BMC Gerlatrlcs https://doi.org/10.1186/s12877-026-07325-w
Article in Press

Self-care needs in an aged population living
with a chronic condition or multimorbidity: a
systematic review

Received: 20 February 2024 Maria Marques, Vanessa Nicolau, Susana Mendonca, José Moreira, Rute Pires, Miguel
Accepted: 6 March 2026 Pedrosa, César Fonseca, Lara Pinho, Ana Escoval, Margarida Goes, Henrique Oliveira,
Published online: 18 March 2026 Clatidia Mendes & Isabel Bico

Cite this article as: Marques M.,

Nicolau V., Mendonca S. et al. Self-care We are providing an unedited version of this manuscript to give early access to its
needs in an aged population living with findings. Before final publication, the manuscript will undergo further editing. Please
a chronic condition or multimorbidity: note there may be errors present which affect the content, and all legal disclaimers

a systematic review. BMC Geriatr apply.

(2026). https://doi.org/10.1186/

§12877-026-07325-w If this paper is publishing under a Transparent Peer Review model then Peer

Review reports will publish with the final article.

©The Author(s) 2026. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International
License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you give appropriate credit
to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the licensed material. You do

not have permission under this licence to share adapted material derived from this article or parts of it. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.


https://doi.org/10.1186/s12877-026-07325-w
https://doi.org/10.1186/s12877-026-07325-w
https://doi.org/10.1186/s12877-026-07325-w
http://creativecommons.org/licenses/by-nc-nd/4.0

Self-care needs in an aged population living with a chronic condition or

multimorbidity: a systematic review

Maria Marques > Vanessa Nicolau 2, Susana Mendonga *’, José Moreira ', Rute Pires *, Miguel Pedrosa *,
César Fonseca >, Lara Pinho *, Ana Escoval >, Margarida Goes '°, Henrique Oliveira *°, Clatidia Mendes ',

and Isabel Bico'?

1 Nursing Department, University of Evora, 7000-811 Evora, Portugal

2 NOVA National School of Public Health, Public Health Research Center, Comprehensive Health

Research Center, CHRC, NOVA University Lisbon, Lisbon, Portugal

3 Comprehensive Health Research Centre (CHRC), 7000-811 Evora, Portugal
4 Unidade Local de Saude do Alentejo Central, EPE, 7000-81 1 Evora, Portugal
5 Instituto de Telecomunicagdes, 3810 - 193 Aveiro, Portugal

6 Escola Superior de Saude, Instituto Politécnico de Viana do Castelo, Portugal

7 Escola Superior de Enfermagem - Universidade de Lisboa

Corresponding author: Isabel Bico
Largo do Sr. da Pobreza 2B, 7000-811, Evora, Portugal
phone: 266 730 300

isabelbico@uevora.pt

E-mail address of authors:

MM: mcmarques@uevora.pt



https://www.google.com/search?rlz=1C1FCXM_pt-PTPT950PT950&sxsrf=ALiCzsYculbmg_XoP1wEQNH1awaJLqyHBg:1666282415183&q=escola+superior+de+enfermagem+s%C3%A3o+jo%C3%A3o+de+deus+telefone&ludocid=17250875041144507224&sa=X&ved=2ahUKEwj49M7bme_6AhXQw4UKHX20CRUQ6BN6BAheEAI
mailto:mcmarques@uevora.pt
mailto:isabelbico@uevora.pt
https://www.google.com/search?q=s%C3%A3o+jo%C3%A3o+deus++%C3%89vora+University%2C+%C3%89vora&rlz=1C1FCXM_pt-PTPT950PT950&sxsrf=ALiCzsaznHtt7mN22vJMxglFFzzwNdDj0A%3A1666282401841&ei=oXNRY-T6MpqklwSGyKWgAQ&ved=0ahUKEwikz6DVme_6AhUa0oUKHQZkCRQQ4dUDCA8&uact=5&oq=s%C3%A3o+jo%C3%A3o+deus++%C3%89vora+University%2C+%C3%89vora&gs_lcp=Cgdnd3Mtd2l6EAMyBQgAEKIEMgUIABCiBDIFCAAQogQyBQgAEKIESgQIQRgASgQIRhgAUABYpR1gmSBoAHABeACAAdIBiAHJDpIBBjEuMTEuMpgBAKABAcABAQ&sclient=gws-wiz

VN: vnicolau@ensp.unl.pt

SM: susana.mendonca@esel.pt

JM: jose.moreira@uevora.pt

RP: ruteisabelpires@gmail.com

MP: mpp_12@sapo.pt

CF: cfonseca@uevora.pt

LP: l.pinho@ess.ipve.pt

AE: anaescoval@ensp.unl.pt

MG: mgoes(@uevora.pt

HO: hjmo@]Ix.it.pt

CM: klaudinha@jicloud.com

IB: isabelbico@uevora.pt

Keywords: Self-care; chronic condition; multimorbidity; aged; needs assessment; people-centred
care; older adults.

Word count:
Abstract: 231/350

Main text: 4971/5000


mailto:isabelbico@uevora.pt
mailto:klaudinha@icloud.com
mailto:hjmo@lx.it.pt
mailto:mgoes@uevora.pt
mailto:anaescoval@ensp.unl.pt
mailto:l.pinho@ess.ipvc.pt
mailto:cfonseca@uevora.pt
mailto:mpp_12@sapo.pt
mailto:ruteisabelpires@gmail.com
mailto:jose.moreira@uevora.pt
mailto:susana.mendonca@esel.pt
mailto:vnicolau@ensp.unl.pt

Abstract

Background: A increase in average life expectancy leads us to an older population with
multimorbidity. Understanding their self-care needs is essential for a response that promotes self-

care with better health outcomes.

Methods: A systematic review was performed to identify the self-care needs of an aged population
living in their own residency with a chronic condition or multiple chronic conditions, in high
income countries. Any approach designed and implemented to assess self-care needs was
considered, with no restrictions applied to study designs. Two electronic databases were searched,
MEDLINE (PubMed) and Web of Science, between the 1* of January 2017, and the 28" of April
2023, and structured according to the guidelines of the Joanna Briggs Institute (JBI). A narrative
synthesis approach was adopted to extract, synthesize, and analyse the data.

Results: In the included studies (n=14), which identified self-care needs in older people with
multimorbidity, they considered threc dimensions: Self-maintenance; Self-monitoring and Self-
management. The methods and tools that researchers used most frequently to identify and analyse
self-care needs were questionnaires and interviews. All the participants with self-care needs had
two or more chronic pathologies (diabetes, cardiovascular disease, arthritis, kidney disease, among
others), although some didn't mention them specifically.

Conclusions: Self-care for older people with multimorbidity who are not institutionalized is
fundamental, with an integrated approach to their health process, with healthcare aimed at their

individual needs.

Registration: PROSPERO, number CRD42023429034.
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Background

Advances in living conditions and health care have contributed to an increase in average life
expectancy but have also brought new challenges for health systems. While socio-economic
improvements and advances in healthcare have potentially reduced the incidence of certain
diseases and increased longevity, they have also created a context in which multimorbidity has
become more frequent, especially in older populations [1], 2], [3]. Multimorbidity, commonly
defined in medical literature as the presence of two or more chronic diseases in the same person
(Abebe et al.), is a relevant public heaith problem that needs to be considered (Vogeli et al.) [4],
[5]. Data collected between 1992-2017 from a meta-analysis show that the overall prevalence of
multimorbidity in the cominunity was 33.1 % [6]. According to WHO data, the pace of population
ageing will accelerate and, between 2015 and 2050, the percentage of the world's population aged
over 60 will almost double, from 12% to 22%, and the number of people aged 80 and over will
triple between 2020 and 2050, reaching 426 million [7]. The prevalence of multimorbidity
increases with age, peaking between the ages of 80 and 90 [7]. However, chronological age in
relation to ageing does not have a standard value. For the WHO, the elderly are considered to be
those aged 60 or over in developing countries, while in developed countries, this stage of life

officially begins at the age of 65 [8]. People with two or more morbidities have a risk of death 1.73

times higher than people without multimorbidity [9]. A small percentage of the population lives
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with a chronic illness, with the largest percentage suffering from four or more chronic illnesses
[7], [10]. WHO defines chronic diseases as diseases of long duration and generally slow
progression In Europe, the most prevalent chronic diseases are heart disease, cancer, respiratory
disease, diabetes and mental health problems [8]. Given their vulnerability, the elderly are exposed
to multiple negative consequences, including a high mortality rate, greater use of healthcare and
increased healthcare costs, influencing general functioning and quality of life [9], [11], [12], [13],
[14]. Therefore, and considering the reduction in decision-making capacity due to the vulnerability
of the elderly, a clear orientation towards self-care is essential [15]. Self-care represents the set of
actions that a person takes towards their health and well-being [16]. Focusing their study on people
with chronic illnesses, Riegel and colleagues defined self-care as activities carried out with the
aim of improving and restoring health and well-being, as well as tieating or preventing illness [17].
The concept of self-care as a universal human need received a fundamental contribution from
Orem in his Self-Care Nursing Model [18], which is based on the Self-Care Deficit Nursing Theory
[19]. This theory argues that nurses are responsible forasio recognising and addressing patients'
self-care deficits and promoting their ability to act to improve their return to independence and
health [18], [20]. Person-centred care facilitates trust and is associated with better health
outcomes [21]. Support for disease self-management is a crucial strategy for reducing the overall
burden of chronic diseases and has had positive effects on the health outcomes of these people [22],
[23], [24]. The global burden of chronic diseases results, in part, from individuals' inability to take
care of themselves [25], [26], [27]. There are many benefits of self-care interventions [28], [29],
which resulted in the publication of the WHO Guidelines on Self-Care Interventions in 2019 [30]
and 2021 [31]. Self-care is the ability of individuals, families, and communities to promote and

maintain health, prevent illness and cope with disability, with or without the support of a healthcare



provider [32], [33], [34]. Webber et al. developed the framework "The Seven Pillars of Self-Care"
(7PSC), which emphasises the importance of (i) health knowledge and literacy, (ii) mental well-
being, self-awareness, and capacity for action, (iii) physical activity, (iv) healthy eating, (v) risk
prevention and reduction, (vi) good hygiene and (vii) rational use of products and services [35].
The literature shows several positive aspects that result from improved self-care [36], [37], [38],
[39], [40], [41], [42]. Empowering older people to meet their self-care requirements allows for
greater patient autonomy, reduced dependency on health services and improved long-term
outcomes [43], [44], [45], [46], [47]. Self-care, in fact, has been recognized as an integral pillar
for achieving health for all, and an important step in evaluating the effectiveness of these
interventions is to measure an individual's ability to manage their own health and well-being [48],
[49]. There are already several instruments that make it possible to measure an individual's
capacity and ability to look after themselves in specific health conditions or in distinct population
groups, such as the elderly [50], [51], [17].

Despite the growing interest in scli-care and self-management among people living with chronic
conditions, current evidence remains fragmented. Several reviews have addressed self-care
behaviours, self-management interventions, or measurement instruments in specific chronic
diseases or broader adult populations. However, there is still limited evidence synthesizing the
specific self-care needs of older adults living at home with multimorbidity, particularly focusing
on how these needs are identified and assessed in empirical studies. Existing studies often focus
on single diseases, institutionalized populations, or specific interventions rather than the broader
spectrum of self-care needs in older adults living independently. Therefore, there is a need to
synthesize the available evidence regarding the types of self-care needs experienced by

community-dwelling older adults with chronic conditions or multimorbidity and the methods used



to assess them, to support the development of person-centred care strategies and more targeted
interventions.

Ensuring a healthy life and promoting well-being at all ages is one of the WHO's sustainable
development goals for 2030 [52], [53]. This review seeks to identify the self-care needs of an

elderly population living in their own home with a chronic illness or multiple chronic illnesses.

Methods

Study Design

The systematic review was guided by the question “Which self-care needs are identified in an aged
population living in their own residency with a chronic condition or multiple chronic conditions?
was performed to identify the self-care needs of an aged population living in their own residency
with a chronic condition or multiple chionic conditions, in high income countries. This review was
conducted in accordance with the Joanna Briggs Institute (JBI) methodological framework for
mixed-methods systematic reviews, which allows the integration of evidence from quantitative,
qualitative, and mixed-methods studies [54], [55], [56]. A protocol is published in the International
Prospective Register of Systematic Reviews (registration CRD42023429034). Considering the
protocol that was registered, the review underwent slight changes, namely the inclusion of one
additional database in the search, and the latest version of the PRISMA statement checklist, trailed
our methodology [57]. The research question and the protocol design were reviewed by four

authors (IB, JM, SM, VN).



Search Strategy

Three electronic databases were searched, MEDLINE (PubMed), Web of Science and CINAHL,
using a search query that mixed controlled vocabulary terms (MeSH), with relevance to our topic,
with a wide variety of keywords and terms, that, from our experience, are found in the literature
and often used interchangeably (see Additional file 1). Minor modifications were applied to fulfil
specific requirements between the two databases. The search strategy was tested and refined by
four authors (IB, JM, SM, VN). The review comprised a six-year period, between the 1* of January

2017, and the 28" of April 2023, and an update on a 1* of February.

Data Selection

The files with the complete list of records identified were uploaded and managed for study
selection and screening process in the Rayyan software. The inclusion eligibility criteria were
grounded in the PICOS framework and aged population (65 or over years old) living with a chronic
condition, in their own resideiicy, and nondependent in performing their daily care activities (see
Table 1) [58]. As inclusion criteria, the type of study was also considered (those employing
quantitative, qualitative, and mixed methods designs). Exclusion was determined by the following
criteria: (a) not written in English; (b) not reporting studies from high-income economies; (c)
without full text; and (d) reporting systematic reviews, conferences abstracts, editorials, opinion
pieces, dissertations, and research protocols. Income groups were defined according to the World
Bank country classification by income level (2024—2025), which categorizes economies into four
groups (low, lower-middle, upper-middle, and high income) based on Gross National Income per

capita [59], [60].



Quality Assessment

The evaluation of the methodological quality of included studies was performed by four
researchers (IB, JM, SM, VN), in accordance with the Joanna Briggs Institute (JBI) guidelines and
following a individual approach [54], [55]. The JBI guidelines propose a set of critical appraisal
tools covering different study designs [54], [55]. The checklist score was as follows: "Yes" with 1
point, "No" and "Unclear" with 0 points. Each tool criteria were classified according to the
researcher decision, as a “yes” if the criterion is met, as a “no” if the criterion is unmet, as
“unclear”, or “not applicable”. A second and a third reviewer were consulted if decisions could
not be made with assurance, and inconsistencies were resolved by consensus. The sum of the
points was classified from 70% of the items present, considering tlic reccommendations. Thus, a
score between 70-79% of the checklist criteria was classified as medium quality, between 80-90%

N

was assigned high quality, and a score greater than 90% of the criteria was classified as excellent

quality.

Data Extraction

Data extraction was performed by four researchers (IB, JM, SM, VN), responsible for extracting
and checking data. When relevant information required for data extraction was missing or unclear,
attempts were made to contact the corresponding authors of the primary studies by email to request
additional data or clarification. When authors did not respond or the requested information was
not available, studies for which the missing information prevented appropriate data extraction or
interpretation were excluded from the review. A data extraction form developed by the authors
was used to systematically collect information from the included studies. The form was explicitly

designed in alignment with the review question and objectives, ensuring that all relevant variables



related to the identification and assessment of self-care needs were captured. The data extraction
form was structured using a standardized format supported by an Excel spreadsheet. The form
included the following variables: country, type of study, study design, primary and secondary
objectives, setting, chronic conditions, targeted population, self-care concept, type of self-care

needs measured, methods and tools to measure self-care.

Data Synthesis

Given the heterogeneity of the included studies in terms of study design, population characteristics,
and methods used to assess self-care needs, a narrative synthesis approach was adopted to integrate
the findings. This approach enabled the systematic organization aiid interpretation of both
quantitative and qualitative evidence. Extracted data fror the included studies were compared and
grouped according to similarities in reported self-care needs, methodological approaches used to
assess these needs, and characteristics of the target populations. The synthesis focused on
identifying recurring patterns and key themes related to self-care needs among community-
dwelling older adults with chronic conditions or multimorbidity.

To facilitate the interpretation of the findings, the identified self-care needs were categorized
according to the Middle-Range Theory of Self-Care of Chronic Illness: self-care maintenance,
self-care monitoring, and self-care management. This theoretical framework supported the
structured organization of the results and allowed the integration of evidence from different study

designs while maintaining conceptual consistency across the synthesis.

Table 1. Search strategy based on PICOS framework.



A complete dual review approach was performed, for both the title/abstract screening stage and
the full-text screening stage. The PRISMA flow chart captures the entire selection process (see )
[57], [61]. At the title and screening stage, two researchers, independently, reviewed the title and
abstract (IB, JM), results were compared, and inconsistencies were resolved by a third researcher.
At the full-text screening stage, four researchers reviewed (IB, JM, SM, VN), dually and
independently, the studies retrieved. Results were compared and inconsistencies resolved by

consensus between the four researchers.
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Figure 1. PRISMA flow diagram.

To synthesize data collected from different studies was applied a narrative synthesis strategy. The
concept of self-care was defined in accordance to the Middle-Range Theory of Self-Care of
Chronic Illness, as a process of maintaining health through health promoting practices and
managing illness, meaning the all manners adopted by persons living with a chronic illness to care
for themselves [62], [63]. Self-care needs were categorize following the three concepts under the
theory, that fulfil the performance of sufficient self-care: (a) self-care maintenance, as adherence
to self-care behaviours such as regular exercise and taking medication as prescribed; (b) self-care
monitoring, such as regular measurement of changes, routine testing; and (c) self-care
management, such as changing the diet or medication dose based on detection and interpretation

of symptoms [62].

Results

Data Extraction and Study Selection

The search of the electronic databases identified 255 articles. After screening and removing
duplicate studies (the duplicates were removed by Rayyan software when the initial screening was
started), 209 studies were identified. 107 articles were removed after blind analysis by two
reviewers of the title and abstract, 1 of which was by tiebreaker by a third reviewer. Of the
remaining 102 articles, those that did not have full-text (n=3), protocols or literature reviews
(n=20), the target population under 65 years of age (n=14) or with institutionalised elderly (n=1),

were carried out in low-income countries (n=2) were excluded. Most of the studies that were



excluded (n=46) did not report self-care needs as a primary or secondary outcome, however, and
despite the reference to self-care needs in some studies, these were not presented in the results. In
the end, there were 14 studies with a quantitative, qualitative, and mixed design that reported on
the self-care needs of non-institutionalised older people with multimorbidity. The search results

and the screening process of this systematic review are presented in detail in .

Studies Characteristics

The studies were conducted in different countries, from high-income economies, namely The
Netherlands (n=2), England (n=3), USA (n=6), Denmark (n=1), France (n=1) and Puerto Rico
(n=1). Most of the studies with a qualitative design (n=8) aimed to identify and assess the self-care
needs of people aged over 65, and to explore the strategics used by the elderly throughout their
treatment process.

All the participants with self-care needs had two or more chronic pathologies (diabetes,
cardiovascular disease, arthritis, kidney disease, among others), although some didn't mention
them specifically (n=5). These included diabetes, cardiovascular disease, arthritis, and kidney
disease, among others. The summary and analysis of each of the included studies in shown in

Table 2.

Table 2. Overall description of the studies included (n=14).

This categorization made it possible to identify and structure the needs of non-institutionalized
older adults with multimorbidity, directing the intervention of health professionals towards more

individualized care. The methods used by the different studies to analyse the different self-care



needs were also identified. The most used methods were questionnaires (n=7) and interviews
(n=3). This summary of the dimensions and tools used when assessing self-care needs, is shown

in Table3

Table 3. Dimensions and tools used when assessing self-care needs.

Discussion

The results of the analysis of the systematic review studies revealed three dimensions of analysis:
(a) first dimension: self-maintenance; (b) second dimension: self-monitoring, and (c) third

dimension: self-management.

First Dimension: Self-Maintenance

In the development of self-maintenance, needs for self-maintenance include family support, social
support, communication from the atiending physician, home visits, and spiritual needs. Addressing
these needs involves engaging the older people in self-empowerment, understanding their needs,
and the support they must address the health-disease process. This was evident in Feder et al.'s
study, which evaluated patients' perceptions of Health Priorities Identification (PHPI) through
interviews [64]. The participants reported feeling proactive, found it easy to identify priorities, and
emphasized the importance of family support, social support, and healthcare professionals valuing
their health perception as determining factors for self-assessment. The need for social support was
also evident in other studies' results [65], [66], [67], [68], [81]. Perceiving and reporting their needs
improved communication with the family, while difficulties persisted when the family was distant.

Another highlighted aspect was the ease of access and communication with the attending



physician, with regular consultations being essential for a therapeutic relationship to develop.
However, some studies, such as Joensson et al., mentioned that older adults may not disclose their
feelings to the family doctor due to various reasons, including not recognizing the importance of

the information, considering it too intimate, or devaluing the information [69].

Identified needs included home visits by doctors and nurses to assess health outcomes and discuss
goals. Regular and frequent phone calls were also deemed important for disease management. The
need for these contacts became more apparent after hospitalizations or sudden health changes,
warranting increased frequency [70]. The active involvement of the older people in shared
decision-making with the doctor is crucial for person-centred care [71], [72]. Simultaneously,
studies indicate that older adults with multimorbidity have spiritual needs that need to be
understood to improve their quality of life and enabie involvement in chronic disease

management [67].

Second Dimension: Self-Monitoring

In the development of self-monitoring, needs include teaching and training in skills such as using
equipment for monitoring signs and symptoms, recognizing warning signs, and monitoring
changes in functionality. In a study, Spoorenberg et al. instructed a group of 136 elderly individuals
to identify and monitor the prevalence and severity of their health problems, revealing changes in
mental functions, physical health, mobility, personal care, nutrition, and support [73]. Mobility
issues were more prevalent in women than in men, possibly related to musculoskeletal changes
due to osteoporosis [64], [73]. Changes on functionality were identify in several fields: mental
function; physical health; mobility; Self Care; nutrition and sports. The major prevalence and
severity were identified on the field of mental health and mobility. Research indicates major

prevalence of changes on functionality around women’s than man [64], [73], [74]. One of the



identified reasons might be related with changes on the musculoskeletal provoked by
osteoporosis [64]. Cultural settings might influence the rise of gender difference, women’s might
have more facilities on the communication and describe their difficulties. The women is also the
one who perform domestic tasks evaluating better capacity on functionality [73], [74]. In
Spoorenberg et al. study, the participants were divided in two groups, according to the severity of
symptoms, the fragile group with minor complexity levels of care present major score levels of
severity comparing to the ones who showed to have complexity needs of care, in spite of the last
ones present in general an unfavourable clinical condition [73].

This fact might be analysed because older people from the las group are more used to the
consequences of ageing being more capable to apply strategies and give response to the situation,
while the other older population are not adapted to accept the consequences of ageing yet. Those
suffering new problems might have difficult to dea! with it, while the others suffering from

permanent and more complex problems are more used to adapt in a long term [64], [73].

Third Dimension: Sclf-Management

The older people population need information, education, and training, as in case of diabetes,
particularly on the evaluation and monitorization of signs and symptoms, using the equipment for
the capillary blood glucose testing, as the management and use of insulin. Several studies
emphasize the importance of family members presence on the process of educate, support, training
and evaluate the results [67], [74], [75]. As with renal chronic disease, where the patients need
information and support for the awareness of their disease situation and participation on exercise
programmes, food programmes and hydration (selection of food, ways of cook and fluid intake),

education and skills training to monitor the symptoms [66]. The importance of information and



support on training management increase taking in account the level of multimorbidity in which
the old people presents several situations of disease, as heart failure, renal failure, diabetes,
hypertension, among others [66], [80]. Other studies also indicate the importance and need of
information and training within the context of old people participation on the management of
chronic disease in these levels mentioned [75], [76].

On the management of medication, were found lack of information about the medicine storage,
preparation and uses. As clarification regarding prescription, discussion and side effects on
medication and also consequences of not taking the medication [65]. During the use of
polimedication is important to inform and help their memory to prevent wrong behaviours that can
result in forgetfulness related to medicine intake, switching medicines, medication errors on doses
and time, so there is the need of training about use of medicine ini a correct way [65]. Older people
population present information needs and training to use informatic equipment’s, as tablets or
phones, that allow to access and use applications to monitor and register digital symptoms, as the
follow-up and feedback through professionals in telehealth [69], [72], [74], [77].

To ensure that patients and their families achieve their self-care, self-monitoring, and self-
management goals, it is essential for nurses to implement strategies that empower them for self-
care. Empowerment of self-care emerges as a foundational pillar in various studies, being a
fundamental process to promote the autonomy of patients with chronic diseases at home [65], [67],
[69], [70]. This empowerment generally depends on the acquisition of knowledge, skills, and
mastery of technology and support equipment. The developed skills aim to empower the user to
promote their physical, mental, and emotional well-being. The sudden onset of a chronic illness
for the user and their family can lead to stress and distress in all members, requiring adaptation

strategies, as mentioned by Bowling et al. [76]. These changes can be related to health status



(symptoms, treatment advice), personal factors (acceptance of the disease, self-regulation, and
empowerment), and environmental factors (support and relationships, policies, access to
appropriate food in the market). Additionally, Sporenberg et al. [73] identified needs in the
physical dimension, mobility problems, and personal care, in which intervention is necessary to
improve the self-care of these users, especially for the most vulnerable [64].

The Empowerment for self-care, studies have shown that it has sub-dimensions, such as: a.
Capacity for Interaction and Communication: These capacities/needs are present in users during
the management of chronic disease. Thus, users identify the need for improvement to be able to
communicate and interact better, thereby managing their chronic illness. If communication and
interaction between users and healthcare professionals are effective, they serve as a channel to
clarify the progression of chronic illness and for users to clarify doubts. This feedback mechanism
is crucial for users to address unmet needs and aieit to the type of assistance required, ensuring
that they can manage the illness independenitly.

The empowerment for self-care has a capacity for interaction and communication, these
capacities/needs are present in users during the management of chronic disease. Thus, users
identify the need for improvement to be able to communicate and interact better, thereby managing
their chronic illness. If communication and interaction between users and healthcare professionals
are effective, they serve as a channel to clarify the progression of chronic illness and also for users
to clarify doubts [65], [70]. This feedback mechanism is crucial for users to unmet needs and alert
to the type of assistance required, ensuring that they can manage the illness independently. Also,
empathy capacity should be reflected in the actions of healthcare professionals — empathy and
understanding. It is crucial for users to feel that professionals listen to their concerns and those of

their families. It is important for them to show genuine interest in the situation and can actively



listen to all experiences and difficulties. On the other hand, it is essential for them to use
negotiation to gain user and family engagement and adherence to care, as clarified by Traore et
al. [75]. Effective communication and user engagement in healthcare can enhance their ability to
make decisions regarding their illness. Additionally, Feder et al. found that active participation is
crucial [64]. Users reported that this process brought improvements in their communication with
doctors and family about their healthcare goals and preferences, making them feel more
empowered to ask questions about the consequences and impact on their quality of life. Health
literacy is fundamental tool for healthcare professionals should develop an intervention that
provides clear and accessible information about chronic disease, its progression, treatment, and
management strategies, to increase user literacy about their chronic illness. It is essential for users
to understand the stage of their disease and treatment options. Afterward, users should be able to
identify treatment priorities for their disease, as mentioned by Feder et al. [64]. Users must be
capable of discerning what is essential from: what is secondary. Education for user empowerment
is critical to bridge knowledge gaps [69]. The empowerment family in the context of chronic
illness, it is essential for proiessionals to empower the family by providing them with tools, such
as knowledge and resources, to act in the health condition of a family member with a chronic
illness. This integration of the family into chronic disease management is crucial and can involve
strategies such as health literacy education, encouraging communication among all members
(healthcare team, user, and family), active family participation in the process, emotional support,
training moments, and the encouragement of integration into community groups sharing similar
issues. These aspects are mentioned throughout various studies [67], [69], [70], [76]. The financial
aspect is also influential but less emphasized in studies; however, it can significantly impact family

well-being. Therefore, it is imperative to teach the family to prepare a long-term plan for dealing



with chronic illness and making decisions for the future. Empowering the family in the context of
chronic illness improves the user's quality of life and prepares the family for future challenges.
This process should be tailored to the needs of the family and the user, considering the disease's
characteristics and individual circumstances. The training technology and use the artificial
intelligence are an investment in this capability is increasingly important in the management of
chronic disease. If users are proficient in technology and equipment, it is safer to monitor and
surveil their chronic disease remotely. Currently, medical equipment is very intuitive and user-
friendly. However, it is essential for professionals to provide training to users and their families to
ensure safer chronic disease surveillance. Training can be done through virtual simulations, in-
person courses, and interactive platforms. Technology mastery also allows for the implementation
of telemedicine, enabling users to communicate with healthicare professionals through video calls
or text messages. These tools are essential for all users but have a more significant impact on those
who have difficulty traveling. Additionally, artificial intelligence algorithms help identify warning
signs. Traore et al. highlighted the importance of user and family empowerment regarding
equipment and digital platforms [75]. Patton et al. pointed out the user's inability to self-monitor
as a barrier to self-care [65]. The assessment and feedback tools: regular assessments of the
situation are essential to ensure the monitoring of chronic disease progression and user and family
self-care capabilities or limitations. These tools are essential for improving the quality and safety
of chronic disease management at home, as emphasized in Traore et al.'s study [75].

On the other hand, there are factors that influence the self-care process, these factors can be
facilitators or barriers to self-care [63], [64], [67], [68], [69].

A motivation to participate this is fundamental to improving the quality of life and staying healthy.

Users motivated for self-care understand that proper monitoring and surveillance contribute to



limiting complications, giving them the power to be more independent and have a better quality of
life. It can also lead to healthier aging. Setting and achieving goals can lead to more motivation to
maintain healthy habits [65]. Motivation also contributes to a more motivated family and the well-
being of all members. The importance of motivation and family well-being is highlighted in
David ef al. and Patton et al. studies [65], [67].

The family involvement in care is crucial because the family helps monitor chronic disease, as
mentioned by David et al. in diabetic patients [67]. In Feder et al.'s study, users placed importance
on developing communication skills to convey their disease's stage and progression to their family,
thus integrating their family into their care [64]. Healthcare Professional Competence having
access to healthcare professionals who possess knowledge about chronic disease is essential. These
professionals should have a range of skills that enable them {0 empower and support users.
Healthcare professionals play a crucial role in promoting users' self-care, leading to more active
citizens in their own health and well-being. Competencies that contribute as facilitators include
the ability to listen and advise, enipathiy, negotiation skills, behaviour change expertise, the ability
to assess users, and provide feedback. These competencies are highlighted in David et al. study
when referring to interventions designed to foster general patient activation and self-efficacy in
engaging in health behaviours and disease management may also improve engagement in the
process [66], [78].

The sudden symptoms and Functional changes in functionality can be frightening for individuals
with chronic diseases. This aspect can feel like a confrontation with limitations and consequences
of the disease, which can manifest as motor, cognitive, sensory, or other changes. These changes
can be a barrier until the user adapts or can become problematic if the user never accepts these

impairments or alterations [66], [67], [75]. As shown in Jacobs et al. study, feelings of anger and



depression can arise [77]. Sporenberg et al. also found issues experienced by users regarding
acceptance and adaptation [73]. The lack of knowledge users with chronic diseases may not have
sufficient knowledge about their condition, including signs, symptoms, treatment, and self-care
measures, as observed in Jacobs et al. study [77]. This can occur due to inadequate access to
information that meets their needs. A lack of knowledge can lead to incorrect decisions.

The financial resources as barriers to self-care [65], [76], [77]. Sometimes, chronic illnesses bring
additional expenses for users and their families, and there may not always be sufficient financial
resources to cover these costs. These costs can be related to regular medical appointments, med-
ications, therapies, medical equipment, and more. This can lead to deficits in self-care and disease
management.

Identifying these barriers is essential for healthcare professionals to develop strategies to address
the needs of users with chronic illnesses and their families. Strategies may involve providing
education and training, improving access to healthcare, and identifying social support within the
community. Care should be personalized and delivered in proximity to the user and their family,
tailored to individual needs. Additionally, the support of family, friends, and support groups can

play a crucial role in addressing these various barriers.

Limitations of the Study

Regarding the limitations of this study, we acknowledge our decision to use only two
databases. In the future, we will consider including more databases to increase the breadth of
the research. The period from 2017 to 2023 was chosen to ensure that only recent and up-to-

date studies were included, reflecting the latest advancements in the research field. However,



we recognize that this temporal restriction may have excluded important studies from before
this period. Also, to consider is that only texts in English were used, which may limit the
scope of the findings. Another aspect may be related to the selection of articles from high-income
countries due to the social, economic, and health conditions of this population. Nevertheless,
articles from various countries worldwide were included, which helps increase the transferability

of the conclusions.

Conclusions

This systematic review adds value to the existing literature by providing a comprehensive synthesis
of the self-care needs of community-dwelling older adults living with chronic conditions or
multimorbidity, an area where evidence remains fragmented. in addition, it identifies the methods
and tools used to assess these needs, offering insights that may support the development of more
targeted, person-centred interventions and healthcare strategies.

The studies’ findings have underscored the complex needs of patients with multimorbidity living
at home, particularly in terms of health literacy and strategies for managing their health
behaviors.

Key themes that emerged from the research include the critical role of social and family support,
as well as the importance of disease knowledge for effective self-care. In response to these
expressed needs, healthcare professionals have implemented strategies to empower patients for
self-care, including improving communication and interaction with family and professionals,
empowering families, and providing training in technology and artificial intelligence.

The findings of the studies also revealed influencing factors in the self-care process, with

facilitators including patient motivation to participate, interest in involving the family in care, and



the skills of healthcare professionals in the specific chronic illness domain. Barriers to the self-
care process included sudden changes in functionality, lack of knowledge about chronic illness,
and limited financial resources.

It would be important to conduct further studies to delve deeper into the needs of adult patients
and their families facing chronic illness. Increasing knowledge about chronic diseases is crucial

for more tailored interventions to meet patient needs and reduce health complications.

Supplementary Information

Additional file 1. Search strategy detailing.

Declarations

Ethics approval and consent to participate. Not applicable.
Consent for publication. Not applicable.

Availability of data and materials. Data supporting the analysis and discussion is provided
within the manuscript and supplementary information files. Any other information or data is

available upon request.
Competing interests. All authors declare no conflicts of interest.

Funding. The systematic review was conducted as part of the project Self-care in the person with
chronic disease, funded by Foundation for Science and Technology (FCT), IP national support

through CHRC (UIDP/04923/2020).



Author Contributions. IB, VN, SM and JM conceptualized the study, developed the research

protocol, identified articles for full-text review, extracted data from studies that met the inclusion

criteria, synthesized, and analysed the data. MP, RP, IB, VN, SM and JM wrote the manuscript.

MM, VN, SM, JM, RP, MP, CF, LP, AE, MG, HO, CM and IB, contributed comments to finalize

the manuscript and approved the final submitted version.

Acknowledgements. The authors would like to thank their institutions, the Comprehensive Health

Research Center (CHRC), and the Foundation for Science and Technology (FCT) for all the

collaboration and funding in the development of this project and this article.

References

[1]

(2]

3]

[4]

5]

(6]

[7]

(8]

GBD 2015 Mortality and Causes of Death Coiiaborators, ‘Global, regional, and national life
expectancy, all-cause mortality, and cause-specific mortality for 249 causes of death, 1980-2015: a
systematic analysis for the Global Burden of Disease Study 2015’, Lancet Lond. Engl., vol. 388, n2.
10053, pp. 1459-1544, Oct. 2016, doi: 10.1016/50140-6736(16)31012-1.

M. A. Hussain, R. R. Huxley, and A. Al Mamun, ‘Multimorbidity prevalence and pattern in
Indonesian adults: an exploratory study using national survey data’, BMJ Open, vol. 5, n2. 12, p.
009810, Dec. 2015, doi: 10.1136/bmjopen-2015-009810.

A. Ryan, E. Wallace, P. O’Hara, and S. M. Smith, ‘Multimorbidity and functional decline in
community-dwelling adults: a systematic review’, Health Qual. Life Outcomes, vol. 13, n2. 1, p. 168,
Oct. 2015, doi: 10.1186/s12955-015-0355-9.

F. Abebe, M. Schneider, B. Asrat, and F. Ambaw, ‘Multimorbidity of chronic non-communicable
diseases in low- and middle-income countries: A scoping review’, J. Comorbidity, vol. 10, p.
2235042X20961919, 2020, doi: 10.1177/2235042X20961919.

C. Vogeli et al., ‘Multiple chronic conditions: prevalence, health consequences, and implications for
quality, care management, and costs’, J. Gen. Intern. Med., vol. 22 Suppl 3, n2. Suppl 3, pp. 391-395,
Dec. 2007, doi: 10.1007/s11606-007-0322-1.

H. Nguyen, G. Manolova, C. Daskalopoulou, S. Vitoratou, M. Prince, and A. M. Prina, ‘Prevalence of
multimorbidity in community settings: A systematic review and meta-analysis of observational
studies’, J. Comorbidity, vol. 9, p. 2235042X19870934, 2019, doi: 10.1177/2235042X19870934.

R. O. for E. & E. O. on H. S. and Policies. World Health Organization, ‘Health system review:
Portugal: phase 1 final report’, Art. no. WHO/EURO:2018-3046-42804-59733, 2018, Accessed: Feb.
16, 2024. [Online]. Available: https://iris.who.int/handle/10665/345635

World Health Organization, Preventing chronic diseases : a vital investment : WHO global report.
World Health Organization, 2005. Accessed: Sep. 20, 2024. [Online]. Available:
https://iris.who.int/handle/10665/43314



[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

B. P. Nunes, T. R. Flores, G. |. Mielke, E. Thumé, and L. A. Facchini, ‘Multimorbidity and mortality in
older adults: A systematic review and meta-analysis’, Arch. Gerontol. Geriatr., vol. 67, pp. 130-138,
2016, doi: 10.1016/j.archger.2016.07.008.

K. Barnett, S. W. Mercer, M. Norbury, G. Watt, S. Wyke, and B. Guthrie, ‘Epidemiology of
multimorbidity and implications for health care, research, and medical education: a cross-sectional
study’, Lancet Lond. Engl., vol. 380, n2. 9836, pp. 37-43, Jul. 2012, doi: 10.1016/5S0140-
6736(12)60240-2.

S. M. McPhail, ‘Multimorbidity in chronic disease: impact on health care resources and costs’, Risk
Manag. Healthc. Policy, Jul. 2016, doi: 10.2147/RMHP.S97248.

T. T. Makovski, S. Schmitz, M. P. Zeegers, S. Stranges, and M. van den Akker, ‘Multimorbidity and
quality of life: Systematic literature review and meta-analysis’, Ageing Res. Rev., vol. 53, p. 100903,
Aug. 2019, doi: 10.1016/j.arr.2019.04.005.

L. A. Savitz and E. A. Bayliss, ‘Emerging models of care for individuals with multiple chronic
conditions’, Health Serv. Res., vol. 56, no. Suppl 1, pp. 980-989, Oct. 2021, doi: 10.1111/1475-
6773.13774.

M. Soley Bori et al., ‘Impact of multimorbidity on health care costs and utilisation: a systematic
review of the UK literature’, Br. J. Gen. Pract., vol. 71, n2. 702, pp. e39—e46, Jan. 2021, doi:
10.3399/bjgp20X713897.

B. Holmberg, A. Bennesved, and A. Bremer, ‘Caring for older patients with reduced decision-
making capacity: a deductive exploratory study of ambulance ciinicians’ ethical competence’, BMC
Med. Ethics, vol. 24, n2. 1, p. 60, Aug. 2023, doi: 10.1186/s12910-023-00941-w.

Department of Health, ‘Departmental report 2005: Department of Health’, GOV.UK. Accessed: Sep.
20, 2024. [Online]. Available: https://www.gov.ulk/government/publications/departmental-
report-2005-department-of-health

B. Riegel, T. Jaarsma, and A. Stromberg, ‘A midd!e-range theory of self-care of chronic illness’, ANS
Adv. Nurs. Sci., vol. 35, n2. 3, pp. 194-204, 2012, doi: 10.1097/ANS.0b013e318261b1ba.

D. E. (Dorothea E. Orem, S. G. Taylor, and K. M. Renpenning, Nursing : concepts of practice. St. Louis :
Mosby, 2001. Accessed: Feb. 16, 2024. [Online]. Available:
http://archive.org/details/nursingconceptso00dort

D. E. (Dorothea E. Orem, ‘The self care deficit theory of nursing: A general theory’, in Family health:
A theoretical approach to nursing care, |.W. Clements&F.B. Roberts (Eds.)., New York, NY: Wiley,
1983, pp. 205-217.

D. E. (Dorothea E. Orem, Concept formalization in nursing : process and product. Boston : Little,
Brown, 1979. Accessed: Feb. 16, 2024. [Online]. Available:
http://archive.org/details/conceptformalizaO000nurs

J. E. Butterworth and J. L. Campbell, ‘Older patients and their GPs: shared decision making in
enhancing trust’, Br. J. Gen. Pract. J. R. Coll. Gen. Pract., vol. 64, n2. 628, pp. €709-718, Nov. 2014,
doi: 10.3399/bjgp14X682297.

S. O’Connell, V. J. C. Mc Carthy, and E. Savage, ‘Frameworks for self-management support for
chronic disease: a cross-country comparative document analysis’, BMC Health Serv. Res., vol. 18, n2.
1, p. 583, Jul. 2018, doi: 10.1186/s12913-018-3387-0.

A. Escoval, A. Coelho, J. A. Diniz, M. Rodrigues, F. Moreira, and P. Espiga, ‘Gestdo integrada da
doenga: uma abordagem experimental de gestdo em saude’, Rev. Port. Saude Publica, vol. Tematico,
pp. 105-116, 2010.

J. Beck et al., 2017 National Standards for Diabetes Self-Management Education and Support’,
Diabetes Educ., vol. 43, n2. 5, pp. 449-464, Oct. 2017, doi: 10.1177/0145721717722968.

A. El-Osta, ‘The Self-Care Matrix: a unifying framework for self-care’, Int. J. Self Help Self Care, vol.
10, pp. 38-56, Jun. 2019, doi: 10.6084/m?9.figshare.12578741.



[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

World Health Organization, World health statistics 2023: monitoring health for the SDGs, sustainable
development goals. World Health Organization, 2023. Accessed: Feb. 16, 2024. [Online]. Available:
https://iris.who.int/handle/10665/367912

World Health Organization, Global health risks : mortality and burden of disease attributable to
selected major risks. World Health Organization, 2009. Accessed: Feb. 16, 2024. [Online]. Available:
https://iris.who.int/handle/10665/44203

M. Loef and H. Walach, ‘The combined effects of healthy lifestyle behaviors on all cause mortality:
A systematic review and meta-analysis’, Prev. Med., vol. 55, n2. 3, pp. 163-170, Sep. 2012, doi:
10.1016/j.ypmed.2012.06.017.

E.S. Ford, M. M. Bergmann, J. Kroger, A. Schienkiewitz, C. Weikert, and H. Boeing, ‘Healthy living is
the best revenge: findings from the European Prospective Investigation Into Cancer and Nutrition-
Potsdam study’, Arch. Intern. Med., vol. 169, n2. 15, pp. 1355-1362, Aug. 2009, doi:
10.1001/archinternmed.2009.237.

World Health Organization, WHO Consolidated Guideline on Self-Care Interventions for Health:
Sexual and Reproductive Health and Rights. in WHO Guidelines Approved by the Guidelines Review
Committee. Geneva: World Health Organization, 2019. Accessed: Feb. 19, 2024. [Online]. Available:
http://www.ncbi.nlm.nih.gov/books/NBK544164/

World Health Organization, WHO Guideline on Self-Care Interventions for Health and Well-Being. in
WHO Guidelines Approved by the Guidelines Review Commitice. Geneva: World Health
Organization, 2021. Accessed: Feb. 16, 2024 [Online]. Available:
http://www.ncbi.nlm.nih.gov/books/NBK572699/

World Health Organization. Regional Office for South-East Asia, Self care for health. WHO Regional
Office for South-East Asia, 2014. Accessed: Feb. 16, 2024. [Online]. Available:
https://iris.who.int/handle/10665/205887

M. Galvao and J. Janeiro, ‘Self-care in nursing: self-management, self-monitoring, and the
management of symptoms as related coricepts’, Reme Rev. Min. Enferm., vol. 17, Mar. 2013, doi:
10.5935/1415-2762.20130019.

A.-M. Urpi-Fernandez, E. Zabaleta-Del-Olmo, J. Montes-Hidalgo, J. Tomds-Sabado, J.-F. Roldan-
Merino, and M.-T. Lluch-Canut, ‘Instruments to assess self-care among healthy children: A
systematic review of measurement properties’, J. Adv. Nurs., vol. 73, n2. 12, pp. 2832-2844, Dec.
2017, doi: 10.1111/jan.13360.

D. Webber, Z. Guo, and S. Mann, ‘SELF-CARE IN HEALTH: WE CAN DEFINE IT, BUT SHOULD WE
ALSO MEASURE IT?, SelfCare J., Sep. 2015, Accessed: Feb. 16, 2024. [Online]. Available:
https://selfcarejournal.com/article/self-care-in-health-we-can-define-it-but-should-we-also-
measure-it/

M. Blankers, M. W. J. Koeter, and G. M. Schippers, ‘Internet therapy versus internet self-help
versus no treatment for problematic alcohol use: A randomized controlled trial’, J. Consult. Clin.
Psychol., vol. 79, n2. 3, pp. 330-341, Jun. 2011, doi: 10.1037/a0023498.

C. M. Godfrey, M. B. Harrison, R. Lysaght, M. Lamb, I. D. Graham, and P. Oakley, ‘Care of self — care
by other — care of other: the meaning of self-care from research, practice, policy and industry
perspectives’, Int. J. Evid. Based Healthc., vol. 9, n2. 1, pp. 3-24, 2011, doi: 10.1111/j.1744-
1609.2010.00196.x.

R. G. LeBlanc and C. S. Jacelon, ‘Self-care among older people living with chronic conditions’, Int. J.
Older People Nurs., vol. 13, n2. 3, p. 12191, Sep. 2018, doi: 10.1111/0pn.12191.

L. Moore, J. Frost, and N. Britten, ‘Context and complexity: the meaning of self-management for
older adults with heart disease’, Sociol. Health Ilin., vol. 37, n2. 8, pp. 1254-1269, Nov. 2015, doi:
10.1111/1467-9566.12316.



[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

[53]

[54]

[55]

F. Peters-Klimm et al., ‘Determinants of heart failure self-care behaviour in community-based
patients: a cross-sectional study’, Eur. J. Cardiovasc. Nurs., vol. 12, n2. 2, pp. 167-176, Apr. 2013,
doi: 10.1177/1474515112439964.

B. Riegel, Riegel B, Dunbar SB, Fitzsimons D, Freedland KE, Lee CS, Middleton S, Stromberg A,
Vellone E, Webber DE, Jaarsma T., ‘Self-care research: Where are we now? Where are we going?’,
Int. J. Nurs. Stud., vol. 116, p. 103402, Apr. 2019, doi: 10.1016/].ijnurstu.2019.103402.

D. Schulman-Green et al., ‘Processes of self-management in chronic illness’, J. Nurs. Scholarsh. Off.
Publ. Sigma Theta Tau Int. Honor Soc. Nurs., vol. 44, n2. 2, pp. 136-144, Jun. 2012, doi:
10.1111/j.1547-5069.2012.01444 x.

N. M. Clark, ‘Management of chronic disease by patients’, Annu. Rev. Public Health, vol. 24, pp. 289
313, 2003, doi: 10.1146/annurev.publhealth.24.100901.141021.

B. Hay, L. Wagner, and E. O. C. Hall, ‘Self-care as a health resource of elders: an integrative review
of the concept’, Scand. J. Caring Sci., vol. 21, no. 4, pp. 456—466, Dec. 2007, doi: 10.1111/j.1471-
6712.2006.00491 .x.

K. R. Lorig and H. Holman, ‘Self-management education: history, definition, outcomes, and
mechanisms’, Ann. Behav. Med. Publ. Soc. Behav. Med., vol. 26, n2. 1, pp. 1-7, Aug. 2003, doi:
10.1207/515324796ABM2601_01.

A. A. Richard and K. Shea, ‘Delineation of self-care and associated concepts’, J. Nurs. Scholarsh.
Off. Publ. Sigma Theta Tau Int. Honor Soc. Nurs., vol. 43, n2. 3, pp. 255-264, Sep. 2011, doi:
10.1111/j.1547-5069.2011.01404.x.

A. Wilkinson and L. Whitehead, ‘Evolution of the concept of self-care and implications for nurses: a
literature review’, Int. J. Nurs. Stud., vol. 46, n2. 8, pp. 1143-1147, Aug. 2009, doi:
10.1016/j.ijnurstu.2008.12.011.

M. Christofield, P. Moon, and P. Allotey, ‘Navigating paradox in self-care’, BMJ Glob. Health, vol. 6,
no. 6, p. 005994, Jun. 2021, doi: 10.1136/bmjgh-2021-005994.

NHS England, ‘Measuring supported self-management: Five steps to help teams choose
approaches’. Aug. 31, 2021. Accessed: Feb. 16, 2024. [Online]. Available:
https://www.england.nhs.uk/publication/measuring-supported-self-management-five-steps-to-
help-teams-choose-approaches/

J. H. Hibbard, J. Stockard, E. R. Mahoney, and M. Tusler, ‘Development of the Patient Activation
Measure (PAM): conceptualizing and measuring activation in patients and consumers’, Health
Serv. Res., vol. 39, n2. 4 Pt 1, pp. 1005-1026, Aug. 2004, doi: 10.1111/j.1475-6773.2004.00269.x.
M. Matarese, M. Lommi, and M. G. De Marinis, ‘Systematic review of measurement properties of
self-reported instruments for evaluating self-care in adults’, J. Adv. Nurs., vol. 73, n2. 6, pp. 1272—-
1287, Jun. 2017, doi: 10.1111/jan.13204.

UN DESA, The sustainable development goals report 2021. New York, USA: UN, Department of
Economic and Social Affairs, 2021. Accessed: Feb. 19, 2024. [Online]. Available:
https://digitallibrary.un.org/record/3932350

M. Narasimhan, P. Allotey, and A. Hardon, ‘Self care interventions to advance health and
wellbeing: a conceptual framework to inform normative guidance’, BMJ, vol. 365, p. 1688, Apr. 2019,
doi: 10.1136/bm;.1688.

Z. Munn, Stern C, Aromataris E, Lockwood C, Jordan Z., ‘Assessing the risk of bias of quantitative
analytical studies: introducing the vision for critical appraisal within JBI systematic reviews’, JBI Evid.
Synth., vol. 21, n2. 3, pp. 467—-471, Mar. 2023, doi: 10.11124/JBIES-22-00224.

T. H. Barker, Craig JC, Guyatt GH, Higgins JPT, Horvath AR, Li T, Mclnnes MDF, Ravaud P, Stevens A,
Thabane L., ‘Revising the JBI quantitative critical appraisal tools to improve their applicability: an
overview of methods and the development process’, JBI Evid. Synth., vol. 21, n2. 3, pp. 478-493,
Mar. 2023, doi: 10.11124/JBIES-22-00125.



[56]

[57]

[58]

[59]

[60]

[61]

[62]

[63]

[64]

[65]

[66]

[67]

[68]

[69]

L. Lizarondo, Stern C, Carrier J, Godfrey C, Rieger K, Salmond S, Apostolo J, Kirkpatrick P, Loveday
H, ‘Chapter 8: Mixed methods systematic reviews - JBI Manual for Evidence Synthesis - JBI Global
Wiki’, in JBI Manual for Evidence Synthesis, 2020. Accessed: Feb. 16, 2024. [Online]. Available:
https://jbi-global-wiki.refined.site/space/MANUAL/4687380/Chapter+8%3A+Mixed+methods+syst
ematic+reviews

M. J. Page, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, Shamseer L, Tetzlaff M,
Akl EA, Brennan SE, Chou R, Glanville J, Grimshaw JM, Hrdbjartsson A, Lalu MM, Li T, Loder EW,
Mayo-Wilson E, McDonald S, McGuinness LA, Stewart LA, Thomas J, Tricco AC, Welch VA, Whiting P,
Moher D., ‘The PRISMA 2020 statement: An updated guideline for reporting systematic reviews’,
PLOS Med., vol. 18, n2. 3, p. e1003583, Mar. 2021, doi: 10.1371/journal.pmed.1003583.

E. Aromataris, C. Lockwood, K. Porritt, B. Pilla, and Z. Jordan, ‘JBI Manual for Evidence Synthesis’.
JBI, 2024. Accessed: Sep. 20, 2024. [Online]. Available:
https://jbi-global.atlassian.net/wiki/spaces/MANUAL/overview

World Bank. World Bank Country and Lending Groups. World Bank Data Help Desk. Available at:
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-
lending-groups. Accessed: Mar. 2026.

World Bank. Understanding the World Bank’s country classification by income. World Bank Open
Data Blog. Available at: https://blogs.worldbank.org/en/opendata/understanding-country-income-
classifications. Accessed: Mar. 2026.

M. J. Page, Moher D, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, Shamseer L, Tetzlaff JM,
Akl EA, Brennan SE, Chou R, Glanville J, Grimshaw JM, Hrébjartsson A, Lalu MM, Li T, Loder EW,
Mayo-Wilson E, McDonald S, McGuinness LA, Stewart LA, Thomas J, Tricco AC, Welch V, Whiting P,
McKenzie JE., ‘PRISMA 2020 explanation and elaboration: updated guidance and exemplars for
reporting systematic reviews’, BMJ, p. 160, Mar. 2021, doi: 10.1136/bmj.n160.

B. Riegel, T. Jaarsma, C. S. Lee, and A. Strémberg, ‘Integrating Symptoms Into the Middle-Range
Theory of Self-Care of Chronic Illness’, ANS Adv. Nurs. Sci., vol. 42, n9. 3, pp. 206-215, 2019, doi:
10.1097/ANS.0000000000000237

B. Riegel et al., ‘Operational definition of self-care interventions for adults with chronic illness’, Int.
J. Nurs. Stud., vol. 129, p. 104231, May 2022, doi: 10.1016/].ijnurstu.2022.104231.

S. L. Feder et al., ‘Perspectives of Patients in Identifying Their Values-Based Health Priorities’, J. Am.
Geriatr. Soc., vol. 67, n2. 7, pp. 1379-1385, Jul. 2019, doi: 10.1111/jgs.15850.

D. E. Patton et al., ‘Improving adherence to multiple medications in older people in primary care:
Selecting intervention components to address patient-reported barriers and facilitators’, Health
Expect. Int. J. Public Particip. Health Care Health Policy, vol. 21, n2. 1, pp. 138-148, Feb. 2018, doi:
10.1111/hex.12595.

D. David, D. E. Barnes, R. D. McMahan, Y. Shi, M. T. Katen, and R. L. Sudore, ‘Patient Activation: A
Key Component of Successful Advance Care Planning’, J. Palliat. Med., vol. 21, n2. 12, pp. 1778—
1782, Dec. 2018, doi: 10.1089/jpm.2018.0096.

D. David, J. Dalton, C. Magny-Normilus, M. M. Brain, T. Linster, and S. J. Lee, ‘The Quality of Family
Relationships, Diabetes Self-Care, and Health Outcomes in Older Adults’, Diabetes Spectr. Publ. Am.
Diabetes Assoc., vol. 32, n2. 2, pp. 132—-138, May 2019, doi: 10.2337/ds18-0039.

K. Colorafi, B. Evans, and G. Lamb, ‘Engagement With the Plan of Care Among Older Adults With
Multiple Cardiac Diagnoses’, Qual. Health Res., vol. 31, n2. 7, pp. 1234-1246, Jun. 2021, doi:
10.1177/10497323211001344.

A. B. R. Joensson, A. D. Guassora, M. Freil, and S. Reventlow, ‘What the doctor doesn’t know:
Discarded patient knowledge of older adults with multimorbidity’, Chronic Illin., vol. 16, n2. 3, pp.
212-225, Sep. 2020, doi: 10.1177/1742395318796173.



[70]

[71]

[72]

[73]

[74]

[75]

[76]

[77]

[78]

[79]

[80]

[81]

E. L. Brown, L. Poltawski, E. Pitchforth, S. H. Richards, J. L. Campbell, and J. E. Butterworth, ‘Shared
decision making between older people with multimorbidity and GPs: a qualitative study’, Br. J. Gen.
Pract. J. R. Coll. Gen. Pract., vol. 72, n? 721, pp. e609-e618, Aug. 2022, doi:
10.3399/BJGP.2021.0529.

A. Overbeek et al., ‘Low patient activation levels in frail older adults: a cross-sectional study’, BMC
Geriatr., vol. 18, no. 1, p. 7, Jan. 2018, doi: 10.1186/s12877-017-0696-9.

E. M. Orellano-Coldn et al., ‘Sex disparities in the prevalence of physical function disabilities: a
population-based study in a low-income community’, BMC Geriatr., vol. 21, n2. 1, p. 419, Jul. 2021,
doi: 10.1186/s12877-021-02362-z.

S. L. Spoorenberg, S. A. Reijneveld, R. J. Uittenbroek, H. P. Kremer, and K. Wynia, ‘Health-Related
Problems and Changes After 1 Year as Assessed With the Geriatric ICF Core Set (GeriatrICS) in
Community-Living Older Adults Who Are Frail Receiving Person-Centered and Integrated Care From
Embrace’, Arch. Phys. Med. Rehabil., vol. 100, n2. 12, pp. 2334-2345, Dec. 2019, doi:
10.1016/j.apmr.2019.02.014.

M. Panagioti et al., ‘Is telephone health coaching a useful population health strategy for supporting
older people with multimorbidity? An evaluation of reach, effectiveness and cost-effectiveness using
a “trial within a cohort”’, BMC Med., vol. 16, n2. 1, p. 80, May 2018, doi: 10.1186/s12916-018-
1051-5.

L. Traore et al., ‘User-Centered Design of the C3-Cloud Platform for Elderly with Multiple Diseases -
Functional Requirements and Application Testing’, Stud. Health Tecnnol. Inform., vol. 264, pp. 843—
847, Aug. 2019, doi: 10.3233/SHTI190342.

C. B. Bowling, A. E. Vandenberg, L. S. Phillips, W. M. McCleiian, T. M. Johnson, and K. V. Echt,
‘Older Patients’ Perspectives on Managing Complexity in CKD Self-Management’, Clin. J. Am. Soc.
Nephrol. CJASN, vol. 12, n2. 4, pp. 635643, Apr. 2017, doi: 10.2215/CJN.06850616.

R. J. Jacobs, R. L. Ownby, A. Acevedo, and D. Waldrop-Valverde, ‘A qualitative study examining
health literacy and chronic illness seif-management in Hispanic and non-Hispanic older adults’, J.
Multidiscip. Healthc., vol. 10, pp. 167-177, 2017, doi: 10.2147/JMDH.S135370.

M. Di Nitto, F. Sollazzo, V. Biagioli, F. Torino, R. Alvaro, and E. Vellone, ‘Self-care behaviours in older
adults treated with oral anticancer agents: A qualitative descriptive study’, Eur. J. Oncol. Nurs., vol.
58, p. 102139, Jun. 2022, doi: 10.1016/j.ejon.2022.102139.

V. X. Wu, Y. Dong, P. C. Tan, P. Gan, D. Zhang, Y. Chi, F. F. T. Chao, J. Lu, B. H. D. Teo, and Y. Q. Tan.
‘Development of a community-based e-health program for older adults with chronic diseases: pilot
pre-post study’, JIMIR Aging, vol. 5, n2. 1, 33118, 2022, doi: 10.2196/33118

M. Foster, W. Xiong, L. Quintiliani, C. W. Hartmann, and S. Gaehde, ‘Preferences of older adult
veterans with heart failure for engaging with mobile health technology to support self-care:
qualitative interview study among patients with heart failure and content analysis’, JMIR Form. Res.,
vol. 6, n2. 12, e41317, 2022, doi: 10.2196/41317

P. lovino, A. Nolan, M. De Maria, D. Ausili, M. Matarese, E. Vellone, and B. Riegel, ‘The influence of
social support on self-care is mediated by self-efficacy and depression in chronic illness: key findings
from the SODALITY observational study’, Aging Ment. Health, vol. 27, n2. 4, pp. 820-828, 2023, doi:
10.1080/13607863.2022.2056877



Table 1. Search strategy based on PICOS framework.

Review question ~ Which self-care needs are identified in an aged population living in their own residency

with a chronic condition or multiple chronic conditions?

Population Aged population (65 years or older) living with a chronic condition or multimorbidity, and

non-institutionalized.

Intervention Empirical studies that report results from a self-care needs assessment strategy.
Comparator Not applicable.
Outcomes Three main outcomes: (1) self-care needs classified as self-care maintenance, self-care

monitoring, and self-care management; (2) methods and tools used to assess those specific

needs; and (3) interventions designed and/or applied to address those specific needs.

Study design No restrictions were applied to study desigus Studies published from January 1%, 2017, to

April 1%, 2023, using quantitative, qualitative, or mixed methods.



Table 2. Overall description of the studies included (n=14).

s 4o . JBI Critical
Authors Stud Target Objetive(s): Primary and . .. .
Y Country Desi y Popul g J (s) y Chronic condition(s) Main results Appraisal
/ Year esign opulation(s) secondary (Total)
Primary: (i) Identify determinants - A wide range of determinants were identified as barriers (e.g.
(barriers, facilitators) of adherence to forgetfulness, prioritization of medications) and facilitators (e.g.
Age >65 years; | multiple medications from older people’s social support, personalized routines) of adherence to multiple | g/1( (85%)
receiving >4 erspectives; (ii) identify key domains to . . medications. Eight domains were identified as key targets for
persp y key f d g y targ
regular target for behavior change; (iii) map key - Not speci 12‘con o pehavior change (e.g. “Social influences,” “Memory, attention
Patton et Qualitative medications domains to intervention components that was defined and decision processes,” “Motivation and goals”) and mapped to
al. 2018 England approach - (prescribed) could be delivered in an intervention by 11 intervention components (BCTs) to include in an intervention
’[ 65] (northwes selz/]?:n focus resident in the | community pharmacists. [e.g. “Social support or encouragement (general),” “Self-
t) OUDS community and | Secondary: Improve treatment outcomes monitoring of the behavior”, “Goal-setting (behavior)”].
group not cognitively | in older patients by targeting HCPs’
impaired. 50 | clinical behaviors by general
participants practitioners (GPs) and community
(60% female). pharmacists and patients’ medication
adherence behaviors.
N - In adjusted models, higher PAM levels and greater social
support were associated with higher ACP behavior change
process scores. PAM levels independently accounted for 4.8% of | /8 (85%)
Age >60 years, . ) the variance of the overall process scores (p < 0.001) and 3.6%
Cross- 414 Pr;zlar{i: To exa;nme. whcthcr ) 3 of the overall action scores. Only social support contributed more
. sectional articipants, validated measure of pafient activation . to ACP than PAM levels, accounting for 11.9% and 5.6% of the
David et USA . P o P was associated with engagement in ACP - 2 or more chronic riance. o tively. Besid ial it. PAM explained
al., 2018 study in the | 43% were non- d dults with . d conditions variance, respectively. besides social support, explained a
[66] PREPARE | white, 9% were | 2MONg Older acduils wath serious an greater portion of the variance in ACP scores than literacy or
randomized | women, and chronic illness. comorbidity. Interventions designed to foster general patient
trial. 20% had limited activation and self-efficacy to engage in health behaviors and
health literacy. disease management may also improve engagement in the ACP
process.
- Among older veterans with moderate-to-severe CKD,
. o . multimorbidity presents a major challenge for CKD self-
Exploratory | Veterans>70 P rimary: identify and descnbe. . the management. The central organizing concept that emerged from | 7/1¢ (76%)
. qualitative | years old with relaFlonshlp among factors that facilitate these data were managing complexity. Barriers were related to
Bov;'lmg study moderate-to- or impede CKD. self-management for the interaction between Health Condition Factors, contextual
;:)2117" USA (grounded | severe CKD. 30 Oclgg veterans with moderate-to-severe - Moderate-to-severe Environmental Factors, and contextual Personal Factors. Older
i rticipant : . i i i i
76] theory). Six participants, CKD, hypertension, adults with CKD must negotiate the complf:xlty that arises when
focus with a mean age . . s . PP they are asked to adhere to discordant treatment
Secondary: obtain patients’ perspectives arthritis, diabetes, and . . o
groups of 75.1 (70.1- recommendations. They experience this in the context of
on CKD self-management gout. o e . . e
90.7) years, differing personal abilities to cope with complexity and within a
60% were black, health care environment that is not organized to address multiple

and 96.7% were

chronic conditions. An integrated treatment approach that
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supports  self-management across commonly occurring

men. conditions may be necessary to meet the needs of these patients.
Reasonable levels of intervention uptake amongst older patients
with multimorbidity who were not actively seeking help with
self-management. Assistance with diet and exercise were the | 10/13 (76%)
most common interventions within health coaching, although
A . final ¢ . 3 ; support for low mood and social prescribing were also present
Randomize | intervention Primary: assess the cost effeFtlveness.of f onificant minority. | tention-to-treat analvsis. h
Panagiot | England dcontrolled | group of 504 health coaching for patients with - 2 or more long-term 0; 2 51§r;1 I(Lan lr}rllmorl }31 n ;g ftention-to-trea ;na yils’ ose
ietal, | (northwes trial participants  of multimorbidity compared to usual care. conditions (self-reported selected for ca ¢ coaching 1 n;)t 1m?rlc.>fve (silgm 1c'f1nt yon a;lfy
2018 t) (cluster) which 207 | Secondary: evaluated the role of health from a list of 15) outcome (patient activation, quality Ot fife, depression, or seit-
[74] . consented to the | coaching in the care of multimorbidity. care) 'compared to usual care. Patients selected for health
; . coaching demonstrated lower levels of emergency care use, but
1n.tervent10n, an increase in the use of planned services and higher overall
:erglaining 8t(})1§ costs, as well as a quality-adjusted life year gain.
as controls.
- The spouses and children are the support for diabetes - results
revealed that the most frequent self-care management behaviors
were assistance with diet and social support. Assistance with | 7/8 (929
Cr(.)ss- . S . . . medications and physician visits were also reported. Twelve
sectl((;nal g;:\;nea;?.f:;illr;vesj;ifith;i;ileizgnssel:llfp participants reported that they received no support from their
David et USA l\/lsltlllltigle Older  adults | care, and health outcomes in older. | - Diagriosis of type as a family member - that adhering to a genere.ll .healthy diet was
al., 2019 regression (0=60; >65 | community-dwelling adults primary or secondary perform-ed most frequentl}‘/ - The characteristics of the famllly
167] | years). diagnosis affect diabetes outc.omes in older afiults - the re.sults pr0v1fie
analyses. support for the practice recommendation of integrating the family
in diabetes management of older adults to facilitate diabetes self-
care behaviors and glucose control.
- Emerged themes included: 1) social support, 2) coping
strategies, 3) spirituality, 4) chronic disease health literacy, 5)
n=15 - Ages of - Diabetes, hypertension, | anger, and 6) depression. While participants had a general overall | 8/10 (85%)
participants cardiovascular disease, | knowledge of chronic illness, they had deficits in knowledge
ranged from 62 hyperlipidemia, asthma, | regarding their own illnesses and medications. - Part of disease
Jacobs et to 88 years Primary: to understand the knowledge, arthritis, anxiety, and management is adapting to circumstances beyond one’s control -
al., 2017 In-depth, (mean = 77.1 strengths, and areas of need regarding chronic migraines. An association has been shown to exist between resilience and
[77] USA qualitative years) n=10 - self-management of chronic illness. quality of life and health promotional behavior - The themes: 1)
interviews. Age.s. of disease knowledge acquisition and health literacy; 2) role of
participants spirituality; 3) social and family support; and 4) coping
:ange%from 57 strategies.
0 years
(mean = 66.7
years)
Denmark | Qualitative | Older  adults | Primary: Explore the disclosure | - Arthritis, diabetes, - Three types of knowledge domains of older adults with
study. (n=14, >65 | practices of the knowledge from older | hypertension, depression, | multimorbidity in the General Practitioner consultation: (1)
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Joensson adults with multimorbidity, during the | COPD, ischemic heart knowledge that had no direct biomedical relevance from | 9/10 (92%)
etal, Interviews medical consultation. disease, anxiety. participants’ perspective; (2) knowledge considered too private;
2020 (snowball years). ) (3) knowledge assumed to position one a inferior.

[69] " Secquary: Investllgate how the
sampling). participants ~ categorized aspects of
everyday life and patient knowledge.
Primary: Investigate which methods are - Topics in the MDTs: Care Plan [Yes-94%, No-4%, NA-2%];
the most important among the User- Decision Support Module [Yes-72%, No-0% NA-28%]; Patient
Qualitative | Elderly patients | Centered Development (UCD) Data [Yes-75%, No-6%, NA-19%]; Communication [Yes-79%, | 8/10 (85%)
Traore — study. (n=26). Age> 65 evaluation methods frequent]y used in - Diabetes. heart failure NO—?&%,. NA-18%]; Notifications [Yes-89%, No-5%, NA-6%].
Delphi years and 22 | health informatics. > > Topics in the elderly: Care Plan [Yes-87%, No-4%, NA-10%];
et al, panel. medical doctors. renal fallur-e, and Patient Empowerment [Yes-68%, No-8%, NA-24%]; Patient
2019 Secondary: Evaluate the results of user- depression. Data [Yes-48%, No-4%, NA-48%]; Notifications and
751 centred functionality testing. Communication [Yes-32%, No-5%, NA- 63%].
Primary: Determine the degree of - The median Patient Activation Measure (PAM) score was 51.
A cross- patient activation in frail and very old Most adults reported activation level 1 (39%), followed by
sectional adults. activation level 2 (31%), activation level 3 (26%) and activation | 7/8 (929%)
study of level 4 (5%). Care home residents more often reported lower
Overbee The participant | Older  adults | Secondary: To assess which personal -2or moRg PR activation levels (levels 1 and 2; 81%) than community-dwelling
ketal, | Netherland| ~baseline (n=201).  Age | characteristics and other characteristics specity). adults. Being community dwelling (compared to care home
2018 s responses >75 years. (multimorbidity, type of residence, level residents; p=0.04), the degree of mental capacity, physical health,
(71] to of frailty, mental competence, physical mental health and satisfaction with healthcare were positively
questionnai health, mental health, and health associated with PAM scores. Education level and frailty were
res satisfaction) that are associated with negatively associated with PAM scores.
patient activation.
- Angina or long-term Patient acknowledgement of clinician medicolegal vulnerability
heart problem; arthritis or | in the context of multimorbidity, and their recognition of This is
long-term joint problem; | a barrier to SDM. Expectations for GPs to follow clinical 8/10 (85%)
asthma or long-term chest | guidelines, challenges encountered in applying guidelines and
Primary: To explore factors influencing problem; blindness or in communicating clinical uncertainty, and limited clinician self-
Four focus | Shared Decision Making (SDM) from | severe visual impairment; | efficacy for SDM. Increasing consultation duration and
Qualitative. | groups with four | the perspectives of older patients with | cancer in the last 5 years; | improving continuity were viewed as facilitators.
Brown et | England Focus participants per | multimorbidity and GPs, to inform deafness or severe
al., 2022 group. group, two | improvements in personalized care. hearing impairment;
[70] groups with GPs ) diabetes; epilepsy; high
(n=8) and two Secogdary: Explore the perc.eptlons apd blood pressure; kidney or
with  patients | experiences of older patients with | fiyer disease; long-term
(n=8, aged >65 multimorbidity and GPs when seeking to back, mental, and
years). achieve the component of personalized neurological health
care. problem.
USA Patients reported that the PHPI process gave them the

opportunity to discuss and “sit down and really think” about their
health and health priorities in an expanded, proactive way.

34



Feder et
al., 2019
[64]

Qualitative
study using
thematic
analysis.
In-depth
semi
structured
telephone
and in-
person
interviews

Older adults
who

participated  in
the PHPI

process (n=22).
The mean age
was 80 years,
64% were
female, and all
patients
identified
themselves  as
white.

Primary: Evaluate patients’ Perceptions

of Health Priorities Identification
(PHPI).
Secondary: Describe patients’

perceptions of the PHPI process; identify
enabling factors and barriers to the
process and elicit recommendations from
patients on process enhancement.

- Three or more chronic
conditions (do not
specify).

Patients found that participation in the PHPI process led to
changes in the ways they communicated with their family as well
as other clinicians. Patients described being able to speak with
family “more freely” after the facilitation and viewed the
facilitation as a catalyst for talking to their family about their
healthcare goals and preferences. Patients also reported feeling
empowered to ask questions of clinicians as the result of the PHPI
process, for example, in seeking clarification of the purpose and
consequences of medical treatments or the likely impact of such
treatments on quality of life. Patients viewed the PHPI process as
feasible and effective in assisting them to identify their health
priorities, engaging them in their care, and potentially aligning
the healthcare they receive with the priorities they value most.

7/10 (76%)

Spooren

berg et

al., 2019
[73]

The
Netherlands

Single-
group pre-
post-test
study.

People aged 75
years and older.

Primary: To assess the prevalence and
severity of health-related problems and
the change after receiving individual care
and support from Embrace for the whole
sample and for subgroups based on the
risk profiles Frail and Complex care
needs.

Secondary: To assess the prevalence and
severity of health-related problems and
the change after receiving individual care
and support from Embrace, for those who
had a health-related problem at baseline
because of aging.

Participants were
classified into 3 risk
proiiles using their level
of complexity of care
needs.

The health-related problems reported by older adults were
pragmatically and retrospectively grouped into 6 coherent
clusters: Mental Functions, Physical Health, Mobility, Personal
Care, Nutrition, and Support. The most prevalent and most severe
problems at baseline were Mental Functions (b152 Emotional
functions) and Mobility. The changes in prevalence after 12
months varied. The largest decreases were Mental Functions
(b152 Emotional functions), Nutrition (d560 Drinking), and
Support (e575 General social support services, systems, and
policies), whereas the prevalence of the Mobility-related items
increased (b730 Muscle power functions). Severity scores
decreased or remained stable after 12 months. Participants in the
Frail group who had a problem had higher baseline severity
scores than participants with complex care needs experiencing a
problem. However, both groups showed positively changing
patterns after 12 months of person-centered and integrated care
and support. Those with relatively new problems may have more
difficulty with coping, whereas those with persistent problems
may already have adapted to some extent to their situation.

10/13 (76%)

Orellano

-Colon et

al., 2021
[72]

Puerto
Rico

A cross-
sectional
epidemiolo
gical
research
design,
considering
a complex
sampling

(1) Spanish
speaking
Hispanic adults
>65 years, (2)
living
independently
at home in the
CMP

Primary: Determine the prevalence of
functional disabilities among Hispanics
65 years and older.

Secondary: Compare the prevalence of
functional disabilities in specific self-
care activities, IADL and functional
mobility between males and females
when controlling for age, income,
chronic conditions, marital status, and
sampling design.

Arthritis, low back pain,
osteoporosis. high blood
pressure, obesity, heart
disease, gastrointestinal
disorder, respiratory
disease, visual, hearing,
depression, anxiety and
other.

Different prevalence of chronic conditions between sexes. The
prevalence 4 or more comorbidities was statistical different by
sex (p = 0.0003); the estimated prevalence among females was
76.9%, and among males was 53.3%. Females showed higher
prevalence, mainly in the following conditions: osteoporosis,
gastrointestinal disorder, arthritis, and respiratory disease. In
contrast, males showed higher prevalence, mainly in the
following conditions: hearing conditions (p = 0.04), and anxiety
(p = 0.013). Approximately 1560 subjects have some kind of
physical function disability in the CMP. The estimated
prevalence among females was 69.1% (95% CI: 60, 77%) and
among males was 42.2% (95% CI: 32, 53%). Thus, the estimated

6/8 (85%)
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design of

number of persons with disability will be different by sex;

households . approximately 1000 among females and 560 among males.
to community.
interview.
Older adults Participants were found to engage with the plan of care in ways
(n=40) aged 65 that were seen to be congruent with process factors in the
and older, with -Two or more chronic theoretical approach: They engaged in behaviors that supported | 8/10 (85%)
at least two conditions (do not their health (“Promote Health”), managed health-related
Colorafi Qualitative chronic specify). information (“Organize Health Care” and “Seek Health
et al,, descrintive cardiovascular Knowledge”), scheduled routine visits with the doctor (“Find
2021 s tucfy' diagnoses, who Primary: Describe the ways in which Safe, Decent Care”), and participated in treatment planning
[68] USA observa t'ion were readily older adults with multimorbidity’s (“Make Good Treatment Decisions” and “Participate in
and able to converse | engage with their plan of care. Treatment™).
. . with the
interview
researcher and
who received
care in an
outpatient
cardiac clinic.
Di Nitto Italy Qualitative | Older adults Primary: Explore and describe self-care | -Cancer treated with oral | Nine categories of self-care behaviors were identified across the
et al., descriptive | >70 years with behaviors in older adults treated with anticancer agents; three dimensions: maintenance (medication adherence, dietary
2022 78] study; tumor treated oral anticancer agents. treatment side effects. adaptations, physical activity), monitoring (general health status, | 8/10 (85%)
semi- with oral cancer monitoring, symptom recognition, attending visits), and
structured anticancer Secondary: Organize behaviors within management (oral anticancer agent side-effect management and
interviews. | agents >3 self-care maintenance, monitoring, and illness management). The authors emphasize that oncology
months(n=22). management (Middle-Range Theory of nurses have a pivotal role in assessing and supporting these
Self-Care of Chronic Illness). behaviors and that interventions are needed to improve self-care
in this population.
Wu et Singapore | Pilot study; | Community- Primary: Develop a Community-Based -Chronic diseases The 8-week CeHP (face-to-face + eHealth sessions using the
al., 2022 2-group dwelling older e-Health Program (CeHP) for older (program content focused | Care4Senior app) was feasible and achieved high content
[79] pre—post adults with adults with chronic diseases. on hypertension, validity. Participants in the CeHP group showed improvements | 10/13 (76%)
repeated- chronic diseases | Secondary: Conduct a pilot evaluation hyperlipidemia, and in biomarkers (e.g., fasting glucose, HbAlc, cholesterol, BMI)
measures. recruited from (feasibility and pre—post changes in self- diabetes; lifestyle, and self-care-related measures after the program, although

senior activity
centers (CeHP
n=8; control
n=4 completed
baseline).

management/self-care measures and
health outcomes).

medication
adherence/brain health
topics).

changes were not statistically significant; the control group
showed decreases in some self-care/health literacy scores.
Authors conclude CeHP can engage and empower older adults
and supports scale-up testing.
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Foster et USA Qualitative | Older adult Primary: Explore which features of a Most participants considered a smartphone app desirable for HF
al., 2022 interview Veterans with smartphone app were prioritized by self-care. Preferred features included education on daily HF care,
[80] study heart failure, older adult Veterans with HF for self- -Heart failure medication-adherence support, diet-restriction support, exercise | 9/10 (92%)
>65 years care support. Secondary: Capture goal setting, stress-reduction strategies, and prompts on when to
(n=9), recruited | preferences related to usability (e.g., contact a provider. Additional preferences included simplicity,
in the Veterans simplicity, data sharing) and reactions to ability to share data with caregivers, and positive framing of HF
Health HF-related language. language.
Administration.
Older ' o _ Self—efﬁcacy ppsitively mediated the association. bet\yeen
adults >65 Primary: Test whether self-care self- Multimorbidity (>1 index | perceived family support and all self-care dimensions
Observatio vith mulii | fficacy and depression mediate the condition: diabetes (maintenance, monitoring, management). Depression negatively | 6/8 (85%)
Iovino et nal study; year;\dv'lt rtr}u 11 relationship between family support mellitus, heart failure, or mediated the relationship for self-care maintenance and self-care
al., 2023 Italy Cross- rrg)sr 411 ity (fina self-care COPD + >1 additional management (not monitoring). In gender-stratified analyses,
[81] sectional e ), d (maintenance/monitoring/management). | chronic condition; depression was no longer a significant mediator in males;
analysis recruite Secondary: Explore whether these excluding findings suggest interventions strengthening perceived family
across seven . R . . .
regions relationships differ by gender. dementia/cancer). support may improve self-efficacy and reduce depressive

symptoms (particularly in women).

Abbreviatures: ACP- Advanced Care Planning; CKD- Chronic Kidney Disease; CMP- ; PAM- Patient Activation Measure: PHPI- Perceptions of Health Priorities Identification; SDM- Shared

Decision Making; UCD- User-Centred Development.
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Table 3. Dimensions: Self-care needs
Dimensions Self-care needs

Self-Maintenance - Relationship with family
[64], [65], [66], [68],
(691, [70], [71], [72],
[781, [791, [80], [81] - Social support

- Facilitated communication

- During home visits

- Spiritual needs

- Symptom control

Self-Monitoring - The health-related problems reported by older adults: Mental Functions, Pl“y"\iuj Hea lL—n, Mobility, Personal Care, Nutrition, and Support
[64], [73], [74], [78], - Instruction for self-care
[81]
- Training in Technology
- Recognition of warning signs
Self_Management - Famlly Relationship \ %

[651, 1661, [67], [68],
[691, 1721, 741, 751, o
[76], [77]’ [78], [79], - COmmuIllCathn

[80], [81] - Patient Empowerment

- Decision Support
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