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Abstract 

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

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

Methods  A scoping review was carried out following PRISMA-ScR reporting guidelines. The search was conducted 
in six databases (PubMed/Medline, Cochrane, CINAHL, Web of Science, Scopus and EMBASE) between October 2021 
and April 2022.

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

Conclusion  This review shows that home visiting programmes could have potential benefits for older adults 
with chronic multimorbidity. However, its results have been inconclusive. There is a need for high quality studies 
involving a larger number of patients, in which home visits are the main intervention.
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Introduction
Chronic multimorbidity  is the coexistence of two or 
more long-term conditions with slow progression [1], 
and is the most common and serious health problem in 

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

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

Methodology
Design
A scoping review of intervention studies was conducted 
following international guidelines and recommendations 

[50, 51], as well as the PRISMA-ScR recommendations 
for reporting results of scoping reviews [52].

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

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

Search results
In the identification phase, searching on the various data-
bases yielded 1199 results. After checking and manually 
removing duplicate articles (n = 203), there were 996 
records left. We then eliminated 940 studies after read-
ing the title and abstract. In the eligibility phase, two 
reviewers from the research team independently assessed 
56 full-text articles and conducted an additional search 
through their references. No new eligible articles were 
found, and 52 records were discarded for not meeting the 
eligibility criteria. Four articles were ultimately included. 
The flowchart shows this article selection process (see 
Additional file 2).
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Quality assessment and risk of bias
The recommendations in the Cochrane Handbook for 
assessing risk of bias in studies were followed [51]. Two 
reviewers assessed the quality of the included studies 
independently, and their assessments were then cross-
checked by the senior researcher on the study. To assess 
the studies’ risk of bias, each criterion was rated as high, 
low or unclear (Fig. 1).

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

characteristics of the interventions, the variables studied, 
and the outcomes reported.

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

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

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

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

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

In the study by Markle-Reid et  al. (2021), [56] a hos-
pital-to-home transitional care intervention comprising 
home visits, phone calls and accompaniment through 

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

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

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

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



Page 7 of 13Chica‑Pérez et al. BMC Nursing          (2023) 22:266 	

(VR-12), with no statistically significant differences found 
between the intervention group (IG) and CG from the 
baseline to the end of the 6-month intervention.

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

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

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

Two studies measured the effect of interventions on 
health service costs [55, 56]. Fisher et  al. (2020) [55] 

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

Other results
In the work of Wang et  al. (2013), [54] knowledge, atti-
tude and behaviour in relation to medication safety were 
assessed using the KAB-MS questionnaire. Significantly 
higher scores on medication safety knowledge were 
found for the IG compared to the CG. Regarding medica-
tion safety behaviours, significant differences were found 
in favour of the IG in checking medication when receiv-
ing the prescription, in checking medication before tak-
ing it and in taking proper care of surplus medication.

Two studies assessed depressive symptoms, anxiety 
and mental functioning [55, 56]. Both studies used the 
Centre for Epidemiological Studies Depression Scale 
(CES-D-10) to assess depressive symptoms. For anxi-
ety, they used the Generalised Anxiety Disorder Scale 
(GAD-7). Mental functioning was assessed through dif-
ferent scales. In the study by Fisher et  al. (2020), [55] 
it was assessed through the mental component of the 
SF-12 questionnaire. In Markle-Reid et al.’s (2021) [56] 
study, it was assessed through the mental component of 
the VR-12. Neither of the studies found significant dif-
ferences in depressive symptoms or anxiety [55, 56].

Perceived social support was assessed in the study 
by Markle-Reid et  al. (2021) [56] using the Personal 
Resources Questionnaire (PRQ2000). No significant 
differences were found between groups. This same 
study also assessed patient satisfaction with the care 
received. Satisfaction with care was measured using 
the Client-Centred Care Questionnaire (CCCQ) and 
Patient-Reported Experience Measures of Integrated 
Care at Home for Older People (IC-PREMs). No signifi-
cant differences were found between groups except for 
the item related to obtaining information about health 
and social services, for which the IG reported receiving 
significantly more information than the CG.

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

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

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

Chow & Wong’s study (2014) [53] found improvements 
in self-assessed health in the PCG but not in the HVG. 
This is likely to be because phone calls alone have posi-
tive effects on self-assessed health without the need for 
visits [67]. Therefore, the positive effects on self-assessed 
health found in other studies that combined visits and 
calls could have been achieved with calls alone [62, 63]. 
While calls could achieve immediate improvements after 
the intervention, visits could contribute to maintaining 

the effects over time [53]. However, contrary to these 
hypotheses, improvements in self-rated health have also 
been seen through home visits alone [68]. The feasibil-
ity of a virtual visiting programme, a hybrid modality 
between face-to-face visits and telephone calls  for com-
munity-dwelling older adults with multimorbidity could 
be questioned [69–72]. Nonetheless, face-to-face com-
munication is known to be more beneficial than telematic 
communication for older adults [73].

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

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

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

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

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

with patients who had recently been discharged from 
hospital. This situation could have maximised the inter-
vention’s positive effects on the participants [101].

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

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

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12912-​023-​01421-7.

Additional file 1. Bibliographic/literature search.

Additional file 2. Flow diagram adapted from PRISMA-ScR [51].

Acknowledgements
The authors would like to share their gratitude to the Spanish Ministry of Sci‑
ence and Innovation and the Research Group CTS-451 from the University of 
Almeria for their financial support.

Authors’ contributions
A.C-P., I.D-S., M.D.R-F., M.C-C., I.M.F-M., and J.M.H-P made substantial contribu‑
tions to the conception and design; acquisition, analysis and interpretation of 
data; writing and revision of the manuscript; and final approval of the version 
to be published. Furthermore, all authors agreed to be responsible for all 
aspects of the work, read and approved the final manuscript.

Funding
This study is part of the research project PID2020-117579RA-I00 (Nursing 
Students’ Visits to Older Adults with Multiple Chronic Conditions—VISITAME), 
which received funding from the Spanish Ministry of Science and Innovation 
AEI/10.13039/501100011033/.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article. Datasets are available through the authors upon reasonable request.

Declarations

Ethics approval and consent to participate
This review was evaluated as exempt from ethical review by the Ethics Com‑
mittee of the Department of Nursing, Physiotherapy and Medicine of the 
University of Almería (EFM89/2020).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 27 March 2023   Accepted: 26 July 2023

References
	 1.	 World Health Organization. Multimorbidity. 2016. https://​apps.​who.​int/​

iris/​handle/​10665/​252275. Accessed 11 Apr 2022.
	 2.	 Dugravot A, Fayosse A, Dumurgier J, et al. Social inequalities in 

multimorbidity, frailty, disability, and transitions to mortality: a 24-year 

follow-up of the Whitehall II cohort study. Lancet. 2020;5(1):e42–50. 
https://​doi.​org/​10.​1016/​S2468-​2667(19)​30226-9.

	 3.	 Makovski TT, Schmitz S, Zeegers MP, Stranges S, van den Akker M. Mul‑
timorbidity and quality of life: Systematic literature review and meta-
analysis. Ageing Res Rev. 2019;53:100903. https://​doi.​org/​10.​1016/j.​arr.​
2019.​04.​005.

	 4.	 Siah KW, Wong CH, Gupta J, Lo AW. Multimorbidity and mor‑
tality: A data science perspective. J Multimorb Comorb. 
2022;12:26335565221105430. https://​doi.​org/​10.​1177/​26335​56522​
11054​31.

	 5.	 Bähler C, Huber CA, Brüngger B, Reich O. Multimorbidity, health 
care utilization and costs in an elderly community-dwelling popula‑
tion: A claims data based observational study. BMC Health Serv Res. 
2015;15:23. https://​doi.​org/​10.​1186/​s12913-​015-​0698-2.

	 6.	 Chen H, Chen Y, Cui B. The association of multimorbidity with health‑
care expenditure among the elderly patients in Beijing. China Arch 
Gerontol Geriatr. 2018;79:32–8. https://​doi.​org/​10.​1016/j.​archg​er.​2018.​
07.​008.

	 7.	 Marventano S, Ayala A, Gonzalez N, et al. Multimorbidity and func‑
tional status in community-dwelling older adults. Eur J Intern Med. 
2014;25(7):610–6. https://​doi.​org/​10.​1016/j.​ejim.​2014.​06.​018.

	 8.	 Montes MC, Bortolotto CC, Tomasi E, et al. Strength and multimorbidity 
among community-dwelling elderly from southern Brazil. Nutrition. 
2020;71:110636. https://​doi.​org/​10.​1016/j.​nut.​2019.​110636.

	 9.	 Lin MH, Chang CY, Wu DM, Lu CH, Kuo CC, Chu NF. Relationship of 
multimorbidity, obesity status, and grip strength among older adults 
in Taiwan. Int J Environ Res Public Health. 2021;18(14):7540. https://​doi.​
org/​10.​3390/​ijerp​h1814​7540.

	 10.	 Wei MY, Kabeto MU, Galecki AT, Langa KM. Physical functioning decline 
and mortality in older adults with multimorbidity: joint modeling 
of longitudinal and survival data. J Gerontol A Biol Sci Med Sci. 
2019;74(2):226–32. https://​doi.​org/​10.​1093/​gerona/​gly038.

	 11.	 Jiao D, Watanabe K, Sawada Y, et al. Multimorbidity and functional 
limitation: the role of social relationships. Arch Gerontol Geriatr. 
2021;92:104249. https://​doi.​org/​10.​1016/j.​archg​er.​2020.​104249.

	 12.	 Jaul E, Barron J, Rosenzweig JP, Menczel J. An overview of co-morbidi‑
ties and the development of pressure ulcers among older adults. BMC 
Geriatr. 2018;18(1):305. https://​doi.​org/​10.​1186/​s12877-​018-​0997-7.

	 13.	 Jih J, Stijacic-Cenzer I, Seligman HK, Boscardin WJ, Nguyen TT, Ritchie 
CS. Chronic disease burden predicts food insecurity among older 
adults. Public Health Nutr. 2018;21(9):1737–42. https://​doi.​org/​10.​1017/​
S1368​98001​70040​62.

	 14.	 Rizzuto D, Melis RJF, Angleman S, Qiu C, Marengoni A. Effect of Chronic 
Diseases and Multimorbidity on Survival and Functioning in Elderly 
Adults. J Am Geriatr Soc. 2017;65(5):1056–60. https://​doi.​org/​10.​1111/​
jgs.​14868.

	 15.	 Klompstra L, Ekdahl AW, Krevers B, Milberg A, Eckerblad J. Factors 
related to health-related quality of life in older people with multimor‑
bidity and high health care consumption over a two-year period. BMC 
Geriatr. 2019;19(1):187. https://​doi.​org/​10.​1186/​S12877-​019-​1194-z.

	 16.	 Li HW, Lee WJ, Lin MH, et al. Quality of life among community-dwelling 
middle-aged and older adults: function matters more than multimor‑
bidity. Arch Gerontol Geriatr. 2021;95:104423. https://​doi.​org/​10.​1016/j.​
archg​er.​2021.​104423.

	 17.	 Stubbs B, Vancampfort D, Veronese N, et al. Multimorbidity and 
perceived stress: a population-based cross-sectional study among 
older adults across six low- and middle-income countries. Maturitas. 
2018;107:84–91. https://​doi.​org/​10.​1016/j.​matur​itas.​2017.​10.​007.

	 18.	 Parajuli J, Berish D, Jao YL. Chronic conditions and depressive symp‑
toms in older adults: the mediating role of functional limitations. 
Aging Ment Health. 2021;25(2):243–9. https://​doi.​org/​10.​1080/​13607​
863.​2019.​16939​71.

	 19.	 Read JR, Sharpe L, Modini M, Dear BF. Multimorbidity and depression: 
a systematic review and meta-analysis. J Affect Disord. 2017;221:36–46. 
https://​doi.​org/​10.​1016/j.​jad.​2017.​06.​009.

	 20.	 Wei MY, Mukamal KJ. Multimorbidity and mental health-related quality 
of life and risk of completed suicide. J Am Geriatr Soc. 2019;67(3):511–9. 
https://​doi.​org/​10.​1111/​jgs.​15678.

	 21.	 Kristensen K, König HH, Hajek A. The association of multimorbid‑
ity, loneliness, social exclusion and network size: findings from 

https://doi.org/10.1186/s12912-023-01421-7
https://doi.org/10.1186/s12912-023-01421-7
https://apps.who.int/iris/handle/10665/252275
https://apps.who.int/iris/handle/10665/252275
https://doi.org/10.1016/S2468-2667(19)30226-9
https://doi.org/10.1016/j.arr.2019.04.005
https://doi.org/10.1016/j.arr.2019.04.005
https://doi.org/10.1177/26335565221105431
https://doi.org/10.1177/26335565221105431
https://doi.org/10.1186/s12913-015-0698-2
https://doi.org/10.1016/j.archger.2018.07.008
https://doi.org/10.1016/j.archger.2018.07.008
https://doi.org/10.1016/j.ejim.2014.06.018
https://doi.org/10.1016/j.nut.2019.110636
https://doi.org/10.3390/ijerph18147540
https://doi.org/10.3390/ijerph18147540
https://doi.org/10.1093/gerona/gly038
https://doi.org/10.1016/j.archger.2020.104249
https://doi.org/10.1186/s12877-018-0997-7
https://doi.org/10.1017/S1368980017004062
https://doi.org/10.1017/S1368980017004062
https://doi.org/10.1111/jgs.14868
https://doi.org/10.1111/jgs.14868
https://doi.org/10.1186/S12877-019-1194-z
https://doi.org/10.1016/j.archger.2021.104423
https://doi.org/10.1016/j.archger.2021.104423
https://doi.org/10.1016/j.maturitas.2017.10.007
https://doi.org/10.1080/13607863.2019.1693971
https://doi.org/10.1080/13607863.2019.1693971
https://doi.org/10.1016/j.jad.2017.06.009
https://doi.org/10.1111/jgs.15678


Page 11 of 13Chica‑Pérez et al. BMC Nursing          (2023) 22:266 	

the population-based German ageing survey. BMC Public Health. 
2019;19(1):1383. https://​doi.​org/​10.​1186/​s12889-​019-​7741-x.

	 22.	 Stickley A, Koyanagi A. Physical multimorbidity and loneliness: a 
population-based study. PLoS One. 2018;13(1):e0191651. https://​doi.​
org/​10.​1371/​journ​al.​pone.​01916​51.

	 23.	 Wu F, Sheng Y. Social isolation and health-promoting behaviors among 
older adults living with different health statuses: A cross-sectional study. 
Int J Nurs Sci. 2021;8(3):304–9. https://​doi.​org/​10.​1016/j.​ijnss.​2021.​05.​007.

	 24.	 Meek KP, Bergeron CD, Towne SD, Ahn S, Ory MG, Smith ML. Restricted 
social engagement among adults living with chronic conditions. Int J 
Environ Res Public Health. 2018;15(1):158. https://​doi.​org/​10.​3390/​ijerp​
h1501​0158.

	 25.	 Palladino R, Tayu Lee J, Ashworth M, Triassi M, Millett C. Associations 
between multimorbidity, healthcare utilisation and health status: 
evidence from 16 European countries. Age Ageing. 2016;45(3):431–5. 
https://​doi.​org/​10.​1093/​ageing/​afw044.

	 26.	 Picco L, Achilla E, Abdin E, et al. Economic burden of multimorbid‑
ity among older adults: Impact on healthcare and societal costs. 
BMC Health Serv Res. 2016;16(1):173. https://​doi.​org/​10.​1186/​
s12913-​016-​1421-7.

	 27.	 Krieg C, Hudon C, Chouinard MC, Dufour I. Individual predictors of 
frequent emergency department use: a scoping review. BMC Health 
Serv Res. 2016;16(1):594. https://​doi.​org/​10.​1186/​s12913-​016-​1852-1.

	 28.	 Zhao Y, Zhang P, Oldenburg B, et al. The impact of mental and physical 
multimorbidity on healthcare utilization and health spending in China: 
a nationwide longitudinal population-based study. Int J Geriatr Psychia‑
try. 2021;36(4):500–10. https://​doi.​org/​10.​1002/​gps.​5445.

	 29.	 Kuzuya M. Era of geriatric medical challenges: multimorbidity among 
older patients. Geriatr Gerontol Int. 2019;19(8):699–704. https://​doi.​org/​
10.​1111/​GGI.​13742.

	 30.	 Marupuru S, Axon DR. Association of multimorbidity on healthcare 
expenditures among older United States adults with pain. J Aging 
Health. 2021;33(9):741–50. https://​doi.​org/​10.​1177/​08982​64321​10118​41.

	 31.	 Zhang L, Ma L, Sun F, Tang Z, Chan P. A multicenter study of mul‑
timorbidity in older adult inpatients in China. J Nutr Health Aging. 
2020;24(3):269–76. https://​doi.​org/​10.​1007/​s12603-​020-​1311-x.

	 32.	 Kojima T, Mizokami F, Akishita M. Geriatric management of older 
patients with multimorbidity. Geriatr Gerontol Int. 2020;20(12):1105–11. 
https://​doi.​org/​10.​1111/​ggi.​14065.

	 33.	 Wallace E, Salisbury C, Guthrie B, Lewis C, Fahey T, Smith SM. Managing 
patients with multimorbidity in primary care. BMJ. 2015;350:h176. 
https://​doi.​org/​10.​1136/​bmj.​h176.

	 34.	 Whitty CJM, MacEwen C, Goddard A, et al. Rising to the challenge of 
multimorbidity. BMJ. 2020;368:l6964. https://​doi.​org/​10.​1136/​bmj.​l6964.

	 35.	 van Merode T, van der Ven K, van den Akker M. Patients with multimor‑
bidity and their treatment burden in different daily life domains: a quali‑
tative study in primary care in the Netherlands and Belgium. J Comorb. 
2018;8(1):9–15. https://​doi.​org/​10.​15256/​joc.​2018.8.​119.

	 36.	 Deschodt M, Laurent G, Cornelissen L, et al. Core components and 
impact of nurse-led integrated care models for home-dwelling 
older people: A systematic review and meta-analysis. Int J Nurs Stud. 
2020;105:103552. https://​doi.​org/​10.​1016/j.​ijnur​stu.​2020.​103552.

	 37.	 Gonçalves I, Mendes DA, Caldeira S, Nunes EMGT. Nurse-led care man‑
agement models for patients with multimorbidity in hospital settings: a 
scoping review protocol. JBI Evid Synth. 2021;19(8):1934–40. https://​doi.​
org/​10.​11124/​JBIES-​20-​00222.

	 38.	 Obbia P. Cosa significa infermiere di famiglia e di comunità? [What 
family nursing really means?]. Assist Inferm Ric. 2021;40(3):125–30. 
https://​doi.​org/​10.​1702/​3694.​36820.

	 39.	 Scholz Mellum J, Martsolf DS, Glazer G, Tobias B, Martsolf G. How 
older adults with multimorbidity manage their own care within a 
formal care coordination program? Geriatr Nurs. 2019;40(1):56–62. 
https://​doi.​org/​10.​1016/j.​gerin​urse.​2018.​06.​006.

	 40.	 World Health Organization. World report on ageing and health. 2015. 
https://​apps.​who.​int/​iris/​handle/​10665/​186463. Accessed 3 Mar 2022.

	 41.	 World Health Organization. WHO guideline on health policy and 
system support to optimize community health worker programmes. 
2018. https://​apps.​who.​int/​iris/​handle/​10665/​275474. Accessed 20 
Apr 2022.

	 42.	 Liimatta HA, Lampela P, Laitinen-Parkkonen P, Pitkala KH. Effects of 
preventive home visits on older people’s use and costs of health care 

services: a systematic review. Eur Geriatr Med. 2016;7(6):571–80. https://​
doi.​org/​10.​1016/j.​eurger.​2016.​08.​006.

	 43.	 Blue L, Lang E, McMurray JJ, et al. Randomised controlled trial of 
specialist nurse intervention in heart failure. BMJ. 2001;323(7315):715–8. 
https://​doi.​org/​10.​1136/​bmj.​323.​7315.​715.

	 44.	 Kwok T, Lee J, Woo J, Lee DT, Griffith S. A randomized controlled trial 
of a community nurse-supported hospital discharge programme in 
older patients with chronic heart failure. J Clin Nurs. 2008;17(1):109–17. 
https://​doi.​org/​10.​1111/j.​1365-​2702.​2007.​01978.x.

	 45.	 Park E, Kim J. The impact of a Nurse-Led home visitation program on 
hypertension self-management among older community-dwelling 
Koreans. Public Health Nurs. 2016;33(1):42–52. https://​doi.​org/​10.​1111/​
phn.​12220.

	 46.	 Feltner C, Jones CD, Cené CW, et al. Transitional care interventions to 
prevent readmissions for persons with heart failure: a systematic review 
and meta-analysis. Ann Intern Med. 2014;160(11):774–84. https://​doi.​
org/​10.​7326/​M14-​0083.

	 47.	 Wong AKC, Bayuo J, Wong FKY, et al. Effects of a Nurse-Led Telehealth 
Self-care promotion program on the quality of life of community-dwell‑
ing older adults: systematic review and meta-analysis. J Med Internet 
Res. 2022;24(3):e31912. https://​doi.​org/​10.​2196/​31912.

	 48.	 Dye C, Willoughby D, Aybar-Damali B, Grady C, Oran R, Knudson A. 
Improving chronic disease self-management by older home health 
patients through community health coaching. Int J Environ Res Public 
Health. 2018;15(4):1–23. https://​doi.​org/​10.​3390/​ijerp​h1504​0660.

	 49.	 Facchinetti G, D’Angelo D, Piredda M, et al. Continuity of care interven‑
tions for preventing hospital readmission of older people with chronic 
diseases: a meta-analysis. Int J Nurs Stud. 2020;101:103396. https://​doi.​
org/​10.​1016/j.​ijnur​stu.​2019.​103396.

	 50.	 Colquhoun HL, Levac D, O’Brien KK, et al. Scoping reviews: time 
for clarity in definition, methods, and reporting. J Clin Epidemiol. 
2014;67(12):1291–4. https://​doi.​org/​10.​1016/j.​jclin​epi.​2014.​03.​013.

	 51.	 Higgins JP, Altman DG, Gøtzsche PC, et al. The Cochrane Collaboration’s 
tool for assessing risk of bias in randomised trials. BMJ. 2011;343:d5928. 
https://​doi.​org/​10.​1136/​bmj.​d5928.

	 52.	 Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 
reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med. 
2018;169(7):467–73. https://​doi.​org/​10.​7326/​M18-​0850.

	 53.	 Chow SK, Wong FK. A randomized controlled trial of a nurse-led case 
management programme for hospital-discharged older adults with co-
morbidities. J Adv Nurs. 2014;70(10):2257–71. https://​doi.​org/​10.​1111/​
jan.​12375.

	 54.	 Wang CJ, Fetzer SJ, Yang YC, Wang JJ. The impacts of using community 
health volunteers to coach medication safety behaviors among rural 
elders with chronic illnesses. Geriatr Nurs. 2013;34(2):138–45. https://​
doi.​org/​10.​1016/j.​gerin​urse.​2012.​12.​013.

	 55.	 Fisher K, Markle-Reid M, Ploeg J, et al. Self-management program versus 
usual care for community-dwelling older adults with multimorbidity: 
a pragmatic randomized controlled trial in Ontario, Canada. J Comorb. 
2020;10. https://​doi.​org/​10.​1177/​22350​42x20​963390

	 56.	 Markle-Reid M, McAiney C, Fisher K, et al. Effectiveness of a nurse-led 
hospital-to-home transitional care intervention for older adults with 
multimorbidity and depressive symptoms: a pragmatic randomized 
controlled trial. PLoS One. 2021;16(7):e0254573. https://​doi.​org/​10.​
1371/​journ​al.​pone.​02545​73.

	 57.	 Martin KS, Norris J. The Omaha System: a model for describing practice. 
Holist Nurs Pract. 1996;11(1):75–83. https://​doi.​org/​10.​1097/​00004​650-​
19961​0000-​00011.

	 58.	 Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: 
validity of a two-item depression screener. Med Care. 2003;41(11):1284–
92. https://​doi.​org/​10.​1097/​01.​MLR.​00000​93487.​78664.​3C.

	 59.	 Markle-Reid M, Ploeg J, Fraser KD, et al. Community program improves 
quality of life and self-management in older adults with diabetes mel‑
litus and comorbidity. J Am Geriatr Soc. 2018;66(2):263–73. https://​doi.​
org/​10.​1111/​jgs.​15173.

	 60.	 Salisbury C, Man MS, Bower P, et al. Management of multimorbidity 
using a patient-centred care model: a pragmatic cluster-randomised 
trial of the 3D approach. Lancet. 2018;392(10141):41–50. https://​doi.​
org/​10.​1016/​S0140-​6736(18)​31308-4.

	 61.	 Galdas P, Fell J, Bower P, et al. The effectiveness of self-management 
support interventions for men with long-term conditions: a systematic 

https://doi.org/10.1186/s12889-019-7741-x
https://doi.org/10.1371/journal.pone.0191651
https://doi.org/10.1371/journal.pone.0191651
https://doi.org/10.1016/j.ijnss.2021.05.007
https://doi.org/10.3390/ijerph15010158
https://doi.org/10.3390/ijerph15010158
https://doi.org/10.1093/ageing/afw044
https://doi.org/10.1186/s12913-016-1421-7
https://doi.org/10.1186/s12913-016-1421-7
https://doi.org/10.1186/s12913-016-1852-1
https://doi.org/10.1002/gps.5445
https://doi.org/10.1111/GGI.13742
https://doi.org/10.1111/GGI.13742
https://doi.org/10.1177/08982643211011841
https://doi.org/10.1007/s12603-020-1311-x
https://doi.org/10.1111/ggi.14065
https://doi.org/10.1136/bmj.h176
https://doi.org/10.1136/bmj.l6964
https://doi.org/10.15256/joc.2018.8.119
https://doi.org/10.1016/j.ijnurstu.2020.103552
https://doi.org/10.11124/JBIES-20-00222
https://doi.org/10.11124/JBIES-20-00222
https://doi.org/10.1702/3694.36820
https://doi.org/10.1016/j.gerinurse.2018.06.006
https://apps.who.int/iris/handle/10665/186463
https://apps.who.int/iris/handle/10665/275474
https://doi.org/10.1016/j.eurger.2016.08.006
https://doi.org/10.1016/j.eurger.2016.08.006
https://doi.org/10.1136/bmj.323.7315.715
https://doi.org/10.1111/j.1365-2702.2007.01978.x
https://doi.org/10.1111/phn.12220
https://doi.org/10.1111/phn.12220
https://doi.org/10.7326/M14-0083
https://doi.org/10.7326/M14-0083
https://doi.org/10.2196/31912
https://doi.org/10.3390/ijerph15040660
https://doi.org/10.1016/j.ijnurstu.2019.103396
https://doi.org/10.1016/j.ijnurstu.2019.103396
https://doi.org/10.1016/j.jclinepi.2014.03.013
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.7326/M18-0850
https://doi.org/10.1111/jan.12375
https://doi.org/10.1111/jan.12375
https://doi.org/10.1016/j.gerinurse.2012.12.013
https://doi.org/10.1016/j.gerinurse.2012.12.013
https://doi.org/10.1177/2235042x20963390
https://doi.org/10.1371/journal.pone.0254573
https://doi.org/10.1371/journal.pone.0254573
https://doi.org/10.1097/00004650-199610000-00011
https://doi.org/10.1097/00004650-199610000-00011
https://doi.org/10.1097/01.MLR.0000093487.78664.3C
https://doi.org/10.1111/jgs.15173
https://doi.org/10.1111/jgs.15173
https://doi.org/10.1016/S0140-6736(18)31308-4
https://doi.org/10.1016/S0140-6736(18)31308-4


Page 12 of 13Chica‑Pérez et al. BMC Nursing          (2023) 22:266 

review and meta-analysis. BMJ Open. 2015;5(3):e006620. https://​doi.​
org/​10.​1136/​bmjop​en-​2014-​006620.

	 62.	 Seidl H, Hunger M, Leidl R, et al. Cost-effectiveness of nurse-based case 
management versus usual care for elderly patients with myocar‑
dial infarction: results from the KORINNA study. Eur J Health Econ. 
2015;16(6):671–81. https://​doi.​org/​10.​1007/​s10198-​014-​0623-3.

	 63.	 Seidl H, Hunger M, Meisinger C, et al. The 3-year cost-effectiveness of a 
nurse-based case management versus usual care for elderly patients with 
myocardial infarction: results from the KORINNA follow-up study. Value 
Health. 2017;20(3):441–50. https://​doi.​org/​10.​1016/j.​jval.​2016.​10.​001.

	 64.	 Wong FK, Chow SK, Chan TM, Tam SK. Comparison of effects between 
home visits with telephone calls and telephone calls only for transi‑
tional discharge support: a randomised controlled trial. Age Ageing. 
2014;43(1):91–7. https://​doi.​org/​10.​1093/​ageing/​aft123.

	 65.	 Jonkers CC, Lamers F, Bosma H, Metsemakers JF, van Eijk JT. The effec‑
tiveness of a minimal psychological intervention on self-management 
beliefs and behaviors in depressed chronically ill elderly persons: a 
randomized trial. Int Psychogeriatr. 2012;24(2):288–97. https://​doi.​org/​
10.​1017/​S1041​61021​10017​48.

	 66.	 Hur MH. Demographic and socioeconomic determinants of self-
efficacy: an empirical study of korean older adults. Int J Aging Hum Dev. 
2018;87(3):289–308. https://​doi.​org/​10.​1177/​00914​15017​738081.

	 67.	 Renneberg B, Schulze J, Böhme S, West SG, Schüz B. Effectiveness and 
equity evaluation of an insurance-wide telephone-counseling program 
for self-management of chronic diseases: the health coach study. Appl 
Psychol Health Well Being. 2022;14(2):606–25. https://​doi.​org/​10.​1111/​
aphw.​12322.

	 68.	 Bouman A, van Rossum E, Ambergen T, Kempen G, Knipschild P. 
Effects of a home visiting program for older people with poor health 
status: a randomized, clinical trial in The Netherlands. J Am Geriatr Soc. 
2008;56(3):397–404. https://​doi.​org/​10.​1111/j.​1532-​5415.​2007.​01565.x.

	 69.	 Hyde AM, Watt M, Carbonneau M, Eboreime EA, Abraldes JG, Tandon 
P. Understanding preferences toward virtual care: a pre-COVID mixed 
methods study exploring the perspectives of patients with chronic liver 
disease. Telemed J E Health. 2022;28(3):407–14. https://​doi.​org/​10.​1089/​
tmj.​2021.​0099.

	 70.	 Predmore ZS, Roth E, Breslau J, Fischer SH, Uscher-Pines L. Assessment 
of patient preferences for telehealth in post-COVID-19 pandemic health 
care. JAMA Netw Open. 2021;4(12):e2136405. https://​doi.​org/​10.​1001/​
jaman​etwor​kopen.​2021.​36405.

	 71.	 Ufholz K, Sheon A, Bhargava D, Rao G. Telemedicine preparedness 
among older adults with chronic illness: survey of primary care patients. 
JMIR Form Res. 2022;6(7):e35028. https://​doi.​org/​10.​2196/​35028.

	 72.	 Williams K, Markwardt S, Kearney SM, et al. Addressing implementa‑
tion challenges to digital care delivery for adults with multiple chronic 
conditions: stakeholder feedback in a randomized controlled trial 
[published correction appears in JMIR Mhealth Uhealth. 2021 Feb 
26;9(2):e27996]. JMIR Mhealth Uhealth. 2021;9(2):e23498. https://​doi.​
org/​10.​2196/​23498.

	 73.	 Skałacka K, Pajestka G. Digital or In-Person: the relationship between 
mode of interpersonal communication during the COVID-19 pandemic 
and mental health in older adults from 27 countries. J Fam Nurs. 
2021;27(4):275–84. https://​doi.​org/​10.​1177/​10748​40721​10319​80.

	 74.	 Elkan R, Kendrick D, Dewey M, et al. Effectiveness of home based 
support for older people: systematic review and meta-analysis. BMJ. 
2001;323(7315):719–25. https://​doi.​org/​10.​1136/​bmj.​323.​7315.​719.

	 75.	 Wong FK, Chow S, Chung L, et al. Can home visits help reduce hospital 
readmissions? Randomized controlled trial. J Adv Nurs. 2008;62(5):585–
95. https://​doi.​org/​10.​1111/j.​1365-​2648.​2008.​04631.x.

	 76.	 Misky GJ, Burke RE, Johnson T, Del Pino JA, Hanson JL, Reid MB. Hospital 
readmission from the perspective of medicaid and uninsured patients. 
J Healthc Qual. 2018;40(1):44–50. https://​doi.​org/​10.​1097/​JHQ.​00000​
00000​000083.

	 77.	 Aggarwal P, Woolford SJ, Patel HP. Multi-morbidity and polypharmacy 
in older people: challenges and opportunities for clinical practice. 
Geriatrics. 2020;5(4):85. https://​doi.​org/​10.​3390/​geria​trics​50400​85.

	 78.	 Trojahn MM, Ruschel KB, de Souza EN, et al. Predictors of better self-
care in patients with heart failure after six months of follow-up home 
visits. Nurs Res Pract. 2013;2013:254352. https://​doi.​org/​10.​1155/​2013/​
254352.

	 79.	 Ford JA, Wong G, Jones AP, Steel N. Access to primary care for 
socioeconomically disadvantaged older people in rural areas: a realist 
review. BMJ Open. 2016;6(5):e010652. https://​doi.​org/​10.​1136/​bmjop​
en-​2015-​010652.

	 80.	 Albarracin D, Shavitt S. Attitudes and Attitude Change. Annu 
Rev Psychol. 2018;69:299–327. https://​doi.​org/​10.​1146/​annur​
ev-​psych-​122216-​011911.

	 81.	 Pietrzykowski Ł, Michalski P, Kosobucka A, et al. Medication adherence 
and its determinants in patients after myocardial infarction. Sci Rep. 
2020;10(1):12028. https://​doi.​org/​10.​1038/​s41598-​020-​68915-1.

	 82.	 Brijoux T, Woopen C, Zank S. Multimorbidity in old age and its impact 
on life results. Z Gerontol Geriatr. 2021;54(2):108–13. https://​doi.​org/​10.​
1007/​s00391-​021-​01920-9.

	 83.	 Lorente-Martínez R, Brotons-Rodes P, Sitges-Maciá E. Benefits of 
a psychosocial intervention programme using volunteers for the 
prevention of loneliness among older women living alone in Spain. 
Health Soc Care Community. 2022;30(5):2000–12. https://​doi.​org/​10.​
1111/​hsc.​13581.

	 84.	 Spangenberg L, Forkmann T, Brähler E, Glaesmer H. The association 
of depression and multimorbidity in the elderly: implications for the 
assessment of depression. Psychogeriatrics. 2011;11(4):227–34. https://​
doi.​org/​10.​1111/j.​1479-​8301.​2011.​00375.x.

	 85.	 Vaughan L, Corbin AL, Goveas JS. Depression and frailty in later life: a 
systematic review. Clin Interv Aging. 2015;10:1947–58. https://​doi.​org/​
10.​2147/​CIA.​S69632.

	 86.	 Luster JE, Ratz D, Wei MY. Multimorbidity and social participation is 
moderated by purpose in life and life satisfaction. J Appl Gerontol. 
2022;41(2):560–70. https://​doi.​org/​10.​1177/​07334​64821​10276​91.

	 87.	 Clari M, Frigerio S, Ricceri F, Pici A, Alvaro R, Dimonte V. Follow-up 
telephone calls to patients discharged after undergoing orthopaedic 
surgery: double-blind, randomised controlled trial of efficacy. J Clin 
Nurs. 2015;24(19–20):2736–44. https://​doi.​org/​10.​1111/​jonc.​12795.

	 88.	 Kalankesh LR, Nasiry Z, Fein RA, Damanabi S. Factors Influencing User 
Satisfaction with Information Systems: A Systematic Review. Galen Med 
J. 2020;9:e1686. https://​doi.​org/​10.​31661/​gmj.​v9i0.​1686.

	 89.	 McGilton KS, Vellani S, Yeung L, et al. Identifying and understand‑
ing the health and social care needs of older adults with multiple 
chronic conditions and their caregivers: a scoping review. BMC Geriatr. 
2018;18(1):231. https://​doi.​org/​10.​1186/​s12877-​018-​0925-x.

	 90.	 Badri MA, Attia S, Ustadi AM. Healthcare quality and moderators of 
patient satisfaction: testing for causality. Int J Health Care Qual Assur. 
2009;22(4):382–410. https://​doi.​org/​10.​1108/​09526​86091​09648​43.

	 91.	 Kingston A, Robinson L, Booth H, Knapp M, Jagger C, MODEM project. 
Projections of multi-morbidity in the older population in England to 
2035: estimates from the Population Ageing and Care Simulation (PAC‑
Sim) model. Age Ageing. 2018;47(3):374–80. https://​doi.​org/​10.​1093/​
ageing/​afx201.

	 92.	 Steffler M, Li Y, Weir S, et al. Trends in prevalence of chronic disease and 
multimorbidity in Ontario. Canada CMAJ. 2021;193(8):E270–7. https://​
doi.​org/​10.​1503/​cmaj.​201473.

	 93.	 Chua YP, Xie Y, Lee PSS, Lee ES. Definitions and prevalence of multi‑
morbidity in large database studies: a scoping review. Int J Environ Res 
Public Health. 2021;18(4):1673. https://​doi.​org/​10.​3390/​ijerp​h1804​1673.

	 94.	 Johnston MC, Crilly M, Black C, Prescott GJ, Mercer SW. Defining and 
measuring multimorbidity: a systematic review of systematic reviews. 
Eur J Public Health. 2019;29(1):182–9. https://​doi.​org/​10.​1093/​eurpub/​
cky098.

	 95.	 Boscoe FP. Subdividing the age group of 85 years and older to improve 
US disease reporting. Am J Public Health. 2008;98(7):1167–70. https://​
doi.​org/​10.​2105/​AJPH.​2008.​133900.

	 96.	 Urtamo A, Jyväkorpi SK, Kautiainen H, Pitkälä KH, Strandberg TE. Major 
cardiovascular disease (CVD) risk factors in midlife and extreme longev‑
ity. Aging Clin Exp Res. 2020;32(2):299–304. https://​doi.​org/​10.​1007/​
s40520-​019-​01364-7.

	 97.	 van Oort S, Beulens JWJ, van Ballegooijen AJ, Burgess S, Larsson SC. 
Cardiovascular risk factors and lifestyle behaviours in relation to longev‑
ity: a Mendelian randomization study. J Intern Med. 2021;289(2):232–43. 
https://​doi.​org/​10.​1111/​joim.​13196.

	 98.	 Matthias AT, Fernando GVMC, Somathilake BGGK, Prathapan S. 
Predictors and patterns of polypharmacy in chronic diseases in 

https://doi.org/10.1136/bmjopen-2014-006620
https://doi.org/10.1136/bmjopen-2014-006620
https://doi.org/10.1007/s10198-014-0623-3
https://doi.org/10.1016/j.jval.2016.10.001
https://doi.org/10.1093/ageing/aft123
https://doi.org/10.1017/S1041610211001748
https://doi.org/10.1017/S1041610211001748
https://doi.org/10.1177/0091415017738081
https://doi.org/10.1111/aphw.12322
https://doi.org/10.1111/aphw.12322
https://doi.org/10.1111/j.1532-5415.2007.01565.x
https://doi.org/10.1089/tmj.2021.0099
https://doi.org/10.1089/tmj.2021.0099
https://doi.org/10.1001/jamanetworkopen.2021.36405
https://doi.org/10.1001/jamanetworkopen.2021.36405
https://doi.org/10.2196/35028
https://doi.org/10.2196/23498
https://doi.org/10.2196/23498
https://doi.org/10.1177/10748407211031980
https://doi.org/10.1136/bmj.323.7315.719
https://doi.org/10.1111/j.1365-2648.2008.04631.x
https://doi.org/10.1097/JHQ.0000000000000083
https://doi.org/10.1097/JHQ.0000000000000083
https://doi.org/10.3390/geriatrics5040085
https://doi.org/10.1155/2013/254352
https://doi.org/10.1155/2013/254352
https://doi.org/10.1136/bmjopen-2015-010652
https://doi.org/10.1136/bmjopen-2015-010652
https://doi.org/10.1146/annurev-psych-122216-011911
https://doi.org/10.1146/annurev-psych-122216-011911
https://doi.org/10.1038/s41598-020-68915-1
https://doi.org/10.1007/s00391-021-01920-9
https://doi.org/10.1007/s00391-021-01920-9
https://doi.org/10.1111/hsc.13581
https://doi.org/10.1111/hsc.13581
https://doi.org/10.1111/j.1479-8301.2011.00375.x
https://doi.org/10.1111/j.1479-8301.2011.00375.x
https://doi.org/10.2147/CIA.S69632
https://doi.org/10.2147/CIA.S69632
https://doi.org/10.1177/07334648211027691
https://doi.org/10.1111/jonc.12795
https://doi.org/10.31661/gmj.v9i0.1686
https://doi.org/10.1186/s12877-018-0925-x
https://doi.org/10.1108/09526860910964843
https://doi.org/10.1093/ageing/afx201
https://doi.org/10.1093/ageing/afx201
https://doi.org/10.1503/cmaj.201473
https://doi.org/10.1503/cmaj.201473
https://doi.org/10.3390/ijerph18041673
https://doi.org/10.1093/eurpub/cky098
https://doi.org/10.1093/eurpub/cky098
https://doi.org/10.2105/AJPH.2008.133900
https://doi.org/10.2105/AJPH.2008.133900
https://doi.org/10.1007/s40520-019-01364-7
https://doi.org/10.1007/s40520-019-01364-7
https://doi.org/10.1111/joim.13196


Page 13 of 13Chica‑Pérez et al. BMC Nursing          (2023) 22:266 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

a middle-income country. Int J Physiol Pathophysiol Pharmacol. 
2021;13(6):158–65. https://​doi.​org/​10.​1371/​journ​al.​pone.​02436​14.

	 99.	 Prathapan S, Fernando GVMC, Matthias AT, Charuni YBMA, Abey‑
gunawardhana HMG, Somathilake BGGK. The rising complexity and 
burden of multimorbidity in a middle-income country. PLoS One. 
2020;15(12):e0243614. https://​doi.​org/​10.​1371/​journ​al.​pone.​02436​14.

	100.	 Fortin M, Almirall J, Nicholson K. Development of a research tool to 
document self-reported chronic conditions in primary care. J Comorb. 
2017;7(1):117–23.

	101.	 Zurlo A, Zuliani G. Management of care transition and hospital dis‑
charge. Aging Clin Exp Res. 2018;30(3):263–70. https://​doi.​org/​10.​1007/​
s40520-​017-​0885-6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1371/journal.pone.0243614
https://doi.org/10.1371/journal.pone.0243614
https://doi.org/10.1007/s40520-017-0885-6
https://doi.org/10.1007/s40520-017-0885-6

	Effects of home visiting programmes on community-dwelling older adults with chronic multimorbidity: a scoping review
	Abstract 
	Background 
	Objective 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methodology
	Design
	Search strategy
	Eligibility criteria
	Search results
	Quality assessment and risk of bias
	Data abstraction and synthesis

	Results
	Narrative summary
	Characteristics of the interventions
	Participants’ outcomes
	Quality of life
	Self-efficacy in managing chronic conditions
	Self-rated health
	Use and cost of health and social services
	Other results


	Discussion
	Limitations

	Conclusion
	Anchor 28
	Acknowledgements
	References


