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Debre Markos, Ethiopia, ?Tibebe Ghion Specialized Hospital, Bahir Dar University, Bahir Dar, Ethiopia

Background: Managing chronic illness requires navigating a complex trajectory
from diagnosis to end-of-life, with each phase necessitating specific nursing
approaches. Effective management throughout these phases is vital for
improving patient outcomes and quality of life.

Objective: This study aims to explore nursing approaches in managing chronic
illness across its trajectory, from diagnosis to end-of-life care, focusing on phase-
specific care, emotional support, education, interdisciplinary collaboration, and
the challenges faced by nurses.

Methods: A qualitative research design using a grounded theory approach was
employed to construct a theoretical framework grounded with the insights
and experience of nurses’ approaches across the chronic illness trajectory
within Western Amhara, Ethiopia. The study comprised 24 nurses who were
selected through the process of purposeful and theoretical sampling methods.
Data was collected via in-depth interviews. Data analysis followed a constant
comparative method, involving open, axial, and selective coding to identify key
strategies and challenges across the illness trajectory.

Results: The primary finding of this study emphasizes the evolving and
adaptive role of nurses in chronic illness management, highlighting their ability
to provide personalized care, emotional support, and education throughout
the illness trajectory. Central to the investigation is the theory of nurses’
evolving and adaptive role in chronic illness management, where they adjust
their strategies to address the physical, emotional, and psychological needs
of patients and families, from pre-diagnosis to end-of-life care. The study
identifies key adaptive strategies, including fostering resilience, facilitating
interdisciplinary collaboration, and managing fluctuating symptoms. Despite
challenges such as heavy workloads and emotional strain, nurses require
training for continuous professional development, technological integration,
and collaborative platforms to reinforce their critical role in optimizing patient
outcomes in chronic illness management.

01 frontiersin.org


http://crossmark.crossref.org/dialog/?doi=10.3389/frhs.2025.1502763&domain=pdf&date_stamp=2020-03-12
mailto:abexdmu@gmail.com
mailto:abebe_dilie@dmu.edu.et
https://doi.org/10.3389/frhs.2025.1502763
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/articles/10.3389/frhs.2025.1502763/full
https://www.frontiersin.org/journals/health-services
https://doi.org/10.3389/frhs.2025.1502763
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/

Afenigus and Sinshaw

10.3389/frhs.2025.1502763

Conclusion: This study highlights nurses’ adaptive role in chronic illness care,
focusing on phase-specific interventions, emotional support, interdisciplinary
collaboration, and education across entire illness trajectory to meet diverse
needs of patients and their families. Despite challenges such as heavy workloads
and emotional strain, the study recommends ongoing professional development
and technological integration to optimize patient outcomes.
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Introduction

Chronic illnesses are among the leading health challenges
and middle
(LMICS) like Ethiopia and managing these conditions requires

worldwide, including low income countries
comprehensive, long-term care that spans from diagnosis
through to end-of-life (1, 2). The burden and prevalence of
diabetes,

cardiovascular diseases, and cancer is rising, making it crucial to

chronic  diseases like hypertension,  asthma,
develop effective, adaptive, and culturally appropriate nursing
approaches to manage these conditions at every stage of the
illness trajectory. The care journey for individuals with chronic
illnesses is complex and multifaceted, involving several phases:
pre-trajectory (before diagnosis), trajectory onset (diagnosis),
stable, unstable, acute, crisis, comeback, downward, and dying
phases (1, 3, 4). Throughout these stages, nurses play a pivotal
role in ensuring that patients receive continuous, individualized,
and supportive care (5). However, there is limited research
exploring how nursing care is delivered across the full spectrum
of the chronic illness trajectory in LMICs, including Ethiopia (6,
7). Nurses must navigate not only clinical challenges but also
social, emotional, and psychological dimensions of chronic
illness, which demand sensitive and adaptive care strategies (8, 9).

During the pre-trajectory phase, when symptoms are present but
a diagnosis has not yet been made, nurses provide essential support
through early identification, awareness educational sessions,
symptom monitoring, and addressing patients’ emotional concerns
(10). As the trajectory onset phase, once a diagnosis is made,
nurses support patients by offering guidance, education, and
developing personalized care plans to facilitate adaptation (11). In
the stable phase, nurses work to maintain the patient’s health by
promoting adherence to treatment plans and fostering lifestyle
changes (12). However, as patients enter the unstable phase, nurses
must remain flexible, continuously adjusting care strategies to
address fluctuating health conditions (13).

The acute and crisis phases represent moments of heightened
vulnerability for patients, demanding prompt interventions and
multidisciplinary collaboration (14, 15). During the comeback
phase, nurses focus on recovery and rehabilitation, supporting
patients in regaining strength and adjusting to new health
realities (3). As patients transition into the downward phase,
characterized by progressive health decline, nurses provide
palliative care, focusing on symptom relief, emotional support,
and preparation for end-of-life decisions (4). In the dying
phase, palliative care becomes central, with nurses offering
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compassionate end-of-life care, ensuring dignity and comfort for
both the patient and their family (16).

Although the role of nurses across these phases is increasingly
recognized, there is a need for a deeper understanding of how
nursing approaches can be adapted to the varying needs of patients
throughout the chronic illness trajectory (17). In Ethiopia, cultural
beliefs about illness causation, stigma associated with chronic
conditions, and traditional health practices often influence how
patients seek care and adhere to treatment, which can pose
challenges for nurses (18, 19). It is important to develop nursing
strategies that are effective, culturally appropriate, and sustainable to
support patients throughout the chronic illness trajectory, especially
in the Western Amhara region of Ethiopia.

This grounded theory study aims to explore the strategies
employed by nurses and to understand the challenges and solutions
across the chronic illness trajectory. The findings will provide
valuable insights into how nurses can adapt their care strategies to
meet the evolving needs of patients, enhance interdisciplinary
collaboration, and improve the overall quality of life for individuals
living with chronic illness in Ethiopia. Therefore, this study is
significant for improving nursing practice across the chronic illness
trajectory and for informing nursing education.

Objective

o The general objective of this study is to explore and develop a
grounded theory of nursing approaches in managing chronic
illness across its trajectory, from diagnosis to end-of-life care,
with a focus on phase-specific care, emotional support,
education, interdisciplinary collaboration, and the challenges
faced by nurses in Western Ambhara, Ethiopia.

Research questions

« How do nurses adapt their care approaches to meet the evolving
needs of patients across the different phases of the chronic
illness trajectory (pre-trajectory, trajectory onset, stable,
unstable, acute, crisis, comeback, downward, and dying)?

o How do nurses collaborate with interdisciplinary teams to
manage complex chronic illness, and what role does patient
education play in adapting care for each phase?

o What nursing interventions and strategies do nurses employ to
provide emotional, psychological, and physical support to

patients during each phase of chronic illness?
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o What are the key challenges nurses face in chronic illness
management, and how can nursing practice be improved
through enhanced training, monitoring technologies, and
interdisciplinary collaboration to optimize patient outcomes?

Methods
Study design

This qualitative study utilized the Grounded Theory Method to
explore nursing approaches to managing chronic illness across
its trajectory, from diagnosis to end-of-life care. Grounded
Theory was chosen for its ability to facilitate theory development
directly from data, providing a comprehensive and in-depth
understanding of nursing practices, challenges, and decision-
This
methodology enables the inclusion of new concepts that may not

making processes in chronic illness management.
be captured by pre-existing theoretical frameworks, allowing
flexibility and adaptability in interpretation. As such, the study
remains rooted in the lived experiences of participants, ensuring
that the insights generated reflect the actual complexities of
nursing care across the chronic illness trajectory.

The study was guided by the Chronic Illness Trajectory
Framework (CITF), developed by Corbin and Strauss, which
served as a starting point for exploring nursing approaches in
chronic illness management (20, 21). However, the flexibility
inherent in grounded theory allows for the inclusion of new,
emergent concepts beyond those covered by the CITF, ensuring a
more nuanced and context-specific understanding.

The study adheres to the guidelines outlined in the
Consolidated Criteria for Reporting Qualitative Research
(COREQ) checklist, ensuring rigor and transparency throughout

the research process (22).

Study setting and period

The research was conducted in two hospitals located in
Western Amhara, Ethiopia: Finote Selam General Hospital and
Tibebe Ghion Specialized Hospital. These hospitals were selected
because they serve diverse populations, including individuals in
various stages of chronic illness. Data collection took place in the
inpatient departments and chronic follow-up units, where nurses
provided care to patients with chronic illnesses across different
phases of the illness trajectory. The study spanned a period of 6
months, from January 2024 to June 2024, which allowed for
extensive data collection and analysis.

Participants
The participants in the study were nurses with direct
experience in managing patients with chronic illnesses across

different phases of the illness trajectory. The inclusion criteria for
participants required them to have at least 1 year of experience
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in chronic illness management and to have actively engaged in
care across multiple phases, including acute, stable, and crisis
stages. Nurses were recruited from healthcare institutions in
western Ambhara.

Sampling technique and sample size

The sampling process initially began with purposive sampling
and transitioned to theoretical sampling as the study progressed.
Participants were chosen based on insights gained from previous
participants, continuing until data saturation was achieved when
no new or relevant information emerged from additional
interviews. This strategy facilitated a thorough exploration and
understanding of the topic, drawing on the depth and richness of
participants’ experiences. Consequently, 24 participants were
selected to ensure adequate depth and diversity. As data were
gathered, it was analyzed and coded iteratively, with adjustments
made to the sample size to guarantee comprehensive coverage
of the data.

Data collection

Data collection began after securing ethical approval. Subsequent
interviews were conducted to refine and verify concepts, ensuring
the development of a theory grounded in the data. The principal
investigator conducted in-depth interviews to explore the
experiences, challenges, and strategies used by nurses in managing
patients with chronic illnesses. These interviews focused on
key aspects such as nursing interventions, patient education,
symptom management, emotional support, and interdisciplinary
collaboration throughout the chronic illness trajectory. The
interview process was flexible, with open-ended questions designed
to encourage participants to share their personal experiences,
thoughts, and practices. Each face-to-face interview lasted between
50 and 90 min, with an average duration of 60 min, and was
recorded with the participants’ consent.

The data collection process was iterative, with continuous
analysis occurring alongside data gathering. As new themes
emerged from the interviews, the researcher adjusted the questions
to further explore these emerging topics. This iterative approach
allowed for the refinement of the data collection process and
ensured that the theory developed was deeply grounded in the
participants’ real-world experiences, providing a rich and detailed
understanding of nursing practices in chronic illness care.

Data analysis

In this grounded theory study, data were analyzed using
an iterative, constant comparative method, aligning with the
Corbin and Strauss approach (23). This approach allowed for
concurrent data collection and analysis, with each subsequent
interview refining the understanding of emerging patterns from
previous data.
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All interviews were conducted in Ambharic, the local language,
and were later transcribed and translated into English. Transcripts
were read repeatedly to gain a holistic understanding, and meaning
units—segments of text expressing a single idea or experience were
identified. These meaning units formed the foundation for three
interconnected stages of coding: open coding, axial coding, and
selective coding.

During the open coding phase, the data were broken down into
discrete codes representing actions, interactions, or meanings
expressed by participants. These initial codes captured a wide
range of nursing activities and experiences, including “emotional

» o« » «

support,” “rehabilitation planning,” “care plan adjustment,” and
“symptom monitoring.”

In the axial coding phase, related open codes were grouped into
categories by examining their relationships and contexts.
Categories reflected the evolving nursing roles across specific
phases of the chronic illness trajectory such as “Pre-trajectory
phase: Navigating uncertainty,” “Stable phase: Maintaining
balance,” and “Dying phase: Delivering compassionate end-of-life
care.” Other categories emerged around cross-cutting practices
such as interdisciplinary collaboration, emotional and
psychological support, and patient education.

Finally, selective coding was used to identify the core category

that unified the entire dataset:

“The evolving and adaptive role of nurses in chronic illness

management.”

This core category encapsulated how nurses continuously
adapted their approaches to meet the changing physical,
emotional, and psychosocial needs of patients throughout the
illness trajectory from diagnosis through to end-of-life care.

Throughout the analysis, attention was given to the context and
culture of care delivery, especially in a resource-limited setting like
Western Amhara. The relationships among codes, categories, and
themes were visually mapped and narratively integrated to
develop a theory grounded in participants’ experiences. This
iterative and rigorous process resulted in a comprehensive and
nuanced understanding of how nurses support and empower
patients living with chronic illness in Ethiopia.

Trustworthiness

To enhance the trustworthiness of the study, several strategies
aligned with grounded theory methodology were employed.
Credibility was achieved through prolonged engagement by
spending adequate time in the field and building rapport with
participants, which allowed the researcher to gain a deeper
their (24).
Reflexivity, involving the acknowledgment of personal biases

understanding  of experiences and behaviors
and preconceptions throughout the research process, was
also employed to enhance credibility (24). Transferability was
supported through thick description, offering rich, detailed
accounts of the study context, participants, and methodology

(24). Dependability was ensured by maintaining an audit trail
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that documented the research process, analytical decisions,
and methodological choices (24). Finally, confirmability was
strengthened through peer debriefings, which helped review
interpretations and findings, as well as member checking, where
participants reviewed and confirmed the accuracy of their
quotations to help reduce researcher bias (24).

Results
Background information

Nurses in the field of chronic illness management have
been working in various roles, including clinical practice and
patient education. In their current roles, they often oversee
multidisciplinary teams that provide comprehensive care to patients
with long-term health conditions. The common types of chronic
illnesses commonly encountered by nurses include diabetes,
hypertension, asthma, chronic obstructive pulmonary disease
(COPD), heart diseases, asthma, stroke, HIV/AIDS, Parkinson’s
diseases and rheumatoid arthritis. Their responsibilities involve not
only managing these conditions through medication and lifestyle
modifications but also educating patients about self-management
strategies and coordinating care between different healthcare
providers. This includes developing personalized care plans,
monitoring patient progress, and addressing any challenges that
arise in chronic illness management (Table 1).

Themes identified

The analysis of the interviews revealed several core themes that
reflect the dynamic roles and responsibilities of nurses as they
navigate the chronic illness trajectory. These themes include
phase-specific adaptations in care delivery, interdisciplinary

TABLE 1 Demographic characteristics of the participants.

Demographic Response Frequency
variable
Age 8

20-30 years
31-40 years 10
>41 years 6
Gender Male 9
Female 15
Educational level Diploma 8
Bachelor’s degree 12
Master’s degree 4
Years of experience 1-5 years 10
6-10 years 9
>11 years 5
Working unit Medical ward (inpatient) 18
OPD (chronic follow up) 6
Work setting Finote Selam General Hospital 12
Tibebe Ghion Specialized 12
Hospital
Role of nurse Clinically working nurse 22
Nurse manager 2
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collaboration, emotional and psychological support, patient
education and empowerment, challenges and solutions in nursing
practice, and recommendations for future improvements in
nursing practices (Table 2). The central concept that emerged
from this grounded theory study is that nurses play a dynamic,
adaptive, and supportive role throughout the chronic illness
trajectory, with their roles evolving as patients move from
diagnosis to end-of-life care.

Core concept: nurses’ adaptive and
supportive role in chronic illness
management

The central finding of this study is that nurses serve as adaptive
and supportive caregivers across various phases of chronic illness.
Their role evolves in response to the changing needs of patients,
from the initial diagnosis to end-of-life care. Nurses provide
multifaceted care that includes emotional support, patient
education, care coordination, and symptom management. Their
ability to remain flexible in their approach to care, while offering
consistent emotional support and guidance, is crucial in
managing chronic illness and enhancing patient outcomes.

Categories and subcategories

1) Phase-specific adaptations in care delivery

Nurses’ roles were found to be highly dynamic, evolving as
patients progressed through the various phases of chronic illness.
Each phase required unique strategies to support patients’
changing physical, emotional, and psychological needs.

o Pre-trajectory phase: navigating uncertainty: nurses provided
emotional reassurance, symptom education, and guidance as
patients awaited diagnosis. “Emotional support, symptom
education, and care coordination were provided, along with
reassurance and timely information. The patient was also
referred to counseling services and encouraged to track
symptoms while awaiting the diagnosis.” (P1)

o Trajectory onset: adapting to a new diagnosis: Nurses developed
personalized care plans and supported patients emotionally
during the initial adjustment. “After diagnosis, compassionate
support was given, with clear explanations of the condition and
treatment options. A personalized care plan was created,
linking the patient to resources, support groups, and setting
achievable health goals.” (P4)

« Stable phase: maintaining balance: nurses emphasized monitoring,
adherence to care plans, and life style education. “In the stable
phase, progress was monitored, treatment adherence supported,
and the care plan personalized to daily life. Coordination with
providers and continuous education on managing the condition
and lifestyle changes were emphasized.” (P6)

« Unstable phase: responding to fluctuations: nurses adjusted care
plans dynamically to address health changes. “In the unstable
phase, frequent assessments were made, care plans adjusted,
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and additional resources engaged. The patient was guided in
tracking symptoms, managing treatment changes, and knowing
when to seek help.” (P5)

o Acute phase: managing exacerbations: During the acute phase,
nurses responded promptly to sudden health declines by
providing immediate clinical interventions, closely monitoring the
patient, and coordinating with the healthcare team. They also
maintained clear communication with the patient and family,
offering reassurance and emotional support throughout the
emergency. “During the acute episode, immediate interventions
were provided, with ongoing monitoring and care adjustments.
Clear communication was maintained with the patient and family,
and emergency treatments were administered in coordination with
the healthcare team, along with emotional support.” (P2)

o Crisis phase: Implementing crisis protocols: In this high-stakes
phase, nurses rapidly implemented crisis management
protocols, collaborated with interdisciplinary teams, and offered
emotional support to both patients and families. Example:
“During the crisis, protocols were quickly implemented, and the
interdisciplinary team ensured comprehensive care. The family
received clear explanations, and all available resources were used
to manage the situation effectively.” (P7)

o Comeback phase: supporting recovery: nurses provided

rehabilitation support and education to encourage self-

“In  the

rehabilitation plan was created, with ongoing support, physical

management. comeback phase, a personalized
therapy, counseling, and education on self-management to help
the patient adjust and maintain health.” (P8)

o Downward phase: providing comfort care: Nurses focused on
comfort, symptom relief, and emotional support for patients
and families. “As the patient’s health declined, comfort care
was prioritized, and the care plan adjusted to meet changing
needs. Open dialogue with the family supported adaptation to
new limitations and provided emotional support.” (P5)

o Dying phase: Delivering compassionate end-of-life care: In the
final phase, nurses provided palliative care focused on pain
management, comfort, and emotional support, facilitating a
peaceful transition for the patient. Example: “In the dying phase,
care focused on comfort, pain management, and emotional
support. The plan was personalized to the patient’s preferences,
with family support and guidance on end-of-life issues.” (P6)

2) Interdisciplinary collaboration

Collaboration with other healthcare professionals was a central
theme across all phases. Nurses emphasized the importance of
regular communication and coordinated care planning to provide
holistic and comprehensive care.

« Team communication and coordination

Effective communication among healthcare providers was essential for
high-quality care. Nurses actively participated in interdisciplinary
meetings and shared patient updates to ensure all healthcare
professionals were aligned on care plans. “Nurses ensured regular
communication with healthcare providers, participating in team
meetings to ensure coordinated care across the patient’s illness
trajectory.” (P1)
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TABLE 2 Illustration of open codes, categories and themes for the study.

Participant quote/meaning units

“In this initial phase, before a diagnosis was made, nurses played a key role
in providing emotional support and managing uncertainty. Nurses
educated patients about potential symptoms and guided them in tracking
their condition while awaiting a diagnosis.”

Open code

Emotional support, symptom
education, care guidance

Category

Pre-trajectory phase:
navigating uncertainty

10.3389/frhs.2025.1502763

Theme

Phase-specific adaptations in
care delivery

supported, and the care plan personalized to daily life. Coordination with
providers and continuous education on managing the condition and
lifestyle changes were emphasized.”

adherence, education

“After diagnosis, compassionate support was given, with clear explanations | Compassionate support, care Trajectory onset: adapting | Phase-specific adaptations in
of the condition and treatment options. A personalized care plan was planning, linkage to a new diagnosis care delivery.

created, linking the patient to resources, support groups, and setting

achievable health goals.”

“In the stable phase, progress was monitored, treatment adherence Progress monitoring, treatment Stable phase: maintaining | Phase-specific adaptations in

balance

care delivery.

“In the unstable phase, frequent assessments were made, care plans
adjusted, and additional resources engaged. The patient was guided in
tracking symptoms, managing treatment changes, and knowing when to
seek help.”

Dynamic planning, symptom
tracking

Unstable phase: responding
to fluctuations

Phase-specific adaptations in
care delivery.

“During the acute episode, immediate interventions were provided, with
ongoing monitoring and care adjustments. Clear communication was
maintained with the patient and family, and emergency treatments were
administered in coordination with the healthcare team, along with
emotional support.”

Immediate interventions, care
adjustments, support

Acute phase: managing
crisis

Phase-specific adaptations in

care delivery.

“During the crisis, protocols were quickly implemented, and the
interdisciplinary team ensured comprehensive care. The family received
clear explanations, and all available resources were used to manage the
situation effectively.”

Protocol implementation, crisis
coordination

Crisis phase: implementing
crisis protocols

Phase-specific adaptations in
care delivery.

“In the comeback phase, a personalized rehabilitation plan was created,
with ongoing support, physical therapy, counseling, and education on self-
management to help the patient adjust and maintain health.”

Rehabilitation plan, ongoing
support, self-management
education

Comeback phase:
supporting recovery

Phase-specific adaptations in
care delivery.

“As the patient’s health declined, comfort care was prioritized, and the care
plan adjusted to meet changing needs. Open dialogue with the family
supported adaptation to new limitations and provided emotional support.”

Comfort care, plan adjustment,
family dialogue

Downward phase:
providing comfort care

Phase-specific adaptations in
care delivery.

“In the dying phase, care focused on comfort, pain management, and
emotional support. The plan was personalized to the patient’s preferences,
with family support and guidance on end-of-life issues.”

Pain management, end-of-life
support

Dying phase: end-of-life
care

Phase-specific adaptations in

care delivery.

“Nurses ensured regular communication with healthcare providers,
participating in team meetings to ensure coordinated care across the
patient’s illness trajectory.”

Interdisciplinary communication

Communication with
healthcare providers

Interdisciplinary collaboration

“Nurses engaged with community health workers, fostering collaboration
that bridged formal healthcare systems.”

Community collaboration

Community-based care
integration

Interdisciplinary collaboration

“Teamwork was strengthened by clear role definitions and mutual respect,
ensuring coordinated care that addressed all aspects of the patient’s needs.”

Team building, respect, role clarity

Team collaboration

Interdisciplinary collaboration

“Nurses established a therapeutic nurse-patient relationship, providing
emotional support to help patients manage anxiety, fear, and distress.”

Emotional reassurance,
relationship building

Emotional support for
patients

Emotional and psychological
support

“Nurses offered counseling to families and educated them on how to cope
with the emotional strain and assist in caregiving responsibilities.”

Family counseling, stress support

Family support

Emotional and psychological
support

“Nurses facilitated connections to grief counseling and support groups,
ensuring continued emotional and psychological support.”

Grief counseling, group support

Counseling service
facilitation

Emotional and psychological
support

“Patients were educated on their condition, treatment plans, and lifestyle
changes, with resources provided to enhance understanding.”

Patient education, treatment
literacy

Patient education

Education and empowerment

“Self-management strategies were emphasized, with nurses guiding
patients in tracking symptoms and making informed decisions about their
health.”

Self-monitoring, shared decision-
making

Self-management
empowerment

Education and empowerment

“Families were provided with education on caregiving techniques and
stress management to ensure they could provide effective support.”

Caregiver support, stress education

Family education

Education and empowerment

“Real-time symptom monitoring tools were utilized to track patient
progress and adjust care plans swiftly.”

Symptom tracking, care
adjustment

Managing fluctuating
symptoms

Challenges and solutions in
practice

“Emotional resilience training for nurses helped reduce burnout, ensuring
sustained compassion and quality care.”

Emotional resilience, burnout
prevention

Emotional and
psychological stress

Challenges and solutions in
practice

“Continuous education in chronic illness management and cultural
competence was recommended to enhance nurses’ effectiveness.”

Ongoing training, skill
development

Training and professional
development

Future improvements in
chronic illness management

“Technological advancements, such as real-time symptom tracking, were
highlighted as vital for improving care delivery.”

Digital tools, innovation

Technological support for
care

Future improvements in
chronic illness management

“Building interdisciplinary collaboration platforms will strengthen
teamwork and streamline decision-making for improved patient
outcomes.”

Collaboration platforms, decision-
making

Interdisciplinary care
planning

Future improvements in
chronic illness management
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« Collaborating with community-based healthcare providers

Nurses recognized the importance of integrating traditional healers
and community-based healthcare providers into the care team.
They worked to combine cultural beliefs with modern healthcare
practices, ensuring continuous and culturally sensitive care.
“Nurses engaged with community health workers, fostering
collaboration that bridged formal healthcare systems.” (P9)

o Multidisciplinary care team building

A strong, cooperative multidisciplinary team was critical for
delivering effective patient care. Nurses worked to define roles
clearly, engage in joint decision-making, and ensure mutual
respect among all team members. “Teamwork was strengthened
by clear role definitions and mutual respect, ensuring coordinated
care that addressed all aspects of the patient’s needs.” (P15)

3) Emotional and psychological support

Emotional support emerged as a cornerstone of nursing practice,
with nurses offering reassurance, facilitating counseling services,
and creating a supportive environment for both patients and
their families.

o Support for patients

Nurses built therapeutic relationships to alleviate fear and anxiety.
“Nurses established a therapeutic nurse-patient relationship,
providing emotional support to help patients manage anxiety, fear,
and distress.” (P19)

 Support for families

Families were counseled and educated on how to provide care and
cope emotionally. “Nurses offered counseling to families and
educated them on how to cope with the emotional strain and
assist in caregiving responsibilities.” (P3)

« Facilitating counseling services

Nurses facilitated access to mental health services, encouraging
patients and families to seek professional counseling or support
groups, particularly during end-of-life care. “Nurses facilitated
connections to grief counseling and support groups, ensuring
continued emotional and psychological support.” (P7)

4) Education and empowerment

Nurses served as educators, empowering patients and families with
knowledge about illness management and available resources,
fostering active participation in care.

« Patient education

Patient Nurses provided patients with detailed information about their
illness, treatment options, and symptom management strategies,
empowering them to actively participate in their care. “Patients were
educated on their condition, treatment plans, and lifestyle changes,
with resources provided to enhance understanding.” (P14)

o Self-management empowerment

Nurses emphasized the importance of self-management,

encouraging patients to set achievable health goals and develop
skills  for condition “Self-

managing their independently.
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management strategies were emphasized, with nurses guiding
patients in tracking symptoms and making informed decisions
about their health.” (P21)

o Family education

Nurses educated family members to help them assist in day-to-day
care and manage their own emotional well-being during the
caregiving process. “Families were provided with education on
caregiving techniques and stress management to ensure they could
provide effective support.” (P23)

5) Challenges and solutions in chronic illness nursing practice

identified
fluctuations, emotional stress, and coordination of care. Solutions

Nurses several challenges, including symptom
involved flexible care plans, improved communication, and the

use of technology.
« Managing fluctuating symptoms

Nurses continuously adjusted care plans based on symptom

changes, leveraging advanced technologies for real-time
monitoring. “Real-time symptom monitoring tools were utilized to

track patient progress and adjust care plans swiftly.” (P6)
« Emotional and psychological stress

Emotional stress, both for patients and providers, was recognized
as a significant challenge. Nurses addressed this through
emotional support and strategies to prevent burnout. “Emotional
resilience training for nurses helped reduce burnout, ensuring
sustained compassion and quality care.” (P10)

6) Future improvements in chronic illness management

identified,
enhanced training, technological advancements, and improved

Several areas for improvement were including

interdisciplinary collaboration.
« Training and professional development

Ongoing professional development and specialized training were
seen as essential for improving nurses’ ability to manage complex
chronic illness cases. “Continuous education in chronic illness
management and cultural competence was recommended to

enhance nurses’ effectiveness.” (P12)
« Technological advancements

The integration of advanced technologies for symptom monitoring
and care coordination was identified as key to improving chronic
illness management. “Technological advancements, such as real-
time symptom tracking, were highlighted as vital for improving
care delivery.” (P14)

« Collaborative platforms

healthcare
communicate and collaborate more effectively was seen as a critical

Developing integrated platforms for teams to
step in improving chronic illness care. “Building interdisciplinary
collaboration platforms will strengthen teamwork and streamline

decision-making for improved patient outcomes.” (P20)
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Grounded theory: the evolving and adaptive them to take an active role in managing their health. This

role of nurses in chronic illness ongoing education fosters resilience and promotes long-term
management health management, while also providing emotional support for

both patients and families, who often face significant stress.

The grounded theory of nurses’ evolving and adaptive role in ~ Nurses also facilitate interdisciplinary collaboration, working
chronic illness management reveals that nurses are pivotal, dynamic closely with physicians, specialists, and community providers to
caregivers whose roles transform in response to the changing needs ~ €nsure a cohesive and coordinated care plan.
of patients throughout the illness journey. This theory emphasizes Despite challenges such as fluctuating symptoms, emotional
that nurses provide a multifaceted, patient-centered approach, ~Strain, and complex care coordination, nurses employ adaptive
offering emotional support, symptom management, education, and ~ Strategies and resilience training to overcome obstacles and
care coordination at every stage of the chronic illness trajectory. ~ continue providing high-quality care. As chronic illness
From the uncertainty of the pre-diagnosis phase to the complexities ~ Management evolves, the theory highlights the importance
of end-of-life care, nurses continuously adapt their care strategies to ~ ©f continuous professional = development, the integration of
align with the evolving physical, emotional, and psychological needs technological advancements, and the creation of improved
of the patient and their family (Figure 1). collaboration platforms to enhance patient outcomes and further

At the core of the theory is the nurse’s ability to offer solidify nurses’ essential role in the care process. Through their
personalized care and maintain continuity, even as patients’ adaptable, compassionate, and comprehensive approach, nurses
conditions fluctuate. Nurses act as both caregivers and educators, — aI¢ integral to optimizing both the physical and emotional well-
ensuring patients understand their condition and empowering ~ being of patients across the entire chronic illness trajectory.

ﬂhase-speciﬁc adaptations in care delivery \

Pre-trajectory phase: Navigating uncertainty

Trajectory onset: Adapting to a new diagnosis

Stable phase: Maintaining balance

Unstable phase: Responding to fluctuations

Acute phase: Managing exacerbations

Crisis phase: Implementing crisis protocols

Comeback phase: Supporting recovery

Downward phase: Providing comfort care

Dying Phase: Delivering compassionate end-of-life care /

Emotional and psychological support

b o Emotional support for patients
o Family support
o Facilitating counseling services

ﬂOOOOOOOO

Education and empowerment

o Patient education
o  Self-management empowerment

o Family education

{

—
Interdisciplinary collaboration
o Communication with
healthcare providers ' . .
o Collaboration with community- Nurses' evolving and adaptive role
based healthcare providers . PR
o Multidisciplinary care team in chronic illness management
building j \_f—\
Challenges and solutions Future improvements in chronic illness management
o Managing fluctuating symptoms o Training and professional development
o Emotional and psychological stress o Technological advancements
o Coordination of care o Enhanced collaborative platforms

FIGURE 1
Theory of the evolving and adaptive role of nurses in chronic illness management.
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Discussion

This study aimed to explore the evolving and adaptive roles of
nurses in the management of chronic illness across its various
phases. Through grounded theory analysis, the findings reveal
that nurses play dynamic, multifaceted roles such as care
provider, educator, coordinator, and emotional support provider
that shift in response to the patient’s condition.

The study found that nurses do not hold a fixed function but
rather evolve their roles across different stages of chronic illness. In
the pre-trajectory phase, nurses primarily acted as emotional
supporters and early identifiers of symptoms, initiating referrals
and counseling even before formal diagnosis. This approach aligns
with prior research’s that emphasizes the importance of proactive
support and reassurance to reduce patient anxiety and uncertainty
(25).
significantly alleviate distress (26). At the trajectory onset, their

Early counseling and referrals to support groups can

role expanded into that of educators and care planners, providing
clarity around diagnosis, treatment options, and goal-setting. This
is supported by a literature that show effective education and
involvement in care enhance patient understanding and adaptation
to chronic illness (27). Similarly, modifying education and support
based on individual needs enabled patients and families to become
well-informed and prepared for the challenges ahead (28).

In the stable phase, the emphasis of nurses is on maintaining
stability through regular monitoring and personalized care plans.
This is inline with studies that show nurses focus on maintaining
health through regular monitoring, adherence support, and
integration of treatment into daily routines, reinforced by patient
education strategies to effectively manage chronic diseases (28,
29). As patients enter the unstable phase, nurses face the
challenge of managing fluctuating health conditions and
increased medical needs. The study’s findings align with research
indicating that dynamic care plans and symptom tracking to
respond swiftly to fluctuating conditions, mobilizing additional
resources and modifying treatments as needed (30, 31).

During acute episodes, the role of nurses becomes critical in
providing immediate interventions and stabilizing the patient’s
condition. The findings support existing literatures which show
their role includes emphasizing immediate intervention, intensive
monitoring, and coordinated emergency care, along with emotional
support for patients and families (32, 33). In crisis situations, the
need for swift action and crisis management protocols is crucial.
This finding is inline with studies that indicate nurses rapidly
implement crisis protocols, collaborate with interdisciplinary teams,
and ensure clear communication, demonstrating the importance of
unified, timely action in high-risk scenarios (34, 35).

Post crisis, the comeback phase focuses on supporting recovery
and adjustment. This is congruent with studies that indicate nurses
design personalized rehabilitation plans and provide continuous
support through physical therapy and psychosocial care, aiding
long-term recovery at this phase (36, 37). As patients enter
downward and dying phase, the focus shifts to palliative care. This
is congruent with other studies that aim to provide components of
palliative care at this phases such as symptom management,
comfort care, help patient and families and pain relief (38-41).
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The study identifies several common challenges faced by nurses
in chronic illness management. Emotional strain, complex care
coordination, and heavy workload were consistent obstacles
in providing optimal care. The findings align with existing
literature that highlights the need for flexible care plans and
consistent emotional support to address these challenges (42).
Improved coordination and communication among healthcare
professionals are also critical, reflecting research that emphasizes
the importance of interdisciplinary collaboration in managing
complex cases (43).

Educating patients and families about the chronic illness trajectory
is crucial for effective management. The study’s findings confirm that
clear, comprehensive education personalized to the patient’s
understanding enhances their ability to navigate the illness phases
(28, 44). Providing written materials, resources, and connecting
patients with support groups are effective strategies for improving
patient and family knowledge and preparedness, as supported by
research on patient education and self-management (45, 46).

Effective collaboration with other healthcare professionals is
essential for comprehensive chronic illness care. The study’s
results highlight the importance of regular communication,
coordinated care planning, and interdisciplinary meetings,
consistent with literature on the benefits of integrated care
approaches (47). Fostering strong working relationships and
sharing patient information are key to ensuring all aspects of
care are addressed, reflecting best practices in collaborative
healthcare (48).

Finally, the study identifies several key areas for improvement
need for enhanced

in nursing practices, including the

professional development, the integration of technological
advancements, and the creation of interdisciplinary collaboration
platforms. These findings are consistent with studies that suggest
staying updated with the latest treatment modalities and utilizing
technology for real-time data tracking can significantly improve
chronic illness management (49). The establishment of integrated
communication and

collaboration platforms can facilitate

decision-making, thereby improving patient outcomes and
optimizing healthcare delivery which is consistent with a study
that states promoting effective interdisciplinary collaboration
through integrated care platforms is recommended to enhance

overall patient care and outcomes (50).

Strength and limitation of the study
Strength of the study

o The study is situated in a real-world, high-need context, which
enhances its practical relevance.

o It adopts a holistic framework by addressing all stages of the
chronic illness trajectory.

o The focus on nursing care and the adaptive strategies employed
by nurses in a resource-limited setting is both novel
and significant.

o The choice of grounded theory methodology aligns well with the
exploratory nature of the research.
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Limitation of the study

o Limited generalizability: as a qualitative study in two hospitals
within a single region (Western Amhara), the findings may not
be easily transferable to other geographic, cultural, or healthcare
settings in Ethiopia or other LMICs. The sample may not capture
variability in practices from rural clinics or private facilities.

o Theoretical saturation ambiguity: while theoretical sampling and
saturation are mentioned, the process for determining when
saturation was achieved (e.g., how redundancy was assessed) could
be more explicitly documented to support transparency and rigor.

Conclusion

This study highlights the evolving and adaptive role of nurses in
managing chronic illnesses, underlining their multifaceted approach
across various stages of the illness trajectory. Nurses provide not
only clinical care but also serve as emotional support providers,
demonstrating  flexibility
adaptability in responding to the changing needs of patients from the

educators, and coordinators, and
uncertainty of the pre-trajectory phase to the complexities of end-of-
life care. Through fostering resilience, facilitating interdisciplinary
collaboration, and offering continuous patient education, nurses
optimize patient outcomes and ensure comprehensive care. However,
challenges such as fluctuating symptoms, emotional strain, heavy

workload and the need for effective care coordination remain persistent.
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