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Abstract

Background: The rising prevalence of chronic illnesses and multimorbidity among patients necessitates
innovative healthcare strategies to improve care coordination and prevent hospital readmissions. Nurse
Case Managers (NCMs) play a pivotal role in addressing these challenges through comprehensive care

management.

Methods: This review utilized electronic databases including PUBMED, SCIELO, SCOPUS, and DIALNET to
analyze the literature on the effectiveness of NCM interventions in managing high-risk patients. Search

terms included "nurse," "case management,” and "chronic illness." A manual examination of references was

conducted to identify additional relevant studies.

Results: The findings indicate that NCMs significantly enhance patient outcomes by providing holistic,
patient-centered care. Interventions led by NCMs resulted in reduced readmissions, decreased emergency
department visits, and improved self-management of chronic conditions. The NCM's approach fosters
better communication among healthcare providers and encourages patient empowerment, leading to

greater satisfaction and adherence to treatment plans.

Conclusion: The role of Nurse Case Managers is critical in the healthcare system, especially for patients

with chronic illnesses. By improving care continuity and coordination, NCMs effectively reduce hospital
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readmissions and enhance the overall quality of care. Future research should focus on standardizing NCM

practices and evaluating their long-term impact on healthcare systems and patient outcomes.

Keywords: Nurse Case Manager, chronic illness, healthcare coordination, readmission prevention, patient

outcomes.
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1. Introduction

In all healthcare services, prioritizing the patient within the care system is correlated with the quality of
the health system. Consequently, the user transitions from a passive recipient of information to an active
participant, possessing more knowledge about their health and rights, and adopting a more proactive
stance. Nurses are essential workers in healthcare since empirical data demonstrates that a shortage of

nurses poses a substantial danger to patient health [1, 2].

The population's health situation has largely improved in recent years; nonetheless, "long-term disability
and chronic diseases are rising due to a rapidly aging population” [3]. Addressing chronicity is a problem
for all health systems, including Spain, owing to the implications of an aging population, the need to
accommodate the rising number of individuals with chronic illnesses, and the prevalent comorbidity.
Addressing these health issues incurs significant expenses in services and benefits that must be managed.
This circumstance necessitates the establishment of new professional nursing profiles, characterized by
enhanced and advanced competencies tailored to meet emerging needs across many settings and domains

of care. The Nurse Case Manager (NCM) exemplifies a rising professional role globally [4].

Case management originated in the United States during the 1950s and 1960s, first used in mental health
situations; it subsequently expanded to address individuals with high-risk health issues and significant
expenses, "intending to enhance efficiency and reduce variability” [5]. Case management is the
collaborative process of assessing, planning, implementing, coordinating, monitoring, and evaluating the
options and services required to address an individual's health needs, facilitating communication, and
utilizing available resources to enhance quality and cost-effective outcomes. The NCM has emerged as a
prevalent entity in Spain, providing care in a dynamic society and addressing individuals with complicated
issues stemming from chronic conditions, multimorbidity, frailty, and aging [4]. In Spain, the NCM organizes
and oversees the management of patients with chronic illnesses, mostly within Primary Health Care (PHC),

particularly for more complex situations necessitating enhanced health system coordination [4].

Although case management has not been primarily conducted by nursing professionals, nurses have often
been the preferred practitioners in various hospital environments, although physicians and social workers
have also performed this role. Nurses often lead case management due to their holistic understanding of
addressing human needs, fostering self-care, and evaluating and planning care [6]. The NCM employs the
nursing process as a dynamic approach grounded in theory, facilitating humanistic care aimed at effectively

attaining goals. This nurse has a comprehensive understanding of the bio-psycho-social context of the
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patient, including their community, networks, and settings, which enhances collaborative decision-making

with other professionals in care planning, while accepting responsibility for case management [7].

The case management framework used was the Chronic Care Model (CCM), created by E. Wagner, in 1998
(USA) [8]. The CCM identifies the following components as essential for the management of chronic
diseases: the health system, clinical information systems, patient decision support, patient self-
management, delivery system design, and the community, encompassing patient organizations and
resources, that interact with clinical practice [8]. The primary aim of this approach is to ensure that patients
remain engaged and educated throughout the therapeutic relationship, facilitated by proactive
professionals equipped to provide quality treatment and achieve optimal health outcomes, with a high level
of patient satisfaction. The fundamental concept of this paradigm is that patients will ultimately manage

their condition, facilitated by the aforementioned factors [9].

Additionally, the Kaiser Permanente risk stratification model, which categorizes patients based on their
required degree of care, has been regarded as a supplementary model [7,10]. At the apex of the pyramid are
the highly complex chronic patients, necessitating specialized care from professionals with advanced
competencies, such as the NCM, who possess comprehensive knowledge of the patient and their

environment, and can facilitate multidisciplinary collaboration and continuity of care [4,6-8].

The case management paradigm enhances Integrated, Coordinated, and Continuous Care by establishing a
connection between Hospital Care (HC) and Primary Health Care (PHC). This enhances the coordination of
care areas, preventing care loss that jeopardizes the integrity and continuity of the health system [6,9-11].
The NCM's efforts address the complexities faced by patients requiring healthcare across various settings,

hence substantiating the need for case management.

Case management is identified as a paradigm of advanced nursing practice that is holistic, and patient-
centered, encourages personal autonomy and social engagement, and enables access to resources [12-15].
Furthermore, the responsibilities of the NCM include recruiting dependent patients necessitating a
comprehensive multi-professional approach; identifying individuals with significant pathological burdens
and elevated risks of hospital admission; striving to deliver the least invasive care; fostering collaboration
between primary healthcare (PHC) and hospital care (HC) professionals; ensuring coordination and
continuity of care for patients requiring complex treatment across various care levels; developing
personalized care plans that incorporate PHC providers; and promoting self-care for individuals and

families [16-19].

Given that the patients with whom the NCM engages are those with chronic illnesses and multimorbidity,
particularly those with complicated conditions, it is essential to evaluate the outcomes associated with the
advanced practice role of the NCM. This is significant due to the rise in long-term disabilities and chronic
illnesses, coupled with a profound socio-demographic shift stemming from an aging population,

necessitating the reconfiguration of health services and the competencies of its personnel [20-24].

This research aims to elucidate the function of the NCM in care management, assessing its efficacy in

managing chronic diseases (health outcomes) and its efficiency within the healthcare system.
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2. Methods

The present review used the following electronic databases: PUBMED, SCIELO, SCOPUS, and DIALNET.
Terms from the "Medical Subject Headings" [12] (nurse, case management, chronic illness) were used.
Furthermore, the phrase "care management" was also used. A manual examination of the bibliographic
references of the chosen papers was conducted to include other possibly relevant research into the review

using the reverse or secondary search approach.
3. Health Impacts: Efficacy Outcomes in Patients with Chronic Illnesses

The treatments implemented by the NCM were superior in effectiveness and efficiency in managing
individuals with chronic conditions compared to those conducted under the old paradigm [25-28]. This
nurse can provide equivalent quality of care to doctors across a diverse range of services, including regular
monitoring of chronic patients and first assessments of individuals with minor health issues. Enhancements
in illness self-management, disease awareness, and quality of life were seen in the investigated patients

[25,27].

Case management has shown efficacy in the treatment of several chronic illnesses, including diabetes,
hypertension, obstructive pulmonary disease, and cancer care [18,26,27]. The nurse's interventions
encompassed the consistent involvement of the NCM with the patient and family during consultations,
home visits, telephone communications (enhanced care), assistance in daily decision-making for disease
management (personalized patient planning), and the establishment of a follow-up protocol for

complications [29,30].

The aforementioned treatments align with those examined by Joo and Huber [22] and Davisson and
Swanson [31], whereby the NCM aimed to provide continuous care for the patient with appropriate
monitoring to enhance their health status. Caregivers received support via active listening and both

emotional and instrumental assistance, enabling them to continue delivering optimal patient care.

Participants enjoyed the case management program's accessibility, both by telephone and in person; the
consistency of treatment provided by the same personnel; and the interpersonal interaction developed
between the nurse and the patient [31]. The professional-patient relationship enabled the nurse to counsel
the patient against immediate self-medication, facilitating a new approach to care that enhanced patients’
understanding of their conditions and the identification of warning signs, thereby restoring the efficacy of

the aforementioned self-management.

The enhancement of psychological outcomes was examined in studies exhibiting several commonalities,
including a gradual shift of care from hospitals to communities, facilitated by ongoing follow-up through
home visits or telephone calls (coordinated and continuous care from the hospital setting to the
communities). These interventions included holistic care, referral services, patient assistance, and the

formulation of shared and consensus-driven objectives [10,21,22,30].

A meta-analysis revealed that there are no significant changes in patient mortality, despite the adverse
outcomes associated with case management methods [22]. Nonetheless, no significant impacts were seen
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that favored case management for self-reported health status in the short term, patient satisfaction (both

short and long term), and functional health, as previously documented [10,18,19,21,24,29-31].
4. Profitability Outcomes: Efficiency

The NCM decreased the use of the emergency department, hospital admissions, readmissions, and the
length of these among the examined patients [10,17,21,22,25,29]. This resulted in a decrease in both direct
and indirect costs for the healthcare system, as reduced utilization of the hospital emergency department
led to fewer diagnostic tests and, due to the accessibility of the case management program, a diminished

need for hospitalizations [17,20,21].

Moreover, there was enhanced mobilization of social resources when patients with chronic illnesses
received treatment from the NCM [24,25,29,30]. Moreover, it was noted that patients with low income and
lower educational attainment experienced equivalent benefits to those with higher income and educational
levels regarding diabetes treatment, thereby creating a cost-efficient and effective approach to mitigate

diabetes complications, ultimately reducing social inequalities.
5. Discussion

Our research sought to identify the most effective interventions of the NCM to enhance population health
and the consequent advantages for the health system. The majority of the previously reviewed research
concurred that interventions associated with a case management program, often implemented by nurses,
positively influenced individuals' health and resulted in cost savings for healthcare institutions [10,17-
19,21,22,24-31].

The ability to analyze articles from various countries reveals that health data concerning individuals with
chronic conditions and comorbidities is prevalent globally, particularly among elderly chronic patients who
incur substantial healthcare costs [10,17,19,20,23,24,28]. Consequently, efforts have been instituted to
achieve savings by enhancing the competencies of professionals, particularly nurses. The treatments used
by the NCM have shown a holistic approach, evaluating the individual's requirements and circumstances to
provide care that addresses their health issues [10,17-19,21,26,27]. These initiatives seek to diminish the

fragmentation of health services to provide integrated and continuous treatment [10,19,23,31].

The interventions conducted by the NCM were thorough, evaluating the individual's requirements and
circumstances to provide treatment that addresses their health issues [10,19,21,26,27]. These initiatives
seek to diminish the fragmentation of health services to provide integrated and continuous treatment
[10,19,23,31]. Furthermore, we observed a significant level of patient satisfaction with the services
provided by the NCM, since this nurse dedicates more time to patients, offering them enhanced information
and guidance, particularly in chronic follow-up procedures [18,19,26,31]. Except for the last cited paper
[31], it is crucial to acknowledge that patient satisfaction with the function of NCM is substantiated by a

sufficient degree of evidence.

The reviewed literature indicates that nurse case managers enhanced specific health outcomes: they
facilitated medication adherence, resulting in reduced hypertension; they lowered glycated hemoglobin
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levels in type Il diabetes mellitus patients through direct patient engagement; and they decreased
substance abuse by providing users with access to health system services through regular follow-up
[19,22,24,26,27]. The substantial data from these investigations instills confidence that enhancing clinical
outcomes in patients substantiates the need for NCM. All these studies emphasized the empowerment
attained by both patients and their caregivers, facilitated by the training provided by the NCM, which
enhanced their ability to manage chronic diseases (hypertension, diabetes, chronic obstructive pulmonary
disease, or substance use) [18,26,27,31]. The NCM engaged in several activities, including consistent
interaction with the patient and their family at consultations, assistance in daily decision-making,
development of a follow-up procedure for problems, support for caregivers, and telephone follow-up

[22,25-27,31].

Numerous studies confirmed that the NCM may provide superior outcomes in patients with mental diseases
[20,22,30], attributed to motivational interviews and the enhanced interaction of this Advanced Practice
Nurse, possessing advanced abilities, with the patients. Despite the existence of research that critiques case
management, the same authors demonstrate enhancements in patient satisfaction and functional health
[23].

The case management approach has led to a reduction in the use of health services associated with
complications of patients' conditions, as well as a diminished risk of complications such as hospitalizations,
crises, or readmissions. This resulted in significant savings in healthcare expenses, demonstrating the
profitability of the services provided by the NCM [19,21,22]. Despite the variability in case management
program characteristics among the assessed studies, all indicate a continuity of follow-up treatment
facilitated by home visits or telephone calls conducted by the NCM. The authors indicated that consistent
interaction with the case manager may have impacted hospital use outcomes [10,17-19,21,22,24-31]. While
the efficacy of NCM seems established, the data may be contentious due to the nature of the research

conducted.

Patients highly praised many characteristics, including accessibility (both telephonic and in-person),
continuity of treatment (same nurse), and the interpersonal interaction developed between nurse and
patient, with the feeling of enhanced support from healthcare professionals. Numerous investigations
[21,25-27,31] have determined that the NCM facilitates clients' understanding of their sickness and reduces
the need to visit emergency services for inquiries or problems. The findings suggest that the accessibility

and nature of the patient connection with NCM constitute a positive for the health system.

The only research that contradicts the case management model is that of Stokes et al. [23], who contended
that this treatment approach is ineffective for patients categorized as "at risk" (co-morbid) in primary
healthcare. This research just delineates some enhancements in patient satisfaction. These results may be
contentious, since Davisson and Swanson [31] assert that the patients identified the nurse as the most
crucial component of the program, being the professional most connected to their care and attention.

Nonetheless, the predominance of research indicating the improvement of patient health after the
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introduction of a case management program underscores the significance of NCM as a pivotal role within

health systems.

Numerous research [18,20-23,28], all possessing robust or satisfactory evidence, indicate that nurses
refrained from implementing evidence-based practice owing to the absence of a model that integrates NCM
treatments. This issue has resulted in a significant diversity of interventions noted in several reviews
[20,21,24], which, while producing effective and efficient outcomes, precludes generalization and in-depth

analysis due to the absence of a cohesive theoretical model that uniformly integrates all nursing practices.
6. Constraints

This literature review has limitations, as the NCM activities in different countries have been considered;
thus, although the activities are similar, the socio-cultural context and the academic development and
competence of nurses in each country may affect them. Moreover, the examination of several chronic
conditions has precluded a more thorough comparison of case management intervention strategies focused

on a singular disease.

Conversely, several studies did not specifically address the NCM but rather presented a broad case
management model; while mostly composed of nurses, some of these models also included other
professions, including social workers. Consequently, it is essential to conduct additional studies centered

on the model developed by nurses to elucidate the results achieved while minimizing potential biases.

The current study should assess the duration required for the NCM to have beneficial health impacts on
patients, a facet that has not been examined. Furthermore, they must integrate standardized procedures
and established clinical practice standards together with a unique care model to mitigate the diversity of

treatments identified in the literature research.
7. Conclusions

The treatments implemented by the NCM are comprehensive, addressing the aims and requirements of
each individual while ensuring coordinated and ongoing care. The initiatives undertaken by the NCM
enhance the health of individuals with chronic illnesses and comorbidities, facilitating improved outcomes
in health metrics. Case management is mostly successful and efficient, as shown by the majority of the
research reviewed, leading to a reduction in healthcare expenses and an enhancement in the quality of

treatment.

References

1. Consejo Econdémico y Social. Desarrollo Autonémico, Competitividad y Cohesién Social en el
Sistema Sanitario. Madrid, 2010, 01.
2. Consejo General de Enfermeria. Madrid: Consejo General de Colegios Oficiales de Enfermeria de

Espafia. 2015.

1935

https://reviewofconphil.com



3. Bernal-Delgado, E.; Garcia-Arnesto, S.; Oliva, ]J.; Sanchez Martinez, F; Repullo, J.R; Pefia-
Longobardo, L.M.; Ridao-Lépez, M.; Hernandez-Quevedo, C. Espaia: Informe del Sistema Sanitario. Sistemas
Sanitarios en Transiciéon 2018, 20, 1-179.

4. Sanchez-Martin, C.I. Cronicidad y complejidad: Nuevos roles en Enfermeria. Enfermeras de Practica
Avanzada y paciente crénico. Enferm. Clinic 2013, 24, 79-89.

5. Goémez Sdnchez, M.C. Intervencién de la enfermera gestora de casos durante el ingreso hospitalario
de pacientes con infecciéon VIH. Rev. Esp. Salud. Publica 2011, 3, 237-244.

6. Morales-Asencio, ].M. Gestion de casos y cronicidad compleja: Conceptos, modelos, evidencias e

incertidumbres. Enferm. Clinic 2013, 24, 23-34.

7. Valverde Jiménez, M.R.; Herndndez Corominas, M.A. Modelo de gestién de casos e investigacion.
Enferm. Glob. 2012, 11, 246-250.
8. Yeoh, E.K;; Wong, M.C.S.; Wong, E.L.Y,; Yam, C.; Poon, C.M.; Chung, R.Y;; Chong, M.; Fang, Y.; Wang,

H.H.X,; Liang, M.; et al. Benefits and limitations of implementing Chronic Care Model (CCM) in PHC
programs: A systematic review. Int. ]. Cardiol. 2018, 1, 279-288.

9. Uittenbroek, RJ.; van der Mei, S.F; Reijneveld, S.A. Experiences of case managers in providing
person-centered and integrated care based on the Chronic care model: A qualitative study on embrace. PLoS
ONE 2018, 13,e0207109.

10. Valverde Jiménez, M.R.; Lopez Benavente, Y.; Hernandez Corominas, M.A.; Gémez Ruiz, M.; Blazquez
Pedrero, M.; Echevarria Pérez, P. Enfermera Gestora de Casos del Servicio Murciano de Salud: Un afio de
puesta en marcha del programa. Enferm. Glob. 2014, 13, 57-69.

11. Garcia-Fernandez, F.P,; Arrabal Orpez, M.].; Rodriguez Torres, M.C.; Gila Selas, C.; Carrascosa Garcia,
I.; Laguna Parras, .M. Influencia de las enfermeras gestoras de casos en la calidad de vida de las cuidadoras
de pacientes pluripatolégicos. Gerokomos 2014, 25, 68-71.

12. U.S. National Library of Medicine (NIH). Medical Subject Headings (MeSH). 2019. Available online:
https://meshb.nlm.nih.gov/search (accessed on 20 August 2020).

13. Centro Latinoamericano y del Caribe de Informacién en Ciencias de la Salud (BIREME).
Descriptores en Ciencias de la Salud (DeCS). 2018.

14. Critical Appraisal Skills Programme Espaiiol (CASPe). 2018.

15. Altman, D.G.; Pocock, S.J.; Gatzsche, P.C.; Vandenbroucke, J.P. Declaracién de la iniciativa STROBE
(Strengthening the Reporting of Observational studies in Epidemiology): Directrices para la comunicacién
de estudios observacionales. Revisit. Esp. Salud Publica 2008, 22, 144-150.

16. Scottish Intercollegiate Guidelines Network. Forming guideline recommendations. In SIGN 50: A
Guideline Developer’s Handbook; SIGN: Edinburgh, Scotland, 2008;

17. Lépez Vallejo, M.; Puente Alcaraz, ]. El proceso de institucionalizacién de la enfermera gestora de
casos en Espafia. Andlisis comparativo entre los sistemas autonémicos de salud. Enferm. Clinic 2019, 29,
107-118.

18. Sanchez-Gomez, M.B.; Ramos-Santana, S.; Gémez-Salgado, J.; Sdnchez-Nicolas, F.,; Moreno-Garriga,
C.; Duarte-Climents, G. Benefits of advanced practice nursing for its expansion in the Spanish context. Int. J.

Environ. Res. Public Health 2019, 16, 680.
1936

https://reviewofconphil.com



19. Joo, ].Y,; Huber, D.L. Scoping Review of Nursing Case Management in the United States. Clin. Nurs.
Res. 2017,27,1002-1016.

20. Reilly, S.; Miranda-Castillo, C.; Malouf, R.; Hoe, ].; Toot, S.; Challis, D.; Orrell, M. Case management
approaches to home support for people with dementia. Cochrane Database Syst. Rev. 2015.

21. Joo, ].Y.; Liu, M.F. Case management effectiveness in reducing hospital use: A systematic review. Int.
Nurs. 2016, 64, 296-308.

22. Joo, ].Y,; Huber, D.L. Community-based case management effectiveness in populations that abuse
substances. Int. Nurs. Rev. 2015, 62, 536-545.

23. Stokes, J.; Panagioti, M.; Alam, R.; Checkland, K.; Cheraghi-Sohi, S.; Bower, P. Effectiveness of case
management for “At Risk” patients in PHC: A systematic review and meta-analysis. PLoS ONE 2015, 10,
€0132340.

24. Morales-Asencio, J.M.; Cuevas-Fernandez-Gallego, M.; Morilla-Herrera, ].C.; Martin-Santos, FJ.;
Silvano Arranz, A.; Batres Sicilia, ].P.; Delgado-Romero, A.; Palacios-Gémez, L.; Cejudo Lopez, A.; Kaknani-
Uttumchandani, S. Caracteristicas de la provision del servicio de gestidn de casos en el entorno comunitario
en Andalucia a partir del registro RANGECOM. Enferm. Clin. 2019, 29, 67-73.

25. Tortajada, S.; Giménez-Campos, M.S.; Villar-Lépez, J.; Faubel-Cava, R.; Donat-Castell¢, L.; Valdivieso-
Martinez, B.; Soriano-Melchor, E.; Bahamontes-Mulig, A.; Garcia-Gomez, ].M. Case Management for Patients
with Complex Multimorbidity: Development and Validation of a Coordinated Intervention Between Primary
and Hospital Care. Int. ]. Integr. Care 2017, 17, 4.

26. Castanho, R.; Mantovani, M.D.; Soriano, ]. Nursing Case Management and Glycemic Control Among
Brazilians with Type 2 Diabetes: Pragmatic Clinical Trial. Nurs. Res. 2015, 64, 272-281.

27. Ozpancar, N.; Pakyuz, S.C; Topcu, B. Hypertension management: What is the role of case
management? Rev. Esc. Enferm. USP 2017, 51, e03291.

28. Oh, J.; Oh, S. Nurse Case Managers’ Experiences on Case Management for Long-term Hospitalization
in Korea. Asian Nurs. Res. 2017, 11, 283-289.

29. Scherlowski Leal David, H.M.; Martinez-Riera, ].R.; Herraiz Mallebrera, A.; de Lima da Costa, M.F. A
enfermeira gestora de casos na Espanha: Enfrentando o desafio da cronicidade por meio de uma pratica
integral. Ciénc. Saude Coletiva 2020, 25, 315-324.

30. Burgel, B.].; Devito, B.; Collins-Bride, G.; Sullivan, B.; Retzlaff, A.; Hyde, S. Nursing Case Management
Strategies for Adults with Serious Mental Illness Seeking Dental Services. Issues Ment. Health Nurs. 2018,
39, 311-319.

31. Davisson, E.A.; Swanson, E.A. Patient and Nurse Experiences in a Rural Chronic Disease

Management Program: A qualitative evaluation. Prof. Case Manag. 2018, 23, 10-18.

daa) ya sdallad) jlalial) ‘533 adl Jiaasae ) &'\A&QYN\ BN (o paa Jga

gailal)

1937

https://reviewofconphil.com



5ySihae dpnaa Ao ) Ciladl jinl skl By 5 e ) (o pall (5] Gl ) dan g Aia Sl Gl ) L 8 2yl i) i Y sl AR
IR e cibiaail o2 dgal e AL )saa 1552 (NCMs) GO PR IR wﬂ@uwl Jdsaasale) &,R,;L;}\MM
RUN PN ANINE K]

Allady dalaial) s JSSIDIALNET sSCOPUS SSCIELO 5 PUBMED (e i s 5iSl) <l ae ) 8 daa) el o34 Caadiial: (g skal)
ua\‘);\y\") "'QYM‘ BJ\A;\" L"u'a‘)AA" U_\;\” lallhiaa calad 4:\1;3\ )JQIAAH gs_gd G..a‘).d\ 3‘)‘3“ uﬁ QY\;“ EJ\J;\ GAA‘)AA AN
3_\5\..4:}!\ Al ¢l QL.»\‘)JS\ A,gd;.\j CA\)AH EL] ua;ﬁ c‘)_:! (.\3 LS _"a.'u‘}d\

@l panall don ) saati ALld Ale 5 b 55 YA (e (ouinpal) il S IS 055 ms YD 6l oain pee O ) il iz i)
L;..a‘)aﬂ 3)la) (i g 6[5‘)\#‘ (-,L..ns‘l u\Jh) d..glﬂ} &Qw d);ﬂ\ 3&1.::! Y axa d,gﬁ; L.;! YNl 3l (D aa \Ajjsg G’J\ Al
L@)EJ\.D LA“ Lsdﬁ\.mn ‘L;..a‘),d\ Mﬁ}@\ @Lc‘)l\ L;A.\Muyglm\ﬂ\ G| 3l ‘sm)mc@)ﬁ 444)45\ ua\‘).am
el Ll ol Y1 sl

a3 JYA (g &ia 3 il gal (g (5 e () aiajall Bl gl Al ) oUa 8 Ll 1753 VLAY 8513 oaim an cinl; i)
Oigs._.\:\:\,eb J5 Agle J Basa Cpend g bl Jsaall sale) Jalds A Ballady YIS 3 Hla) oam ea ptln ddgle Il (ol g 3 ) patial
sl sy Bl Aol Al e 391 O sha ta il apiiy VAL 803 o jae il Jlas ain 55 e Al Cilai) S 3

G..a).d\ cﬁtb cd);.‘m sale) &m A.;;.A\ aib)\ (s c:\.m),d\ ua‘)ai}“ EON] 3)\3‘\ R yaal Kﬁal;&dl Cilalsl)

1938

https://reviewofconphil.com



