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Abstract

Objectives:Many older adults with multiple chronic conditions (MCC) frequently experience hospitalizations, functional
limitations, and poor quality of life. Outcomes may be improved by promoting self-regulation, which may individuals
respond to health threats and manage their health conditions. The aim of this study was to describe self-regulatory coping
among older adults with MCC.

Methods: A qualitative descriptive study using semi-structured interviews and content analysis and guided by the
Common-Sense Self-Regulation Model. Seventeen community-dwelling older adults with two or more chronic conditions
participated in our study.

Results: Three themes were developed from the analysis: (1) “I don’t think about it unless something happens": coping in the
absence of a health event, (2) "doing what I am supposed to do”: coping during a health event, and (3) “How do I know if what I
did works?”: appraisal of coping success.

Discussion: Self-regulatory coping was influenced by individual beliefs and experiences (illness representations), context,
self-efficacy and availability of support and resources to cope with MCC. These findings suggest implications for clinical
practice and future self-regulation interventions for older adults with MCC.
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Introduction

Over 80% of individuals 65 years and older in the United
States live with multiple chronic conditions (MCC).1 MCCs
are co-occurring health conditions that last for at least a year
and require continuous medical management.2 Older adults
with MCC frequently experience poor health outcomes
(e.g., hospital readmissions, functional limitations, poor
quality of life) and those who identify as Black or Hispanic
are disproportionately affected by these poor health out-
comes.3-5 Community dwelling older adults with MCC are
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also at greater risk for nursing home placement than their
counterparts without MCC.6 Self-management of MCC is
complicated by polypharmacy, treatment burden, and the
need to coordinate care among multiple providers.7-10

Self-regulation, defined as the process of regulating
behavior and emotions to cope with and adapt to a situation,
is an essential strategy for self-management of MCC.11 One
approach to describing self-regulation is the widely used
Common-Sense Self-RegulationModel (CSM).11 The CSM
describes a set of illness representations and coping pro-
cedures and appraisals that influence an individual’s re-
sponse to and adjustment to an illness. Illness
representations are individual cognitive perceptions of a
health condition, such as the cause or treatment of illness,
and emotional responses to a health condition, such as
anxiety, fear, or sadness. Prior research operationalizes
coping procedures as problem-focused or emotion-focused
coping.11-14 Problem-focused coping is a strategy to at-
tenuate the consequences of a perceived health threat such
as seeking/receiving instrumental support; in contrast,
emotion-focused coping refers to strategies to attenuate
emotional responses, such as cognitive reappraisal, ac-
ceptance, and avoidant coping.12-14 Finally, as individuals
cope with a health threat, they also appraise the effec-
tiveness of coping with illness representations.11

Earlier studies indicate that CSM-informed interventions
targeting illness representation and coping are associated
with positive outcomes such as treatment adherence in
individuals with hypertension and end-stage renal disease,
A1C reduction in diabetic participants, and faster return to
work following a myocardial infarction event.15-17 These
earlier studies describe the success of intervention focused
on treatment of individual diseases. However, a significant
gap in earlier research is the development of CSM-informed
interventions focused on the needs of individuals with
MCC.15-18 Thus, limited data exists to inform capacity-
building interventions designed to improve self-regulation

among of individuals when illness representations and
coping may be severely challenged by multiple symptoms
and compounded emotional burden related to the experi-
ence of illness.19-25 Qualitative research based on the lived
experiences of individuals with MCC is necessary as a first
step toward designing intervention models to improve care.
Therefore, the purpose of this study was to use the CSM as a
guiding model to describe self-regulatory coping among
older adults with MCC.

Methods

Design. Qualitative descriptive design methods are useful
for researchers seeking understanding of attributes of a
phenomenon being studied.26 Ethics approval for this
study was granted by the Institutional Review Board at
the University of Texas Health Science Center, San
Antonio (#HSC20160103H). We used the Consolidated
Criteria for Reporting Qualitative Research (COREQ)
checklist27 to guide reporting of study methods and re-
sults (Appendix).

Sample. We recruited older adults with MCC living in
South Texas and Northern Virginia. Inclusion criteria
were: (1) being 65 years and older, (2) self-reported
diagnosis with at least two chronic illness with at least
one condition of hypertension, hyperlipidemia, coronary
artery disease, diabetes, or arthritis. The chronic condi-
tions were purposively chosen because they are the five
most common chronic conditions in older adults in the
United States.28 Besides, prior CSM-based studies in-
volving older adults with MCC have also utilized this
approach.23,57 Because the study is focused on MCC self-
management of community dwelling older adults, we
excluded individuals who resided in nursing homes.
Participants who met the inclusion criteria were invited to
participate in the study and given information sheet about

Figure 1. Adaptation of the Common-Sense Regulation Model.11
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the study objectives, plan, risks and contact information
about the study P.I. Participants were given adequate time
to ask questions about the study. To recruit participants,
fliers were placed in public areas of seven geriatric clinics
and senior community centers in Texas and Virginia. We
also advertised at minority serving and low-income se-
nior centers and senior apartment buildings. Potential
participants contacted the study team via phone and/or
email. Screening questions included age, residence,
chronic disease diagnosis (including both physical and
mental diagnosis). All participants provided verbal
consent using IRB-approved procedures before enroll-
ment in the study and ongoing consent was sought
throughout their participation in the study.

Data collection. One investigator [AB; trained in qualita-
tive methods] conducted one-on-one interviews with
participants, in private and in the participant’s homes or
private and quiet areas of Senior Apartment buildings/
centers. Participants were asked to self- report their di-
agnosed chronic conditions (physical or mental health
conditions) and recent hospitalizations within a year of
the interview. Previous research indicates that hospital-
izations are especially taxing for older adults, and some
may require up to a year to return to their pre-
hospitalization health baseline, potentially influencing
their coping strategies.29-32 An interview guide was de-
veloped based on the literature on CSM. The topic list of
the interview guide included: illness representation, such
as cause, timeline, consequences, treatment for each
condition; coping strategies for illness representations;
daily managing of MCC and the effectiveness of coping
with MCC [Appendix]. Interviews were conducted in
English and participants were financially compensated
for their time. Our interviews began by first, eliciting
participants’ perspectives about their illness representa-
tion of identify, cause, timeline, consequences, treatment
for each of their conditions (tell-me about your condi-
tions). We asked probing questions such as “how does it
impact your life?” “how do you feel about it” to elicit
emotional responses. After that, we asked how they coped
with each illness representation and their emotions about
MCC. Second, we asked them to describe a day or daily
managing their MCC and/or coping with their MCC. We
further probed the participants on how they prepare for
disease exacerbation, how they have managed disease
exacerbation in the past. We also asked them to describe
circumstances around their disease exacerbation. Third,
we asked the participants to identify other methods
(besides their treatment regimen) that was used to manage
their MCC. We also probed the participant on each
method reported use how useful they were Finally, we
asked participants about what they found useful to
manage the MCC and what not useful. We probed

participants further to describe their experience with each
strategy reported and how they determined that it was
useful or not useful. Participants were also asked to rate
their health as poor, fair, good, or very good. The data
collection period was continued until additional inter-
views yielded no new information pertaining to coping
with MCC.33 Interviews were audio-recorded and pro-
fessionally transcribed.

Data analysis. Interviews were analyzed using content
analysis.34 We used the CSM to guide our content
analysis. The analysis started by reviewing interview
transcripts line by line for sentences or phrases that
represented illness representation, coping and appraisal.
Coding was conducted manually by AB, discussed with
SG and was presented to the research team. When all data
were coded, the principal investigator and research team
used content analysis and data condensation to identify
patterns in illness representation and coping with MCC
across the full set of interview transcripts. Finally, data
were organized for reporting in data tables and a narrative
report on the themes. Individual bias was managed by
audio-recording and verbatim transcription of interviews,
creating an audit trail with records of interactions and
decisions of the principal investigator and the full re-
search team, and member checking of study findings with
three study. Member-checking35 was conducted by re-
viewing the pre-liminary themes with three participants
to ensure that participants’ thoughts, knowledge, and
feelings were congruent and captured in the analysis.
Insights gained from member-checking were also inte-
grated into the data analysis.

Results

All participants who consented to the study completed the
study. A total of 17 participants were interviewed and
interviews lasted an average of 51 minutes. Participant
demographics, clinical and non-clinical characteristics
are described in Tables 1 and 2. Average age of the
participants was 73 years, and average number of chronic
conditions was five. 70% of participants self-identified as
White and 30% were either Black, Hispanic, or Asian.
Moreover, 59% of participants identified as female, 53%
had at least a bachelor’s degree, 47% reported their health
as “fair.”

Qualitative findings

Throughout the interviews, participants detailed how
their coping strategies were shaped by context- specifi-
cally whether they were experiencing a serious health
event or not. Participants described serious health events
as situations requiring attention such as: symptom
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exacerbations, abnormal health values (e.g., blood
pressure, blood sugar values) and perceived deviations in
function or baseline health status. Three themes were
identified: (1) coping in the absence of a health event, (2)

coping during a health event, and (3) appraisal of coping
success. The themes are described in detail below.

Theme 1: “I don’t think about it unless something
happens”: Coping in the absence of a serious health
event.

Overall, all participants recognized that MCC posed a long-
term threat to their health, well-being, and survival. While
the most participants expressed acceptance of their MCC,
some conveyed sadness regarding their MCC. Nevertheless,
every participant believed that their MCCs were control-
lable with their existing treatment regimen. They employed
problem-focused coping strategies to manage their treat-
ment regimen and functional issues and emotion-focused
coping strategies to address their emotions about MCC.

Problem-focused coping

In the absence of a serious health event, participants coped
with their MCC by following their treatment regimen and
incorporating them into their daily lives. For example,
participant #11 describes how he routinizes his daily
treatment regimen:

“You just get a routine going. You take your medications….When
I’m watching TV… I exercise… you do the same thing all the
time, the same way, the same time, same day…

Table 1. Participant clinical and nonclinical characteristics N =
17.

Characteristic Subcategories n (%)*

Age 60–69 3 (24%)
70–79 8 (47%)
80–89 5 (29%)
90–99 1 ( 6%)

Sex Female 10 (59%)
Male 7 (41%)

Ethnicity Asian 2 (12%)
Black 2 (12%)
Hispanic 1 ( 6%)
White 12 (70%)

Educational background ≤ High School education 3 (18%)
Vocational education 1 (6%)
≥ Bachelor’s degree 9 (53%)
Not disclosed 4 (24%)

Living arrangements Live alone 11 (65%)
Live with others 6 (35%)

Self-rated health Fair 8 (47%)
Poor 5 (29%)
Not disclosed 4 (24%)

*Rounded up to the nearest percentage point.

Table 2. Participants’ profile.

Participant
# Age Sex

Living
Arrangements

Self-rated health
status Self-reported MCC

1 70-79 F Lives alone Fair Insulin dependent diabetes, coronary artery disease, hypertension, anxiety,
hypothyroidism, arthritis, legally blind

2 80–89 F Lives alone Fair Insulin dependent diabetes, hypertension, cataract, chronic kidney disease
3 60–69 F Live with others Not reported Hyperthyroidism, irregular heartbeat, insulin dependent diabetes, hypertension
4 60–69 M Lives alone Poor Insulin dependent diabetes, arthritis, hypertension, stroke.
5 90–99 F Lives alone Fair Arthritis, hypertension, stomach cancer, hyperlipidemia, heart rhythm disorders,

dementia
6 70-79 M Lives alone Fair Insulin dependent diabetes, cataracts, arthritis, hyperlipidemia, hypertension, stroke.
7 70–79 F Lives alone Poor Arthritis, asthma, osteoporosis, hypertension, hyperlipidemia, depression
8 70-–9 F Live with others Not reported Arthritis, auto-immune disease, thyroid problems, hypertension
9 80-89 F Lives alone Poor Insulin dependent diabetes, hypothyroidism, coronary artery disease, hyperlipidemia,

stroke, hypertension.
10 80-89 F Lives alone Poor Diabetes hypertension, hyperlipidemia, cataracts, anxiety
11 70-79 M Lives alone Fair Asthma, coronary artery disease, hyperlipidemia, arthritis, prostate hypertrophy,

congestive heart failure, macular degeneration, gastro-esophageal reflux disease,
hypertension

12 70-79 M Live with others Not reported Crohn’s disease, coronary artery disease, hypertension, hernia
13 70-79 M Live with others Fair Insulin dependent diabetes, hypertension, hyperlipidemia, heart failure
14 60-69 M Live with others Fair Insulin dependent diabetes, hyperlipidemia, chronic kidney disease
15 80-89 F Lives alone Poor Insulin dependent diabetes, hyperlipidemia, spinal stenosis
16 70-79 M Lives with others Not reported Atrial fibrillation, obstructive sleep apnea, insulin-dependent diabetes, hypertension
17 80-89 F Lives alone Poor Asthma, chronic obstructive pulmonary disease, depression, hyperlipidemia, anemia,

hypertension, heart disease gastro-esophageal reflux disease, hiatal hernia
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Other participants sought support from others to manage
and follow their treatment regimen. For example, partici-
pant #5 who is describes how her children help her with
managing her medications and how she integrated exercise
as a shared activity with her friend.

They [children help mewith fill] my pillbox… so, whatever’s in
that little box [pillbox] is what I take….. I try to walk, and my
friend likes to walk, too, so we walk [together].”

Due to their confidence in managing their MCC, belief in
the treatment’s effectiveness, and commitment to their
regimen, the participants chose not to ’think’ about MCC
because they believed they were doing all they could to
manage their MCCs. For example, Participant #2 states:

“I don’t think about it, unless something happens…I take care
of myself…I take my medicine. I try to sleep I try to eat
correctly. Exercise and walking and doing things…

On further probing, on why she chose “not to think
about” her MCC, she states:

“I guess [my] self-confidence comes with experience [man-
aging MCC]...I’ve had it for so long,”

Emotion-focused coping

Overall, most study participants reported acceptance of their
MCC. They believedMCCs were a normal part of aging and
reported accepting MCC as part of living and aging. For
example, Participant #5 credited experience of MCC to
normal aging.

“I mean, I’m 90 years old. I’ve gotta have something to show
for those lives that I’ve lived. Something’s gotta be wrong
somewhere. Hearts gotta be wearing out somehow. And I re-
alize that I’m not as young as I used to be…. I’ve accepted it…I
don’t think about it’s part of life.”

However, some participants experienced negative
emotions about their MCC. While they believed that their
treatment regimen was effective in controlling their physical
symptoms (and followed their treatment regimen), they
expressed sadness and dissatisfaction with their health
status and/or loss of independence. For example, Participant
#10 explained that she chose not to “think” about MCC
because those thoughts made her experience feelings of loss
and chooses to “block it out of her mind.”

“And that’s another thing that bothers me, I’m not inde-
pendent like I used to be…I try to block out of my mind my
conditions. I just try not to think that they’re there. I want to
be normal.”

One participant coped with their emotions about func-
tional impairments by swapping activities that they previ-
ously enjoyed (and could no longer perform) for equally
satisfying activities. For example, one Participant
#15 reported:

“you have to switch what you’re doing... I used to love run-
ning…I [can’t] run anymore…[but]…I quilt.. for my family
now and I love it”

While another preferred to distract themselves by doing
things that brought them joy. For example, Participant
#7 expressed the desire to be busy, doing things that she
likes to do, instead of focusing on her MCC.

“Because I wanna do others – if I thought about them then I
wouldn’t think about doing good things, you know? I’m busy
with the Senior Center. I’m busy...I’m helping on a campaign
for a town district congressperson...I keep busy. I try not to
think about myself. I try to think about other things…. The
more you dwell on stuff, the worse you’re gonna feel.”

Theme 2: “Doing what I am supposed to do”: Coping
during a serious health event.

Overall, most participants perceived health events such as new
symptoms, symptom exacerbations, abnormal health values
abnormal health values (e.g., blood pressure, blood sugar values)
as serious health events requiring attention. Problem-
focused coping were prioritized during these serious
health events.

Problem-focused coping. Participants coped during serious
health events by following guidance of their health care
team; Participant #1 stated, by “doing what I’m supposed to
do.” This entailed following a specified action plan and/or
seeking support from others. Action plans were specific to
the nature of the health events. Participant #1 attributed her
symptoms of weakness, dizziness, and nausea to acciden-
tally skipping a dose of medication. She reported her prior
knowledge and understanding of symptoms that informed
her action plan to manage symptoms.

“If I forget to take my blood pressure medicine…And that’s
when you’re going to get a headache…. Yeah, I can feel it when
I get real hot, and your face gets real red. It feels like a hot flash.
And then, when I do get, if I go lay down in the dark someplace
and just kind of relax for a few minutes, sometimes, it will go
away. But I take my pills, and sometimes, if I forget to take it on
time – oh, that’s telling me to take a pill.”

Participant #1 also described an action plan, developed
with her health providers, for emergency situations.
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You start getting anxiety and palpitations, and then, you start
getting these little pains (chest pain). But I have that Nitrostat.
So, if I take one of those, and then, wait five minutes and take
another one, and if it doesn’t go away, then, I go to the
Emergency Room or call the doctor if it’s office hours. And
they’ll either tell you to wait or not go.

Participants reported that carrying out action plans
during health events was contingent on the being able to
identify the nature of health events. However, some health
events were undetectable by the person with MCC. For
example, Participant #10 expressed confidence in identi-
fying symptomatic health events, but she was shocked when
she learned risks that were not apparent to her.

“One time, I went to my primary doctor, and when I walked out of
his office, I wasn’t sure I was going to live long enough to get
home. Because he found my cholesterol was up, my glycerides
were up, my heart was beating too fast, sugar was up, blah, blah,
blah, blah, blah, blah. And I thought, dear God, what in the world’s
wrong with me....I didn’t know. I felt okay. I felt fine.”

In contrast, two participants chose not to seek help for
health events. Both participants withheld information about
abnormal health events from healthcare providers. They
participants believed that took too many medications and
attributed their symptoms to aging. Participant #7, who was
taking 5 medications daily, reported withholding informa-
tion about arthritis pain because she feared reporting the
pain would result in an increase in medications.

“I don’t really go to a doctor for…. arthritis in my hands or
knees because I don’t wanna take any more medicine than I do.
I was taking six. I’m down to five. And that’s a lot of medicines
to take a day.”

In addition to preparing medical action plans, some par-
ticipants also described action plans for their health and plans
to support their family and friends around them during times of
health events. They had action plans for situations when a
health event could be highly consequential to their social role
and burden or potentially harm loved ones or those in their
care. For example, Participant #9 described an action plan for
exacerbation of her depression symptoms which could di-
minish her ability to care for her grandchildren.

“I just don’t want to talk to anybody or do anything [when she
experiences exacerbation of her depressive symptoms]. I just
want to be by myself. And I get those days. I don’t know how
I’m gonna deal with it with babysitting right now because I
can’t take those days. My daughter...got a backup babysitter.”

Similarly, two participants reported financial action plans
for health events. Both were women who lived alone and

had post-graduate education. For example, Participant
#5 made financial plans to protect her family.

“And then I have long-term care [insurance], too. I took that
insurance out when I was very young. Take it out. Okay, well, if
I get pneumonia – well, if I get something that I’m not going to
survive, and I’m gonna be in a hospital for a long time – in and
out, in and out, in and out – it would take care of that.”

In addition to planning for serious events, participants
also described how they coped after serious hospitalization.
Four participants reported being hospitalized within a year
of the interview and relied on instrumental support from
their family, friends, home-based clinicians (health nurse
and/or rehabilitation therapist) after hospital discharge. Of
the four participants, two (Participants 9 and 17) experi-
enced a hospitalization within a month of their interview.
Although medically stable, both participants were actively
experiencing symptoms and relied on their family and/or
home-based clinicians. For example, after a recent stroke
experience, Participant #9 discussed feeling overwhelmed
with her treatment regimen and how her daughters helped
provided support to her. She states:

“ Just right now, it’s a little bit overwhelming...I have two
daughters who are nurses….they take care of me..[they take
me]..to my appointments…and I have a [rehabilitation] ther-
apist that comes, [to the house].”

Emotion-focused coping. Emotion-focused coping were fre-
quently reported in the aftermath of a serious health event;
particularly among those who were experiencing difficulty
adjusting to new symptoms and treatment regimen. Partici-
pants coped with their feelings of sadness” by seeking
emotional support from others and expressing gratitude. For
example, one participant who lived alone and experienced a
recent hospitalization described how daily phone calls with her
friend helps her with feelings of sadness. Participant #9 states:

“my friend calls me every night….[it] has been helping me a lot.”

Another participant #17, who was hospitalized expressed
gratitude that they were still alive after their hospitalization.
The participant stated:

“I was in the hospital four days..it was really bad”..I’m happy
that I’m still [alive]”

Theme 3: “How do I know if what I did works?”:
Appraisal of coping success.

Participants evaluated the effectiveness of coping by
monitoring for improvement in symptoms and health lab
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values. For example, Participant #4 described how he ap-
praised the effectiveness of his coping approach during a
health event.

“How do I know if what I did works? I mean, I’m not dizzy; I’m
not falling like I had done, my sugar is good, so something’s
working.”

Similarly, Participant #5 expressed the belief that her
regimen was effective when the doctor says, “I’ll see you in
six months.” This was particularly important to some
participants who had frequent healthcare provider visits for
serious illness. For example, participant stated:

“When they say, ‘Come back in six months,’ what does that
mean? It means you’re okay. Just keep doing what you’re
doing.” Well, there for a while, I was going back every two
weeks when I was dealing with the cancer and trying to get that
under control and everything.

To this participant, her physician’s comment meant that
her lab work was normal, to continue her regimen without
any changes.

Alternatively, some participants did not focus on lab
results and numbers because they were confident about
self-management practices. To these participants, their
health goal was not just getting their “numbers” lower.
Rather, their overall goal was to “get better,” have fewer
or no medications, and being able to engage in mean-
ingful activities (without disruptions from MCC). For
these participants, their approach to coping with MCC
was beyond the numbers. For example, Participant
#2 explained her health goal was not only beyond
getting her lab work normalized. As she coped with
illness, she wanted to be off the medications she was
taking:

“No. I don’t worry about the numbers because I know I’m
eating as correctly as I can. I’m getting certainly enough fluids,
I’m walking around, I’m interacting with things, trying to stay
interested in life. All of those are aids to getting better. Now, it’s
not my goal to stay on medicines and to stay in a situation
where I’mgetting worse. It’s my goal to get better…I want to be
able to play with my grandkids.”

One participant reported “feeling better” and having “a
good feeling” as an indicator that their coping strategy was
effective. Participant #1 states:

“you just have a good feeling about yourself….Have you ever
been out in the cold and you’re so cold, you, brrr….And then
somebody walks up to the fire and puts a nice warm blanket
around you, like, ahh. You know that feeling? You just have a
good feeling about yourself; it’s a comfort.”

Overall, participants believed that their coping strategies
were effective if it yielded outcomes that aligned with their
personal health goals. For many, these goals were to take
fewer medications, feel better psychologically and to par-
ticipate in meaningful activities.

Discussion

Overall, participants employed problem and emotion-
focused strategies to cope with their MCC. In the ab-
sence of a serious event, they implemented their treatment
regimen with support from others (problem-focused coping)
and coped with their emotions about MCC by re-appraising
their MCC as a part of aging, and distraction (emotion-
focused coping). In the presence of a serious health events,
the participants prioritized problem-focused coping (im-
plemented pre-established self-management action plans
and/or sought instrumental support from others). Overall,
they appraised the effectiveness of their coping by seeking
insights from healthcare providers and monitoring for im-
provements in symptoms, polypharmacy, social role
function, and wellbeing. Findings from our study suggest:
participant’s selection of coping strategy was not only
guided by their beliefs and emotions about MCC (illness
representation) and, health goals but may also be influenced
by the context (presence or absence of a serious event),
confidence in their ability to manage their MCC (self-effi-
cacy) and the availability of support and resources to
manage their MCC.

In the absence of a health event, the phrase “I don’t think
about it” was commonly mentioned by participants. The
participants chose “not to think” about their MCC because
they followed their treatment regimen (problem-focused
coping) and/or to avoid feelings of sadness about their
MCC on their (emotion-focused coping). Our findings are
consistent with literature on coping in individuals with
chronic illness such as diabetes and HIV.36-38 For example,
in a 2021 qualitative study36 examining coping and diabetes
distress among women in Latin America, “not thinking
about” diabetes was reported as both a problem focused and
emotion-focused coping strategy. Adding to prior research,
our findings highlight this coping strategy in the context of
self-regulation and MCC self-management.

In our study, we found that participant’s confidence in the
effectiveness of their treatment regimen as well as the
confidence in their ability to implement their treatment
regimen (self-efficacy) were driving factors in their decision
to adhere to their treatment regimen and “not think” about
their MCC; suggesting that a relationship between per-
ceptions of controllability, self-efficacy and problem-
focused coping may exist among older adults with MCC.
This finding aligns with prior CSM-based studies. For
example, meta-analysis of CSM-based studies have pro-
posed a positive relationship between perceptions of

Bankole et al. 7



controllability and problem-focused coping.12,39 Findings
from a prior CSM-based study texamining illness repre-
sentation among older adults with MCC suggest that in-
dividual factors such as self-efficacy may also influence
illness representations (and potentially coping) among in-
dividuals with MCC.40,41 Moreover, previous studies also
indicates that health literacy plays an important role in
shaping both illness representation and developing self-
efficacy to cope with chronic illness.42 Future quantita-
tive studies are needed to clarify the relationships between
illness perception, self-efficacy, health literacy and coping
strategies among older adults with MCC.

In our study, we also found that, many participants relied
on support and resources from family/friends and/or their
healthcare team. Prior research suggest older adults with
complex illness such as MCC often require supported by
from caregivers which may influence coping, especially
during serious health events (e.g hospitalization).43-45 Prior
studies also indicate patients and caregivers report differing
perceptions of their illness which may influence how they
cope and respond to health events. For example, a study
examined illness perceptions among individuals living with
mild cognitive impairment and their family members
(n=60 dyads).46 In their study, individuals living with mild
cognitive impairment perceived their illness to be less se-
rious than their family members. Future CSM-based in-
terventions involving older adults, researchers may consider
dyadic interventions targeting illness representation and
coping among older adults with MCC and their caregivers.
Moreover, researchers developing CSM-based interven-
tions may also consider addressing social determinants of
health factors that impact successful self-regulatory coping
and ensuring that the patients and caregivers have the
necessary tools and resources to promote successful MCC
self-management.

Despite their coping efforts, most of participants re-
ported their “fair” or “poor.” While we did not utilize the
validated Medical Outcomes Study SF-36 scale,47 our
findings provides some insights within the scope of this
qualitative study. In our study, participants had an average
of five chronic conditions. Previous research indicates that
older adults with multiple chronic conditions are likely to
report suboptimal health status.48-51 For instance, a study
using data c from the 2008 and 2010 United States Health
and Retirement Study (n=13,232), suggest that older adults
with three or more conditions were 23 times more likely to
report fair or poor self-rated health than those no chronic
condition.51 However, self-rated health is a multi-
dimensional construct influenced by various factors be-
yond the individual level.52-54 Further research, utilizing
quantitative methods and validated measures of self-rated
health, is necessary to understand the relationship between
coping strategies and self-rated health among older adults
with MCC.

Implication for clinical practice

In our study, the participants expressed confidence in
identifying symptomatic events and events that they had
experienced beforehand; however, they expressed less
confidence identifying health events when they were
asymptomatic. Earlier studies suggest that individuals with
MCC also have trouble attributing symptoms to specific
health conditions.9,10 Our findings suggest that identifying
the nature of a health event was essential to coping. Cli-
nicians must renew efforts to equip older adults with MCC
and their families with (1) individualized decision-making
strategies to identify health events and (2) individualized
action plans to manage potentially serious health events.

In addition, two participants withheld arthritis-pain
symptoms from their healthcare providers to prevent an
increase in their medication count and ascribed their arthritis
symptoms to normal wear and tear of aging. This finding
aligns with current literature on arthritis and chronic disease
self-management and indicates an important challenge for
individuals with MCC;10,53 It may be essential to discuss
treatment preferences with patients (such as concerns about
polypharmacy), so they feel safe to disclose information
pertinent to their care.54 Research initiatives are needed to
explore patients’ priorities and how they decide what to
disclose to their healthcare providers. For example, de-
prescribing practices have emerged as a valuable re-
source to reduce medication count and adverse side-effects
and align healthcare with the older adults’ health goals and
values.55,56

Strengths and limitation

While this study has its strengths, there are some limitations
to consider. In this qualitative study, we conveniently
sampled participants from only two regions within the
United States. S. While, the participants came from different
backgrounds, over half were college educated and/or had
advanced degrees. We are also not able to gather a full
picture of their socio-economic status as many of the study
participants chose not to report their income. This may have
influenced findings of understanding of MCC and access of
participants to self-management resources. Moreover, we
did not assess participants’ cognitive status and health lit-
eracy which may contribute to their experiences managing
MCC.

Conclusion

Self-regulatory coping was influenced by individual beliefs
and experiences (illness representation), context, self-
efficacy and availability of support and resources to cope
with MCC. Additional studies are to further characterize
self-regulatory coping and develop capacity-building
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interventions to improve self-regulation and health
outcomes among older adults with MCC.

Acknowledgements

Wewould like to thank Dr. Mark Toles and Dr. Jennifer Leeman for
reviewing and providing feedback on this manuscript.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with re-
spect to the research, authorship, and/or publication of this article.

Funding

The funding for this work was supported by the Sigma Theta Tau
International. Portions of Ayomide Okanlawon Bankole’s con-
tribution to this work were supported by National Institute of
Health/National Institute for Nursing Research Postdoctoral
Training funding (T32NR007091-28).

ORCID iDs

Ayomide Okanlawon Bankole  https://orcid.org/0000-0003-
0154-6083
Dorothy Ewurabena Addo-Mensah  https://orcid.org/0000-
0002-2867-618X

References

1. Boersma P, Black LI and Ward BW. Prevalence of Multiple
Chronic Conditions Among US Adults, 2018. Prev Chronic
Dis 2020;17: 200130. DOI:10.5888/pcd17.200130

2. U.S. Department of Health and Human Services. (2010,
December). Multiple chronic conditions—A strategic
framework: Optimum health and quality of life for individuals
with multiple chronic conditions. Washington, DC.

3. Chamberlain AM, Rutten LJF, Jacobson DJ, et al. Multi-
morbidity, functional limitations, and outcomes: Interactions
in a population-based cohort of older adults. Journal of
Comorbidity. January 2019. doi:10.1177/2235042X19873486

4. Sheridan P.E., Mair C.A. and Quiñones A.R. Associations
between prevalent multimorbidity combinations and pro-
spective disability and self-rated health among older adults in
Europe. BMC Geriatr 19, 198 (2019). doi:10.1186/s12877-
019-1214-z

5. Quiñones AR, Newsom JT, Elman MR, et al. Racial and Ethnic
Differences in Multimorbidity Changes Over Time. Med Care.
2021;59(5):402-409. doi:10.1097/MLR.0000000000001527

6. Yang N, Ornstein KA and Reckrey JM. Association Between
Symptom Burden and Time to Hospitalization, Nursing
Home Placement, and Death Among the Chronically Ill
Urban Homebound. J Pain Symptom Manage. 2016;52(1):
73-80. doi:10.1016/j.jpainsymman.2016.01.006

7. Ploeg J, Matthew-Maich N, Fraser K, et al. Managing
multiple chronic conditions in the community: a Canadian
qualitative study of the experiences of older adults, family

caregivers and healthcare providers. BMC Geriatr. 2017; 17:
40. DOI:10.1186/s12877-017-0431-6

8. Adeniji C, Kenning C, Coventry P.A. et al. What are the
core predictors of ‘hassles’ among patients with multi-
morbidity in primary care? A cross sectional study. BMC
Health Serv Res 2015; 15: 255. DOI:10.1186/s12913-015-
0927-8

9. Bratzke LC, Muehrer RJ, Kehl KA, et al. Self-management
priority setting and decision-making in adults with mul-
timorbidity: a narrative review of literature. Int J Nurs
Stud. 2015; 52(3): 744-755. DOI:10.1016/j.ijnurstu.2014.
10.010

10. Dickson VV, Buck H and Riegel B. A qualitative meta-
analysis of heart failure self-care practices among individ-
uals with multiple comorbid conditions. J Card Fail. 2011;
17(5):413-419. doi:10.1016/j.cardfail.2010.11.011

11. Leventhal H, Meyer D and Nerenz D. The common-sense
representation of illness danger. In Rachman S. (eds.),
Medical psychology. New York: Pergamon Press, 1980,
pp. 7-30.

12. Hagger MS, Koch S, Chatzisarntis NLD, et al. The
common-sense model of self-regulation: Meta-analysis
and test of a process model. Psychol Bull. 2017;
143(11): 1117-1154.

13. Carver CS, Scheier MF and Weintraub JK. Assessing coping
strategies: A theoretically based approach. J Pers Soc. 1989;
56, 267-283.

14. Folkman S and Lazarus RS. Manual for the Ways of Coping
Questionnaire. Palo Alto: Consulting Psychologist Press,
1988.

15. Broadbent E, Ellis C, Thomas J, et al. Further development of
an illness perception intervention for myocardial infarction
patients: A randomized controlled trial. J Psychosom Res.
2009; 67: 17-23.

16. Keogh KM, Smith SM, White P, et al. Psychological family
intervention for poorly controlled type 2 diabetes. Am
J Manag Care. 2011; 17(2):105-113.

17. Jones CJ, Smith HE and Llewellyn CD. A systematic review
of the effectiveness of interventions using the Common Sense
Self-Regulatory Model to improve adherence behaviours.
J Health Psychol. 2016; 21(11): 2709-2724. DOI:10.1177/
1359105315583372

18. McAndrew LM, Musumeci STJ, Mora PA, et al. Using the
common sense model to design interventions for the pre-
vention and management of chronic illness threats: From
description to process. Br. J. Health Psychol 2008;13(2):
195-204. DOI:10.1348/135910708X295604

19. Heid AR, Pruchno R and Wilson-Genderson M. Illness
Representations of Multiple Chronic Conditions and Self-
Management Behaviors in Older Adults: A Pilot Study. Int
J Aging Hum Dev. 2018; 87(1):90-106. DOI:10.1177/
0091415018771327

20. Schüz B, Wolff JK, Warner LM, Ziegelmann JP and Wurm S.
Multiple illness perceptions in older adults: effects on

Bankole et al. 9

https://orcid.org/0000-0003-0154-6083
https://orcid.org/0000-0003-0154-6083
https://orcid.org/0000-0003-0154-6083
https://orcid.org/0000-0002-2867-618X
https://orcid.org/0000-0002-2867-618X
https://orcid.org/0000-0002-2867-618X
https://doi.org/10.5888/pcd17.200130
https://doi.org/10.1177/2235042X19873486
https://doi.org/10.1186/s12877-019-1214-z
https://doi.org/10.1186/s12877-019-1214-z
https://doi.org/10.1097/MLR.0000000000001527
https://doi.org/10.1016/j.jpainsymman.2016.01.006
https://doi.org/10.1186/s12877-017-0431-6
https://doi.org/10.1186/s12913-015-0927-8
https://doi.org/10.1186/s12913-015-0927-8
https://doi.org/10.1016/j.ijnurstu.2014.10.010
https://doi.org/10.1016/j.ijnurstu.2014.10.010
https://doi.org/10.1016/j.cardfail.2010.11.011
https://doi.org/10.1177/1359105315583372
https://doi.org/10.1177/1359105315583372
https://doi.org/10.1348/135910708X295604
https://doi.org/10.1177/0091415018771327
https://doi.org/10.1177/0091415018771327


physical functioning and medication adherence. Psychol
Health. 2014;29(4):442-457. DOI:10.1080/08870446.2013.
863884

21. Cheng C, Yang CY, Kerry I, et al. Illness Perceptions, Coping
Strategies, and Quality of Life in People with Multiple
Chronic Conditions. J. Nurs. Scholarsh 2020; 52(2):145-154.
DOI:10.1348/135910708X295604

22. Kenning C, Coventry PA, Gibbons C, et al. Does patient
experience of multimorbidity predict self-management and
health outcomes in a prospective study in primary care? Fam
Pract. 2015;32(3):311-316. DOI:10.1093/fampra/cmv002

23. Bower P, Harkness E, Macdonald W, et al. Illness repre-
sentations in patients with multimorbid long-term conditions:
qualitative study. Psychol Health. 2012; 27(10):1211-1226.
doi:10.1080/08870446.2012.662973

24. Mc Sharry J, Bishop FL, Moss-Morris R, et al. ‘The
chicken and egg thing’: cognitive representations and
self-management of multimorbidity in people with diabetes
and depression. Psychol Health. 2013;28(1):103-119. DOI:
10.1080/08870446.2012.716438

25. Jowsey T, Jeon YH, Dugdale P, et al. Challenges for co-
morbid chronic illness care and policy in Australia: a qual-
itative study. Aust New Zealand Health Policy. 2009; 6:22.
DOI:10.1186/1743-8462-6-22

26. Tong A, Sainsbury P and Craig J. Consolidated criteria for
reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health Care. 2007
Dec;19(6):349-357. doi: 10.1093/intqhc/mzm042. Epub
2007 Sep 14. PMID: 17872937.

27. Sandelowski M. Whatever happened to qualitative descrip-
tion? Res Nurs Health. 2000; 23(4):334-340. DOI:10.1002/
1098-240x.

28. Center for Medicare and Medicaid Services. Chronic con-
ditions among Medicare beneficiaries. Accessed February 1,
2022. https://www.cms.gov/Research-Statistics-Data-and-
Systems/Statistics-Trends-and-Reports/Chronic-Conditions/
Chartbook_Charts

29. Helvik AS, Selbæk G and Engedal K. Functional decline
in older adults one year after hospitalization. Arch
Gerontol Geriatr. 2013 Nov-Dec;57(3):305-310. doi: 10.
1016/j.archger.2013.05.008. Epub 2013 Jun 24. PMID:
23806790.

30. Boyd CM, Landefeld CS, Counsell SR, Palmer RM,
Fortinsky RH, Kresevic D, Burant C and Covinsky KE.
Recovery of activities of daily living in older adults after
hospitalization for acute medical illness. J Am Geriatr Soc.
2008Dec;56(12):2171-2179. doi: 10.1111/j.1532-5415.2008.
02023.x. PMID: 19093915; PMCID: PMC2717728.

31. Fitzgerald Miller J, Piacentine LB and Weiss M. Coping
difficulties after hospitalization. Clin Nurs Res. 2008Nov;
17(4):278-296. doi: 10.1177/1054773808325226. PMID:
18927261.

32. Strutz N, Brodowski H, Mümken SA, Müller-Werdan U
and Kiselev J. Fall Risk and Coping of Older Adults

After Hospitalization: A Mixed Methods Study. Gerontol
Geriatr Med. 2023 Feb 1;9:23337214231152700. doi: 10.
1177/23337214231152700. PMID: 36755745; PMCID:
PMC9900158.

33. Sandelowski M. Sample size in qualitative research. Res Nurs
Health. 1995 Apr;18(2):179-183. doi: 10.1002/nur.
4770180211. PMID: 7899572.

34. Hsieh H-F and Shannon SE. Three Approaches to Qualitative
Content Analysis. Qual. Health Res 2005;15(9):1277-1288.
doi:10.1177/1049732305276687

35. Birt L, Scott S, Cavers D, Campbell C and Walter F. Member
Checking: A Tool to Enhance Trustworthiness or Merely a
Nod to Validation? Qual Health Res. 2016Nov;26(13):
1802-1811. doi: 10.1177/1049732316654870. Epub 2016 Jul
10. PMID: 27340178.

36. Sadeghzadeh C, Wallace DD, Gonzalez Rodriguez H and
Barrington C. Coping with diabetes stress among adults in
rural Dominican Republic: “I don’t think about it.”
Chronic Illness. 2021;17(4):391-403. DOI:10.1177/
1742395319882069

37. Barrington C, Kerrigan D, Ureña FIC and Brudney K. La vida
normal: living with HIV in Santo Domingo, Dominican
Republic. Cult Health Sex. 2018;20(1):40-54. doi:10.1080/
13691058.2017.1323350

38. Pistulka GM, Winch PJ, Park H, Han HR and Kim MT.
Maintaining an outward image: a Korean immigrant’s life
with type 2 diabetes mellitus and hypertension. Qual Health
Res. 2012;22(6):825-834. doi:10.1177/1049732312438778

39. Hagger MS and Orbell S (2003) Ameta-analytic review of the
common-sense model of illness representations. Psychology
& Health 18: 141–184.

40. Schüz B, Wurm S, Warner LM and Ziegelmann JP. Self-
efficacy and multiple illness representations in older adults: a
multilevel approach. Psychol Health. 2012;27(1):13-29. doi:
10.1080/08870446.2010.541908

41. Kale MS, Federman AD, Krauskopf K, Wolf M, O’Conor R,
Martynenko M, Leventhal H and Wisnivesky JP. The As-
sociation of Health Literacy with Illness and Medication
Beliefs among Patients with Chronic Obstructive Pulmonary
Disease. PLoS One. 2015 Apr 27;10(4):e0123937. Doi: 10.
1371/journal.pone.0123937. PMID: 25915420; PMCID:
PMC4411058.

42. Striberger R, Zarrouk M, Kumlien C and Axelsson M. Illness
perception, health literacy, self-efficacy, adherence and
quality of life in patients with intermittent claudication - a
longitudinal cohort study. BMC Nurs. 2023 May 17;22(1):
167. doi: 10.1186/s12912-023-01329-2. PMID: 37198627;
PMCID: PMC10190012.

43. Reinhard S and Heather M. Young, Carol Levine, Kathleen
Kelly, Rita Choula, and Jean Accius. Home Alone Re-
visited. Washington, DC: AARP Public Policy Institute,
April 2019

44. Vick JB andWolff JL. A scoping review of person and family
engagement in the context of multiple chronic conditions.

10 Journal of Multimorbidity and Comorbidity

https://doi.org/10.1080/08870446.2013.863884
https://doi.org/10.1080/08870446.2013.863884
https://doi.org/10.1348/135910708X295604
https://doi.org/10.1093/fampra/cmv002
https://doi.org/10.1080/08870446.2012.662973
https://doi.org/10.1080/08870446.2012.716438
https://doi.org/10.1186/1743-8462-6-22
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1002/1098-240x
https://doi.org/10.1002/1098-240x
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/Chartbook_Charts
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/Chartbook_Charts
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/Chartbook_Charts
https://doi.org/10.1016/j.archger.2013.05.008
https://doi.org/10.1016/j.archger.2013.05.008
https://doi.org/10.1111/j.1532-5415.2008.02023.x
https://doi.org/10.1111/j.1532-5415.2008.02023.x
https://doi.org/10.1177/1054773808325226
https://doi.org/10.1177/23337214231152700
https://doi.org/10.1177/23337214231152700
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1177/1049732316654870
https://doi.org/10.1177/1742395319882069
https://doi.org/10.1177/1742395319882069
https://doi.org/10.1080/13691058.2017.1323350
https://doi.org/10.1080/13691058.2017.1323350
https://doi.org/10.1177/1049732312438778
https://doi.org/10.1080/08870446.2010.541908
https://doi.org/10.1371/journal.pone.0123937
https://doi.org/10.1371/journal.pone.0123937
https://doi.org/10.1186/s12912-023-01329-2


Health Serv Res. 2021 Oct;56 Suppl 1(Suppl 1):990-1005.
doi: 10.1111/1475-6773.13857. Epub 2021 Oct 4. PMID:
34363217; PMCID: PMC8515220.

45. Coatsworth-Puspoky R, Dahlke S, Duggleby W and Hunter
KF. Safeguarding survival: Older persons with multiple
chronic conditions’ unplanned readmission experiences: A
mixed methods systematic review. J Clin Nurs. 2023 Sep;
32(17-18):5793-5815. doi: 10.1111/jocn.16705. Epub
2023 Apr 24. PMID: 37095609.

46. Lingler JH, Terhorst L, Schulz R, Gentry A and Lopez O.
Dyadic Analysis of Illness Perceptions Among Persons with
Mild Cognitive Impairment and Their Family Members.
Gerontologist. 2016;56(5):886-895. doi:10.1093/geront/
gnv029

47. Ware J Jr, Kosinski M and Keller SD. A 12-Item Short-
Form Health Survey: construction of scales and pre-
liminary tests of reliability and validity. Med Care. 1996
Mar;34(3):220-333. doi: 10.1097/00005650-199603000-
00003. PMID: 8628042.

48. McDaid O, Hanly MJ, Richardson K, Kee F, Kenny RA and
Savva GM. The effect of multiple chronic conditions on
self-rated health, disability and quality of life among the
older populations of Northern Ireland and the Republic of
Ireland: a comparison of two nationally representative cross-
sectional surveys. BMJ Open. 2013 Jun 21;3(6):e002571.
doi: 10.1136/bmjopen-2013-002571. PMID: 23794595;
PMCID: PMC3693418.

49. Yang H., Deng Q., Geng Q. et al. Association of self-rated
health with chronic disease, mental health symptom and
social relationship in older people. Sci Rep 11, 14653 (2021).
doi: 10.1038/s41598-021-94318-x

50. Mavaddat N, Valderas JM, van der Linde R, Khaw KT and
Kinmonth AL. Association of self-rated health with mul-
timorbidity, chronic disease and psychosocial factors in a
large middle-aged and older cohort from general practice: a
cross-sectional study. BMC Fam Pract. 2014 Nov 25;15:185.

doi: 10.1186/s12875-014-0185-6. PMID: 25421440; PMCID:
PMC4245775.

51. Koroukian SM, Warner DF, Owusu C and Given CW.
Multimorbidity redefined: prospective health outcomes and
the cumulative effect of co-occurring conditions. Prev
Chronic Dis. 2015Apr 23;12:E55. doi: 10.5888/pcd12.
140478. PMID: 25906436; PMCID: PMC4415428.

52. Santos SM, Chor D, Werneck GL and Coutinho ES. Asso-
ciação entre fatores contextuais e auto-avaliação de saúde:
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Appendix

ISSM COREQ (Consolidated criteria for Reporting Qual-
itative research) Checklist

Topic
Item
No.

Guide Questions/
Description

Reported
on Page
No.

Domain 1: Research team and reflexivity
Personal characteristics
Interviewer/
facilitator

1 Which author/s
conducted the
interview or focus
group?

4

Credentials 2 What were the
researcher’s
credentials? e.g., PhD,
MD

4

Occupation 3 What was their
occupation at the
time of the study?

4

Gender 4 Was the researcher
male or female?

4

Experience and
training

5 What experience or
training did the
researcher have?

4

Relationship with participants
Relationship
established

6 Was a relationship
established prior to
study
commencement?

4

Participant
knowledge of
the
interviewer

7 What did the
participants know
about the researcher?
e.g., personal goals,
reasons for doing the
research

4

Interviewer characteristics 8
What characteristics

were reported
about the inter
viewer/facilitator?
e.g., bias,
assumptions,
reasons, and
interests in the
research topic

4

Domain 2: Study design
Theoretical framework
Methodological
orientation
and Theory

9 What methodological
orientation was
stated to underpin the
study? e.g., grounded
theory, discourse
analysis, ethnography,
phenomenology,
content analysis

3, 5

(continued)

(continued)

Topic
Item
No.

Guide Questions/
Description

Reported
on Page
No.

Participant selection
Sampling 10 How were participants

selected? e.g.,
purposive,
convenience,
consecutive, snowball

3,4

Method of
approach

11 How were participants
approached? e.g.,
face-to-face,
telephone, mail, email

3,4

Sample size 12 How many participants
were in the study?

6

Non-
participation

13 How many people
refused to participate
or dropped out?
Reasons?

6

Setting
Setting of data
collection

14 Where was the data
collected? e.g., home,
clinic, workplace

4

Presence of nonparticipants 15
Was anyone else

present
besides the
participants
and
researchers?

4

Description of
sample

16 What are the important
characteristics of the
sample? e.g.,
demographic data,
date

6,

Data collection
Interview guide 17 Were questions,

prompts, guides
provided by the
authors? Was it pilot
tested?

4,5

Repeat
interviews

18 Were repeat inter views
carried out? If yes,
how many?

4,5

Audio/visual
recording

19 Did the research use
audio or visual
recording to collect
the data?

5

Field notes 20 Were field notes made
during and/or after
the interview or focus
group?

6

Duration 21 What was the duration
of the inter views or
focus group?

6

(continued)
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(continued)

Topic
Item
No.

Guide Questions/
Description

Reported
on Page
No.

Data saturation 22 Was data saturation
discussed?

5

Transcripts
returned

23 Were transcripts
returned to
participants for
comment and/or

6

Domain 3: Analysis and findings
Data analysis
Number of data
coders

24 How many data coders
coded the data?

5

Description of
the coding
tree

25 Did authors provide a
description of the
coding tree?

5-6

Derivation of
themes

26 Were themes identified
in advance or derived
from the data?

5-6

Software 27 What software, if
applicable, was used
to manage the data?

5

Participant
checking

28 Did participants provide
feedback on the
findings?

6

Reporting
Quotations
presented

29 Were participant
quotations presented
to illustrate the
themes/findings?

Was each quotation
identified? e.g.,
participant number

7-14

(continued)

(continued)

Topic
Item
No.

Guide Questions/
Description

Reported
on Page
No.

Data and
findings
consistent

30 Was there consistency
between the data
presented and the
findings?

7-14

Clarity of major
themes

31 Were major themes
clearly presented in
the findings?

7-14

Interview Guide

1. Tell me about your health conditions.
a. Could you describe your health conditions

to me?
2. How do you manage/cope with your health

conditions?
a. Tell me about a day, managing/coping with your

conditions/daily routine managing your health
conditions?
i. How does it impact your life?

b. What other methods besides (diet, medication,
exercise) do you use to manage your health
conditions?

3. What works? What doesn’t work?
a. How do you know that what you do works?

i. What do you do if it doesn’t work/work?
(1) Can you give me some examples?

ii. Are you satisfied with your current
management?

Bankole et al. 13
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