been prevented, almost 80% had 
multiple chronic diseases (Skinner et al., 2016). Enhancing the coordination of treatment, closely 
monitoring patients' situations, and guiding them towards more suitable healthcare facilities 
might lead to improved health outcomes and a more effective use of healthcare resources (Davis 
et al., 2020; Skinner et al., 2016). There has been a growing focus on patients with 
multimorbidity in recent years, leading to the development of innovative approaches to address 
their needs. However, in order for the models to function optimally and be suitably tailored to the 
genuine requirements of the patients, more study is necessary (Hoffman et al., 2019).  

It is important to design services for patients with multimorbidity in a culturally appropriate 
manner, with the goal of enhancing or preserving their self-management skills, knowledge, and 
confidence at different levels of engagement. For instance, nurses can develop coaching 
interventions to achieve this objective (Budge et al., 2020). In order to establish a patient-centric 
care plan, it is essential for individuals with many chronic conditions to adopt a comprehensive 
perspective and cultivate self-management abilities. This will enable them to feel empowered 
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and actively involved in their healthcare journey (Looman et al., 2021). One way to do this is by 
creating comprehensive hospital discharge planning and community coordination programs, 
which may include home visits or follow-up phone calls following release.  

The idea of nurse-led models is described using various terminology, and even the index 
terms are inconsistent, which poses a challenge in ensuring the search's sensitivity. The inclusion 
criteria were restricted to research conducted in English, potentially resulting in the exclusion of 
relevant studies published in other languages.  

5. Conclusions  

The analysis identifies numerous care models that are mostly driven by nurses, either 
individually or as part of multidisciplinary teams. These models use a holistic approach to 
patients with multimorbidity. The patient's centrality is a universal trait of all models, and nurses 
are well-positioned to take the lead in implementing various care models.  

Developing proficiency in managing one's own health conditions, preparing for release from 
the hospital, and ensuring seamless healthcare in the community are key elements in the different 
models. Most models emphasized the importance of health education in empowering individuals 
with multiple chronic conditions. Additionally, certain models were identified as providing 
support and guidance to patients as they navigate the healthcare system and seek timely, 
effective, and appropriate treatment for their illnesses.  

Nurses in various models possess the necessary professional growth and skill levels to 
exercise autonomy in leading these models. The frequency of parallels across the models 
outweighed that of differences, with the variations mostly pertaining to the varying roles of 
nurses across different settings and nations.  

The interventions that define the models promote vigilant monitoring of patients with 
multimorbidity after their release from the hospital. These interventions include nurse home 
visits, telephone follow-up, emotional support, provision of information, tailored care, and health 
education programs. These actions and concepts of nurse-led models may be modified to suit 
various hospital contexts, potentially resulting in positive health outcomes.  
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