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ABSTRACT 
Objective: To collaboratively develop a model  
of nurse-led care, within a multidisciplinary team  
and support continuity of care at the primary–
secondary interface for people with  
multimorbidity.

Background: Existing models of care are frequently 
based on a medical model, designed to manage a 
single disease condition, and thus pose a significant 
challenge to provide healthcare for people with 
multimorbidity. Particular design elements for models 
of care affecting the primary–secondary interface 
have been previously demonstrated, however, 
these have not been applied to the development 
of a nurse-led model of care for people with 
multimorbidity.

Study design and methods: This paper, the first 
in a series of two, is part of a broader action 
research study and reports on the development 
of a model which will subsequently be assessed 
in terms of feasibility to provide a nurse-led care 
coordination service for people with multi-morbidity. 
This paper reports on the first action research 
cycle and methodology including a literature 
search, stakeholder engagement forums, validation 
workshop, team meetings, and professional 
engagement and validation.

Results: Data from two stakeholder forums were 
sorted into 257 ‘structure, process and outcome’ 
statements and 86 goal related statements.  
These were cross referenced with design elements 
on models of care from the literature and finally 
aggregated into themes. The aggregated themes 
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INTRODUCTION
This article, the first in a series of two, is part of a broader 
action research study to evaluate the feasibility of a nurse-
led care coordination service to improve continuity of care 
for people with multimorbidity.1 This paper reports on the 
development of a model for nurse-led care coordination 
using stakeholder consultation and validation processes as 
part of the first action research cycle within a broader study. 
The second paper in the series reports on an implementation 
study and evaluates the model as part of subsequent action 
research cycles. Multiple design elements have previously 
been identified for models of care both within Australasia 
and internationally to support care at the primary–secondary 
interface.2,3 These elements provide direction for services 
to aim for continuity of care; however, a medical approach 
underpins the focus within the elements, and it is therefore 
timely to explore nurse-led healthcare models at the primary–

secondary interface (primary health care–community/
general practice and secondary care–acute/tertiary care, 
outpatient setting).

Continuity of care is recognised as essential to high quality 
healthcare and relates to an individual’s experience of 
connection, coherence and consistency of care delivered 
over time.4,5,6 Continuity of care is relevant across a 
range of clinical settings, and has different components: 
informational, management, and relational, which can all 
be measured by particular criteria within continuity of care 
measurement indices.7 The emphasis on each component 
of continuity differs depending on the type and setting of 
care.6 Despite an understanding of continuity of care,6 it is 
evident that providing and promoting continuity of care for 
people with multimorbidity is challenging within current 
healthcare systems and models of care.8

were then integrated into a model of care for a 
nurse–led care coordination service. The model 
consists of an overarching component, 4 domains and 
6 operational areas with underpinning criteria.

Conclusion: Through stakeholder consultation, 
consideration of the strengths of previous models 
and building blocks, a new nurse-led model of care 
that provides a pathway for transitional healthcare 
management at the primary–secondary interface has 
been developed. Inclusion of governance and culture 
within the model’s domains enables the approach 
to be pragmatic and adaptable, contributing to the 
potential for successful change management and 
model implementation in the clinical workplace. 
Further evaluation and refinement of the model is 
planned and will be reported on, in part 2 of this 
two-part series.

Implications for research, policy, and practice: 
These findings provide direction for model 
implementation and further research required 
regarding nurse-led models of care. The 
supporting documents, systems, and processes 
reported, positions the model to support change 
and guide clinical practitioners and nursing 
management working at the primary–secondary 
healthcare interface. The future success of model 
implementation could provide evidence for health 
workforce policy and coordinated healthcare 
management.

What is already known about this topic:
•	Particular design elements for models of care 

affecting the primary–secondary interface have 
been previously demonstrated.

•	Interventions delivered at the primary–secondary 
care interface, particularly stepped care and 
models of shared care are effective for the 
management of depression.

•	Established model design elements and 
interventions to improve continuity of care at the 
primary–secondary interface have not been applied 
to nurse-led models of care for chronic conditions 
and still require development within research 
settings.

What this paper adds:
•	A new person-centred nurse-led model of care 

coordination, with healthcare management 
activities intended to support and enable 
development of the person’s agency in their 
healthcare optimisation.

•	A model with specific domains and criteria with 
the potential for application to nurse-led services 
across primary and secondary settings, for a range 
of patients.

•	Inclusion of governance and culture as domains 
within the model, to enable the best possibility for 
change, model implementation and continuity of 
care between the primary–secondary healthcare 
interface.

Key words: nurses, ‘model of care’, ‘continuity of 
patient care’, ‘chronic disease management’, ‘transition 
and care’
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Multimorbidity is commonly defined as the co-existence of 
two or more chronic health conditions in an individual.9 
Increasing prevalence and complexity of multimorbidity 
within general populations is a global phenomenon and 
more coordinated models of healthcare delivery, ones that 
facilitate continuity of care for people with multimorbidity, 
are required.8,10–24 A person-centred, nurse-led approach, 
rather than a single-disease management program could 
provide more effective, high-quality care.25

BACKGROUND
A healthcare delivery model is underpinned by a theoretical 
framework that guides the practices and interventions of 
patient assignment and care which support the underlying 
philosophy of care.26 Existing models of care are frequently 
based on a medical model, designed to manage a single 
disease condition, and thus pose a significant challenge 
when considering people with multimorbidity.24 Due to the 
complexity of care requirements generated from chronic 
and multiple disease situations, these people require 
continuity of care across the health sector. When achieved, 
this is correlated with both improved patient outcomes 
and satisfaction.5 A single disease-focused model of care 
is unsuitable for managing, measuring and improving 
the health of people with multimorbidity.24 The literature 
calls for a move to a patient/person-centred model of care, 
one that is holistic and able to facilitate coordination and 
effective management of the multiple complex health and 
psychosocial needs of the individual person.27–29

The chronic care model (CCM) set a precedent to 
systematically and holistically manage care for people 
living with chronic health conditions,27 and provided a 
foundation for the development of subsequent models 
that were more consumer focused than traditional medical 
models. Consumer focused models included: chronic 
disease integrated care,28 guided care,29 partnership,26 case 
management,30,31 transitional care,32 person-centred care  
and patient-centred care models.33,34

The term ‘patient-centred care’ refers to a model of care 
that is “respectful of and responsive to individual patient 
preferences, needs, and values, and ensuring that patient 
values guide all clinical decisions”.35 The literature tracks the 
evolution of the patient-centred care model and notes the 
transition to the term person-centred.33,34,36–42

This move in terminology from patient-centred to person-
centred care delivery aims to acknowledge the entirety of 
a person’s needs and preferences, beyond only the clinical 
or medical.33 The concept of a person driving their own 
healthcare decisions is now recognised and considered 
the gold standard in health care.33 Two key elements of 
person-centred care include identification of a lead care 
coordinator and integrated communication. The former 
enables one person to be the primary contact for the person, 

their healthcare team and all service providers to facilitate 
communication and transitions across settings.33 The latter 
requires establishing a system that supports simultaneous 
access to care plans across settings. Person-centred care has 
been shown to “advance concordance between care provider 
and patient on treatment plans, improve health outcomes 
and increase patient satisfaction”.36

The transitional care model (TCM) provides and facilitates 
time-limited services during episodes of acute illness across 
settings, and has the potential to be adapted to a range of 
services.32 This evidence-based model of care includes a 
focus on person-centredness, the use of advanced practice 
registered nurses, care coordination, continuity of care and 
the use of evidence-based tools and interventions. However, 
the model does not overtly address organisational culture 
or governance – two key areas that can pose significant 
challenges to implementing new services.

A model of care inclusive of positive organisational culture 
strategies to promote good outcomes between primary 
and secondary healthcare sector transitions is required. 
Organisational culture embodies our collective ways of 
thinking, feeling and behaving in healthcare organisations 
and is acknowledged as a complex construct with many layers 
across health sectors.43 Braithwaite’s systematic review on 
organisational and workplace cultures and patient outcomes 
found there was a “consistently positive association held 
between culture and outcomes across multiple studies, 
settings and countries”,44 supporting consideration of this 
concept within a new model of care.

Effective governance at the primary–secondary interface is 
also critical for continuity of care. Successful governance 
mechanisms are characterised by clear leadership, built 
trust, articulation of organizational goals and consideration 
of the workforce through planning, implementation, and 
evaluation of change.45 Nicholson’s systematic review of 
governance models for primary and secondary care provides 
detail on the necessary elements for effective governance,46 
thus providing sound direction for the application of 
governance elements to primary–secondary health services. 
Yet the elements are not positioned within an overall 
recommended healthcare or nurse-led model. A disruptive 
innovation is required,47 a nurse-led care coordination 
service, specifically designed to influence outcomes at the 
primary–secondary interface.

The advent of the COVID-19 virus pandemic necessitates the 
examination of nurse-led models of care with a new sense 
of urgency.48 The drastic resource implications of COVID-19 
on our existing health system mean there has never been a 
more suitable time to enact a new way of thinking. Keeping 
those at greatest risk out of hospital, yet with access to 
specialist services, whilst still engaged with primary care is 
imperative. The capacity to manage a traditional approach at 
the primary–secondary interface is evaporating and change 
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is required. A nurse-led care coordination service could be a 
disruptive innovation in healthcare delivery that facilitates 
keeping people safe in the community.47,49 Nam’s blog on 
disruptors in healthcare notes ‘disruptive innovations cost 
less, and over time, do more’.47 An innovative and adaptive 
model of care which includes evidence-based design 
elements applicable across healthcare sectors is required.46 
The critical element to this disruptive innovation in the 
current climate is to progress proactively, rather than ad-hoc, 
particularly when evidence–informed strategy is currently 
limited.

There is a paucity in nurse-led services providing continuity 
of care and a person-centred approach for people with 
multimorbidity. Furthermore, there is no guiding model 
of care that addresses the significant issues of healthcare 
culture and governance between the primary and secondary 
healthcare sectors. Regarding patient needs within a 
healthcare system, the literature notes that patients’ four 
most pressing requirements are:

1	 convenient access to providers (via telephone, internet or 
in person),

2	 clear communication of individualised care plans,

3	 support from a single coordinator of care who can 
help prioritise competing demands and continuity of 
relationships,

4	 providers who listen to and acknowledge patients’ needs, 
appreciate that these needs are unique and fluctuating, 
and have a caring attitude.49

These requirements, clearly articulated by healthcare 
consumers, can be addressed when contextualised within 
appropriate organisational cultures, and governed effectively. 
The development of a nurse-led model of care applied 
within a multidisciplinary framework, underpinned by a 
person-centred approach, that addresses continuity of care 
issues, will seek to address the current problems of care 
fragmentation for people with multimorbidity, and respond 
to their most pressing needs.

STUDY DESIGN AND METHODS
AIM

The aim of the study was to collaboratively develop 
a model of care for a nurse-led care coordination service. 
A range of stakeholders were engaged, with a view to 
subsequently implement a pragmatic nurse-led model of care 
within a multidisciplinary team in an outpatient setting that 
could support continuity of care at the primary–secondary 
interface, for people with multimorbidity.

DESIGN

This paper is part of a broader action research study 
and reports on the development of a model which will 

subsequently be assessed in terms of feasibility to provide 
a nurse-led care coordination service for people with 
multi-morbidity. As part of the broader study, Kemmis and 
McTaggart’s action research approach was used including: 
planning, action, reflection, observation, and revision 
planning.50

The broader study has 2 phases,1 the first phase and first 
action research cycle focused on model development and 
included a systematic review (PROSPERO registration 
number: CRD42018095780, submitted), stakeholder 
engagement forums, validation workshop and clinical team 
meetings. Reporting on the stakeholder engagement process 
aimed to capture stakeholder knowledge and experience by 
combining pragmatism and idealism into a workable model 
that addressed patient care delivered across the secondary 
and primary health care sectors.1 Phase 2 (to be reported in a 
subsequent paper) included further action research cycles, 
with a mixed methods approach and multiple data collection 
points with validated data collection tools.1 Phase 2 focused 
firstly on operationalising the model with implementation 
of service protocols, procedures, clinical guidelines, and 
the lead nurse care coordinator role, and secondly on 
evaluation of the nurses’, multidisciplinary staff and patients’ 
experiences of the nurse-led care coordination service and 
model.

SETTING AND PARTICIPANTS

Participants for this study included 44 stakeholders who 
attended one of two forums. Stakeholders included nurses, 
medical staff, an occupational therapist and pharmacists 
from within the outpatient clinic – multidisciplinary 
ambulatory consulting service (MACS); consumer advocates; 
2 Aboriginal women who expressed representation for both 
the Aboriginal and the Torres Strait Island peoples’ voices; 
healthcare executives from the primary and secondary 
healthcare sectors; general practitioners; practice nurses; 
nurse managers; academics and registered nurses. Eight 
stakeholders attended a follow up validation workshop.

ETHICAL APPROVAL

Ethics approval was obtained by the Human Research Ethics 
Committee (HREC) (reference number: HREC/17/RAH/552) 
at the University of South Australia (application ID: 200958) 
and the Central Adelaide Local Health Network (CALHN) 
(reference number: R20171204).

DATA COLLECTION

Data were primarily collected through a consultative process 
in two stakeholder forums and a validation workshop. 
Consultation data were further refined through meetings 
and professional discussions with the MACS team who were 
to implement the model. Data were also validated through a 
literature search.
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Stakeholder forum

Two stakeholder forums were facilitated by consumers, 
academics and healthcare professionals, each of 3 hours 
duration. On commencement of each forum a presentation 
was delivered to provide the context and aims of the forum. 
Four tables each with 5 to 6 participants worked through 5 
activities related to the strategy, structure, process and roles 
required to implement a nurse-led service for people with 
multimorbidity. A final activity required participants to 
identify their top 3 goals for a nurse-led service to achieve 
success. A scribe for each table collected participant 
responses. The stakeholder forums resulted in a draft 
nurse-led model of care with an overarching component, 4 
domains, 6 operational areas and underpinning criteria.

Validation workshop

The validation workshop was of three hours duration and 
facilitated by an academic and a health professional. The 
draft model along with background context and aims for the 
validation workshop were presented. Participants reviewed 
the domains and model criteria in table groups, with 
activities guided by facilitators. Two tables of approximately 
4 people each reviewed the model, cognisant of its 
operational application in a pragmatic outpatient setting. 
The draft model data were then compared with ‘Models of 
care’ literature and a further iteration resulted. To ensure 
continuity of care for patients transitioning between the 
secondary and primary healthcare settings, the consequential 
model domains were then mapped to the Australian Primary 
Healthcare Nurses Association (APNA) ‘building blocks for 
nurse-led clinics’.51

DATA ANALYSIS

The broader study used recognised and validated 
instruments to collect data in relation to continuity of care, 
patient-centredness, workplace culture and the nurses’ 
practice role.1 A concurrent approach to data collection using 
quantitative and qualitative methods within cycles allowed 
both sets of data to be interpreted together, providing 
a richer and more comprehensive response to research 
questions.1,52 This study, (Phase 1) focusing on stakeholder 
consultation and validation, adapted Braun and Clarke’s 
methodology of thematic analysis,53 to categorise and 
synthesise data into a workable model that could later guide 
the implementation of the nurse-led service. Finally, the 
consultation data and model domains were aligned with 
literature evidence and preliminary results of the systematic 
review (PROSPERO registration number: CRD42018095780, 
submitted). Synthesis of the outcomes from the stakeholder 
consultation process with the literature search and 
systematic review were key elements of the analytic process.

RESULTS
STAKEHOLDER WORKSHOPS AND  
VALIDATION FORUM

Data from the two stakeholder forums were sorted into 257 
‘structure, process and outcome’ statements and 86 goal 
related statements,54 and finally aggregated into themes (see 
Tables 1 and 2). The aggregated themes were again presented 
in a draft model with an overarching component, 4 domains, 
6 operational areas and underpinning criteria. Subsequently, 
information from the participant validation workshop was 
integrated into the draft model.

TABLE 1: DEVELOPING THE MODEL FROM PARTICIPANT ‘STRUCTURE, PROCESS AND OUTCOME’ ACTIVITY:54 
STATEMENTS (INCLUDING NUMBER OF RELEVANT STATEMENTS)

Theme and number of  
table activity statements

Synthesised Statements Model: Overarching 
component, domains  
and areas 

Multi-disciplinary communication and 
work (12)

A patient-centred approach to care provision within a multidisciplinary 
team, across the healthcare sector are essential components of a 
nurse-led model of care

Multidisciplinary, inter-
health sector collaboration 
(overarching component of 
the model)

Patient-centred individualised care 
(13)

The processes need to be streamlined into one place/point of contact 
for the patient, addressing a range of patient conditions with patient-
centred care, sensitive to both the Aboriginal and the Torrens Strait 
Islander peoples’ and interpreter needs 

The person 

Enable patient agency (13) Patients need to be supported to develop health literacy and agency 
through provision of information, involvement in care planning, and 
having a voice within the healthcare system

The person

Care Coordination within a 
multidisciplinary best practice care 
model (29)

Provide integrated coordinated care within a multidisciplinary best 
practice care model to support communication processes from referral 
to discharge.

Coordination

Model of care supported across the 
health sector (13)

An integrated patient-centred health system, characterised by engaged 
partnerships at all levels across the health sector, with contemporary 
structures, processes and roles

Governance
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Theme and number of  
table activity statements

Synthesised Statements Model: Overarching 
component, domains  
and areas 

Disparate funding mechanisms (6) Separate state and commonwealth funding models do not support 
continuity of care

Governance

Essential components of a valuable 
model of care (9)

A model of care and systems that involve a multi-disciplinary team, 
develops quality care plans and is integrated across the acute & 
primary care sectors

Governance

Communication at all levels within the 
health system (18)

Effective communication and coordination of care require appropriate 
transition management, good workforce relationships and streamlined 
health records

Communication

A culture that enables power balance 
and good relationships across the 
health sector (10)

The healthcare culture requires balance between nursing and medical 
leadership with sharing of expertise and an understanding of scope of 
practice to empower nurses in nurse-led clinic roles

Culture

Skilled systematic health assessment 
(7)

Nursing assessment and consultations need to be characterised by 
systematic assessment, conducted by educated and skilled nurses and 
supported by resources, tools, and software.

Health assessment

Patient-centred care processes within 
a multidisciplinary team (26)

Appropriate referral, assessment, communication, goal setting, health 
coaching, self-monitoring, and care optimisation are required as part of 
the health management process. Care planning and interventions need 
to be supported by resources, tools, and software. The care process 
is linked with multi-disciplinary engagement, effective monitoring, and 
evaluation of care and key performance indicators.

Care processes

Patient and carer relationships (7) Relationships and support are central to enable patients’ agency in 
their healthcare management 

Patient, significant others 
and carer relationships

Key performance Indicators and best 
practice (18)

Measurement of key performance indicators within the multidisciplinary 
team is a valued part of best practice and processes

Clinical best practice

Evaluation and improvement are  
multi-faceted (12)

Evaluation and improvement processes within the multidisciplinary 
team are an integral part of best practice 

Evaluation and improvement 

Streamlined and congruent systems 
between the primary and secondary 
healthcare sectors (32)

Systems, processes, and resources that support multimorbidity best 
practice guidelines, are patient-centred, enable patient flow, and 
support timely service accessibility are required

Systems, processes and 
resources

Information technology (22) Disparate information technology and data management systems do 
not support effective communication or workflow

Systems, processes and 
resources

Workforce development (10) Skilled staff supported by systems that provide access to continuing 
professional development and education pathways

Systems, processes and 
resources

Statements subtotal = 257

TABLE 2: INTEGRATION OF PARTICIPANT GOAL STATEMENTS INTO THE MODEL 

Theme and number of  
goal statements

Synthesised Statements Model domain/area

Communication and collaboration (13) Communication and collaboration with all providers and services across 
the healthcare sector and with the patient

Communication

Patient/person-centred care (27) Partnership with the patient in quality care that empowers and enables 
decision-making and involvement 

The person

Care coordination for people with 
multimorbidity (22)

Coordinated model of care that optimises health for people and 
ensures patient-centred, planned, managed and effective care

Coordination

Systematic process (7) A systematic person-centred process of care Systems, processes and 
resources

Cultural awareness (7) Culturally competent, skilled (advance practice) nurse-led services The person

Role (4) Workplace and nursing role satisfaction along with advocacy and equity 
are underpinning values

Systems, processes and 
resources

Service characteristics (6) The service needs to be sustainable, nimble and value learning Systems, processes and 
resources

Sub-total: goal statements 86

Total Statements 343

TABLE 1: DEVELOPING THE MODEL FROM PARTICIPANT ‘STRUCTURE, PROCESS AND OUTCOME’ ACTIVITY:54 
STATEMENTS (INCLUDING NUMBER OF RELEVANT STATEMENTS) (continued)
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MODEL FOR A NURSE-LED CARE COORDINATION 
SERVICE WITHIN A MULTI-DISCIPLINARY CLINIC

Model Aims

The key aim of the model (see Figure 1) developed by the 
authors is to provide a ‘map’ or guide for implementing 
and working in a nurse-led care coordination service 
within a multidisciplinary team. The model is intended to 
be implemented from the outpatient setting and enable 
continuity of healthcare for people with multimorbidity. 
Additionally, the model aims to facilitate well-co-ordinated 
transitional care between the secondary and primary 
healthcare settings; monitoring and keeping patients 
managed well in the community and reducing avoidable 
hospital admissions.

FIGURE 1: MODEL OF CARE: NURSE-LED CARE 
COORDINATION SERVICE

The Model: Overarching component, domains and 
operational areas

The model contains an overarching component, 4 domains, 
6 operational areas and the person at the centre of the 
model. The overarching component of Multidisciplinary 
inter-health sector collaboration guides and provides cohesion 
for the domains and operational areas. A multidisciplinary 
approach to care for people with multimorbidity is 
supported in the literature and was promoted and validated 
as an essential component at the stakeholder forums.56,57 
Similarly, inter-health sector collaboration supports health 
teams to communicate consistently and effectively between 
the secondary and primary healthcare sectors, to achieve 
continuity of care.55

Inner circle, the person

This represents the person/patient at the centre of the nurse-
led care coordination service. All healthcare management is 
intended to enable support and development of the person’s 
agency in their healthcare optimisation.

Blue outer circle and inner coloured triangles

The outer circle contains four domains with the aim 
to support patient transitions between outpatient and 
community/general practice settings. Other models 
of healthcare delivery do not overtly include culture 
or governance, domains necessary to enable effective 
communication, care coordination and overall high-quality 
service delivery.44,56 The inner circle is composed of 6 
operational areas (represented by coloured triangles). Each 
domain and operational area include criteria to provide 
guidance for the development of documents, systems and 
processes required within a nurse–led service. The domains, 
operational areas, criteria and supporting documents, 
systems and processes are further detailed in Table 3.

Operation of the model

The patient is at the centre of the model and the key 
approach is for the nursing care coordinator to lead care 
coordination strategies that enable continuity of care for 
the patient between the outpatient setting and community/
general practice.

Continuity of care is important in healthcare delivery and 
good clinical outcomes.4,5 Coordination and continuity 
of care between hospital outpatient services and the 
community/general practice setting is part of the outpatient 
nurse’s role and work. The nurse within this model will be the 
central point of contact for the patient and health team. The 
nurse’s role is to facilitate optimisation of the patient’s health 
status, liaise with medical and allied health professionals 
regarding complex health management, coordinate 
additional services, provide education or counselling, and 
support the patient’s journey between the secondary and 
primary healthcare sectors.
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TABLE 3: DOMAINS, OPERATIONAL AREAS, CRITERIA AND SUPPORTING DOCUMENTS, SYSTEMS AND 
PROCESSES

Domain Criteria Supporting documents, systems and processes

1. Coordination Care Coordinator role:
•	 participates in consumer recruitment, referral and triage 

into service (e.g. patient acuity triage document)
•	 coordinates patient flow, optimisation and discharge 

from service (e.g. patient flow/journey document)
•	 ensures continuity of care through coordination of inter-

health sector transition (e.g. handover or communication 
protocol with primary health care) 

•	 Care coordinator role and task description
•	 Performance review, measurement and development 

tools
•	 A range of clinical and management tools to support 

the care coordinator role

2. Governance Governance that enables:
•	 clear workplace leadership, structure, management, 

lines of responsibility, roles, expectations and outcomes 
(e.g. care coordinator role addresses activities and 
responsibilities between line managers and health team 
members)

•	 governance facilitates communication and shared 
processes between nursing outpatients and community/
GP rooms (e.g. documents outline communication 
and other processes between leadership roles in and 
accountable for the care coordination service and 
primary health care)

•	 Organisation structure
•	 Workplace structure
•	 Reporting lines
•	 Role specifications
•	 Communication plan
•	 Clarity of service role and intersection with the 

community/general practice

3. Communication Communication plan that supports:
•	 the care coordinator role and care coordination service, 

relationship building and health optimisation of the 
patient

The communication plan identifies key points of 
patient transition or milestones to trigger systematic 
communication. Specific communication points and modes 
are identified:
•	 within the organisation
•	 within the workplace and healthcare team (e.g. 

procedures and frequency of communication required 
are documented in nurse-led service communication 
plan)

•	 with consumers, patients/significant others and carers
•	 with the primary healthcare sector (phone calls, email, 

letter, fax etc.)

4. Culture •	 Processes and systems that support learning, safety, 
respect, consumer and professional engagement

•	 Organisation respectful behaviours policy
•	 Governance, leadership and policies supportive of 

safety and learning culture
•	 Bi-annual workplace culture assessment

5. Health 
assessment

•	 The person’s story, holistic health situation assessment, 
including focussed assessments where required e.g. risk 
of hospital readmission, risk of depression and anxiety, 
activation level, health literacy

•	 Evidence-based holistic health assessment and 
focussed assessment tools

6. Care processes •	 The processes required to provide care and support the 
patient’s health optimisation and journey between the 
secondary and primary healthcare sectors

•	 Patient waiting room menu
•	 Patient flow and journey chart
•	 Patient categorisation and prioritisation (complexity and 

acuity) guideline
•	 Referral processes
•	 Multidisciplinary care planning

−	 health optimisation processes
−	 discharge preparation and ongoing care/ 

management
−	 Transition management

•	 Care mapping
•	 Care coordination
•	 Inter-health sector communication

7. Patient and carer 
relationships

•	 Consumer/carer/significant other engagement in 
the care processes – building trust, ensuring time for 
interactions

•	 Care conferences
•	 Care planning
•	 Activation level
•	 Self-management

–	 goal setting
–	 health optimisation
–	 health coaching and education

•	 Transition planning, preparation and engagement

8. Clinical best 
practice

•	 Provide person-centred care, self-management where 
possible, and evidence-based clinical procedures and 
pathways

•	 Evidence-based nursing clinical policies, procedures and 
pathways for people with multimorbidity

•	 Audit or other tools to assess effectiveness of clinical 
practice
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Domain Criteria Supporting documents, systems and processes

9. Evaluation and
improvement

• MACS team and person/consumer engaged with
evaluation and improvement, embedded quality
improvement in the service

• Lead and contribute to quality improvement initiatives,
cycle and processes

• Lead and contribute to person/consumer engagement
with quality improvement cycle and processes

• Contribute to and implement nursing research within
MACS

• Contribute to continuing professional development
education and up-skilling

• Fulfil nursing key performance indicators
• Support medical and allied health key performance

indicators

10. Systems,
processes and
resources

• Support safe skill mix, multidisciplinary work and
interactions/flexibility between nursing outpatients and
community/GP rooms

• Support effective ongoing systems
• Lead, support and design new systems and processes: 

apply 10 principles of ‘good work design’ (e.g. patient 
flow and transition)

DISCUSSION
This nurse-led care coordination service model is evidence-
based and relevant to the nursing best practice for 
management of people with multimorbidity. It incorporates 
key findings from the literature regarding best outcomes for 
people with multimorbidity,8,24,32,57,58 and advances previous 
significant models of care (see Table 4). The Chronic Care 
Model and Transitional Care Model are two models that 
provide best practice management of people with chronic 
health conditions.27,32,59 Wagner’s model takes a health 
systems approach, while Hirschman focuses on nurse-led 
multidisciplinary interventions that target chronically ill and 
complex adults or patients at risk for poor outcomes after 
discharge.27,32 Additionally, the Australian Primary Healthcare 
Nurses Association has developed a series of building 
blocks to assist nurses in the primary healthcare sector 
to successfully initiate nurse-led services.51 This model is 
designed to be implemented from the secondary healthcare 
sector, and through cross referencing with the above models, 
demonstrates the capacity to effectively intersect with the 
primary healthcare sector and advance care for people with 
multimorbidity.

The model places the patient at the centre of care, with the 
key approach of a nursing care coordinator to lead care 
coordination strategies that enable continuity of care for 
the patient between the outpatient setting (secondary care) 
and community/general practice (primary health care). 
Continuity of care is important in healthcare delivery and 
good clinical outcomes.4,5 Coordination and continuity 
of care between hospital outpatient services and the 
community/general practice setting is part of the outpatient 
nurse’s role and work. The nurse within this model will be 
the central point of contact and ‘go to’ person for the patient 
and health team. The nurse’s role is to facilitate optimisation 
of the patient’s health status, coordinate additional services, 
provide education or counselling, and support the patient’s 
journey between the secondary and primary healthcare 
sectors.

Each domain/component within the model is like the blood 
circulating from artery to arteriole and eventually cell. The 
intent being to provide a flow of information and guide the 
development and provision of more specific resources or 
systems for implementing the care coordination service (see 
Table 3); ensuring the right information is available at the 
right place. For example, within the coordination domain, a 
job and person specification document would be required to 
guide the effectiveness and outcomes of the care coordinator 
role. Similarly, as part of the care processes area, a waiting 
room menu was developed for patients to identify the top 
3 issues they needed to address with the healthcare team 
during an appointment.60 Protocols were also developed 
for patient triage, acuity, and flow through the service, as 
well as nursing risk assessment and multidisciplinary care 
plans and other documents. A key goal of the nurse-led 
care coordination service is to return the patient to the 
primary healthcare sector for continued monitoring and 
management, reducing future avoidable hospitalisations. 
This new model of care is required because although it 
overlaps with other evidence-based models, the additional 
domains of governance and culture have not been overtly 
included in previous models. The additional domains could 
enable the best possibility for continuity of care between the 
secondary and primary healthcare sectors. Table 4 includes 
a comparison of the proposed model of care with previous 
models. It is acknowledged that not all aspects of each model 
are represented in the table below.

Collaborative development of the model with stakeholders 
such as healthcare consumers, secondary and primary health 
sector clinical practitioners, healthcare executives, academics 
and Aboriginal and the Torres Strait Island peoples, has 
resulted in a model that is both clinically applicable 
and evidence based. Pragmatism and adaptability were 
significant considerations when the model was developed, as 
these concepts prepare the model for use in the ‘real world’ 
clinical setting. Similarly, the domains of governance and 
culture enable the model to be pragmatic and adaptable, 

TABLE 3: DOMAINS, OPERATIONAL AREAS, CRITERIA AND SUPPORTING DOCUMENTS, SYSTEMS AND 
PROCESSES (continued)
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contributing to the potential for successful change 
management and model implementation in the clinical 
workplace. Developing a new model of care is significant – 
but the challenge is to develop a model with valued potential 
to benefit patient care. In these times of disruption, it is 
acknowledged that consideration of change is required for 
successful introduction of a new model of care.61

The model developed from a pragmatic consultation process 
and literature review. It is anticipated that this pragmatic 
process will continue as implementation of care processes, 
documentation, systems, procedure development and 
nursing interventions associated with the domains and 
operational areas evolve. However, to ensure maximum 
uptake of the model, planning and preparation for its 
translation into practice is vital.62 Implementation will be 
challenging,63 and a collaborative process with stakeholders 
will be required. Identification of the culture within MACS 
and consultation with the MACS nurses and healthcare team, 
organisational leadership, primary healthcare nurses and 
practices and patients all associated with the MACS Unit will 
be necessary. The feasibility and effectiveness of the model 
will be assessed in subsequent action research cycles of the 

broader study. It is anticipated the model will evolve during 
the implementation of the nurse-led care coordination 
service. This will take place within the MACS clinic in the 
outpatient setting.

LIMITATIONS
This study was phase 1 in a pragmatic action research design, 
intended to engage a broad cross-section of stakeholders 
and provide clinicians with opportunities to participate and 
guide model development. However, there are limitations 
of the study that should be considered. The limitations 
included lack of a control or comparator group/model 
within the process, although previous models developed 
were considered and used as a standard to mitigate this. The 
setting in which team meetings and professional engagement 
and some validation took place was geographically limited 
– being present at one outpatient site only. This study 
employed a qualitative approach prohibiting validation and 
reliability testing of the stakeholder forum and validation 
workshop. This could be a consideration for future studies; 
incorporating a validated survey tool at workshops could 
augment data analysis and further validate the model.

TABLE 4: MODELS OF CARE: CROSS-REFERENCING

Current model (nurse-led 
care coordination service)

Model characteristics/domains

Wagner27 Mitchell2 Hirschman32 APNA building blocks51

Multidisciplinary inter health 
sector collaboration

Productive interactions, 
prepared proactive practice 
team

Interdisciplinary 
teamwork

Fostering 
coordination

Build the team

1. The person Informed activated patient Patient engagement

2. Coordination Community
•	 Resources and policies
•	 Self-management support

Fostering 
coordination, 
promoting continuity

Staffing and HR

3. Governance Staffing and HR

4. Communication Productive interactions, 
prepared proactive practice 
team

Communication and 
information exchange

Maintaining 
relationships, 
collaborating

5. Culture

6. Health assessment Assessing/managing 
risks and symptoms
Screening

Patient pathways, systems 
and processes

7. Care processes Access and 
acceptability

Educating/promoting 
self-management

Systems and processes

8. Patient and carer 
relationships 

Engaging patients 
and caregivers

Patient engagement

9. Clinical best practice Use of shared 
care guidelines or 
pathways

Best practice

10. Evaluation and 
improvement

Evaluation and improvement

11. Systems, processes and 
resources

Health Systems:
•	 Organisation of health care
•	 Delivery system
•	 Decision support
•	 Clinical information 

A viable funding 
model, training and 
education

Staffing A clear plan, systems and 
processes, location, facilities 
and funding
Staffing and HR
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IMPLICATIONS
These findings provide a template and model for 
implementation of nurse-led services to guide clinical 
practitioners and nursing management from the secondary 
healthcare setting. The model’s focus on person-centredness, 
coordination and communication augment the possibility 
of work between the secondary and primary healthcare 
sectors, providing a future pathway to enable effective health 
sector patient transition. Patient categorisation, pathways, 
and resource distribution, nursing roles and care guidelines 
have also been developed to support implementation 
of the model. Future systems, processes, education and 
work are required, but a foundation for change has been 
established. The collaborative and pragmatic approach 
to model development and supporting implementation 
resources, positions the model ideally for positive disruption 
and implementation rather than the risk of unplanned and 
unscheduled care delivery.47

Although an underlying barrier to effective transitions 
results from different funding sources for the secondary 
and primary healthcare sectors, this can be overcome 
by starting with small steps from local health networks, 
outpatient departments and primary healthcare practices. 
Nursing professional and industrial associations, as well as 
governments all recognise the need for new models of care 
and new nursing roles to address not only the complex care 
needs of people with multimorbidity, but also, increasing 
healthcare funding expenses.64,65 Changes in professional 
and structural boundaries are required to address the 
increasing complex needs of people with multimorbidity; 
this model provides direction for how this can be achieved.

CONCLUSION
A pragmatic approach drawing upon stakeholder 
consultation and evidence derived from relevant literature 
has been incorporated into the methodology of developing 
this nurse-led model of care. The model is person-centred, 
with all healthcare management activities intended to 
support and enable development of the person’s agency 
in their healthcare optimisation. The model also focuses 
on nursing care coordination within a multidisciplinary 
approach and inter-health sector collaboration, to enable 
continuity of care between the secondary and primary 
healthcare sectors for people with multimorbidity. The 
model domains and criteria provide the potential for it to be 
adapted to nurse-led services providing care for a range of 
patients. Through stakeholder consultation across the health 
sector, consideration of the strengths of previous models 
and building blocks within the primary health sector, the 
model recognises patients’ most pressing needs and provides 
a new pathway for transitional healthcare management. It 
includes an overarching component (multidisciplinary inter-
health sector collaboration), four domains (co‑ordination, 

governance, communication and culture) and six operational 
areas (health assessment, care processes, patient and 
carer relationships, clinical best practice, evaluation and 
improvement, and systems, processes and resources).

Part two in this series will report on the model feasibility and 
identify barriers and enablers to implementing a nurse-led 
care coordination service. The paper will report on patients’, 
nurses’ and healthcare staff experiences and identify the 
structures, processes and outcomes required to implement 
a nurse-led care coordination service. The feasibility of 
the nurse-led model to support continuity of care across 
the secondary and primary healthcare sectors for people 
with multimorbidity will be determined. The successful 
implementation of this model may provide a future pathway 
for implementation of nurse-led services both nationally and 
internationally.
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