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Background and purpose: Recognizing the importance of self-management in 
older adults with multiple chronic conditions (MCCs) is crucial for their quality 
of life. This qualitative study explored the factors linked to self-management 
among older adults with MCCs.

Materials and methods: The present study was conducted in three stages: an 
integrated review, qualitative interviews, and Delphi. The search used electronic 
databases including Web of Science, PubMed, Scopus, Magiran, SID, and 
Iranmedex. The results of 33 studies that met the inclusion criteria were analyzed 
using conventional content analysis. A data matrix was formed; and purposeful 
sampling was conducted among older adults with MCCs, family caregivers, and 
specialists. The data were collected through semi-structured interviews. Data 
analysis of 29 interviews was conducted simultaneously with data collection 
using oriented qualitative content analysis and the Elo and Kyngäs approach. 
Three rounds of Delphi were conducted via email correspondence with a group 
of 30 experts to develop and validate the proposed variables.

Results: The factors that influence self-management can be categorized into 
various categories. Biological factors, cognitive factors, co-morbidities, socio-
economic factors, health-related behaviors, mental health, interactions with 
healthcare teams, Family relationships, medical facility resources, employee 
empowerment, health policy development, and cultural influences.

Conclusion: Self-management in older Iranian adults with MCCs is a complex 
and multidimensional phenomenon. By identifying the relevant factors, it is 
possible to design operational plans that promote self-management among the 
older adult population and are tailored to fit the specific needs of Iranian society.

KEYWORDS

older adults, chronic conditions, self-management, qualitative content analysis, 
chronic disease

OPEN ACCESS

EDITED BY

Giuseppe Caminiti,  
Università telematica San Raffaele, Italy

REVIEWED BY

Berta Paz-Lourido,  
University of the Balearic Islands, Spain
María Antonia Parra Rizo,  
Miguel Hernández University of Elche, Spain

*CORRESPONDENCE

Hajar Sadeghi  
 haj.sadeghi@yahoo.com  

Farahnaz Mohammadi Shahbolaghi  
 mohammadifarahnaz@gmail.com

RECEIVED 05 April 2024
ACCEPTED 30 August 2024
PUBLISHED 13 September 2024

CITATION

Sadeghi H, Mohammadi Shahbolaghi F, 
Hosseini M,  Fallahi-Khoshknab M and 
Ghaedamini Harouni G (2024) Factors 
associated with self-management in older 
adults with multiple chronic conditions: a 
qualitative study.
Front. Public Health 12:1412832.
doi: 10.3389/fpubh.2024.1412832

COPYRIGHT

© 2024 Sadeghi, Mohammadi Shahbolaghi, 
Hosseini, Fallahi-Khoshknab and 
Ghaedamini Harouni. This is an open-access 
article distributed under the terms of the 
Creative Commons Attribution License 
(CC BY). The use, distribution or reproduction 
in other forums is permitted, provided the 
original author(s) and the copyright owner(s) 
are credited and that the original publication 
in this journal is cited, in accordance with 
accepted academic practice. No use, 
distribution or reproduction is permitted 
which does not comply with these terms.

TYPE Original Research
PUBLISHED 13 September 2024
DOI 10.3389/fpubh.2024.1412832

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2024.1412832&domain=pdf&date_stamp=2024-09-13
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1412832/full
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1412832/full
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1412832/full
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1412832/full
mailto:haj.sadeghi@yahoo.com
mailto:mohammadifarahnaz@gmail.com
https://doi.org/10.3389/fpubh.2024.1412832
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2024.1412832


Sadeghi et al. 10.3389/fpubh.2024.1412832

Frontiers in Public Health 02 frontiersin.org

1 Introduction

Aging is an inevitable process, and older adulthood population is 
a global issue that presents a significant challenge to humanity (1). 
According to United Nations estimates, the global older adult 
population is expected to double by 2050, that is 1.2 billion people, and 
Iran ranks third in the world in terms of the speed of population 
aging, following the UAE and Bahrain (2, 3). Population aging is a 
reality in Iran, with older adults representing approximately 10% of 
the population (4). By 2050, the share of this age group in the country’s 
population is projected to exceed 20%, totaling over 20 million 
people (5).

As individuals age, the burden of disease and the number of 
people suffering from multiple chronic conditions (MCCs) also 
increases. Individuals over the age of 60 have at least one chronic 
disease (6). Chronic conditions are medical conditions that require 
ongoing treatment for a year or longer, often resulting in limitations 
in daily activities. Individuals with MCCs have two or more chronic 
diseases simultaneously (7). The prevalence of having two chronic 
diseases at the same time is 58.2% in the 45–64 age group and 78.9% 
in those over 65 years old (8). A study by Ahmadi et al. in the Golestan 
province of Iran found that the prevalence of MCCs was 30.4% in 
individuals aged>60 years. Risk factors for MCCs include being over 
60 years old, female, unemployed, a smoker, alcohol or drug user, 
having low education, physical inactivity, poor socioeconomic status, 
and a high body mass index (9). Common patterns of MCCs include 
cardiovascular and metabolic diseases, mental health issues, and 
musculoskeletal disorders (10).

MCCs increase the need to use healthcare services and facilities, 
and proper management is a major public health challenge that helps 
control disease complications and treatment costs (11). Additionally, 
there is an increase in disability, a decrease in activity levels, an 
increase in the burden of disease, and a decrease in the feeling of well-
being, all of which weaken the quality of life (12) and increase the risk 
of death (13). To avoid a deterioration in functional capacity, 
participation in physical activities can positively impact the quality of 
life and functional capacity of older adults and help maintain 
independence in basic daily activities. Additionally, living alone can 
affect basic activities and functional capacity (14). In the context of 
older adults’ health, it is essential to understand the determinants that 
influence a high degree of satisfaction with their health status. Key 
factors include maintaining good functional abilities, the absence of 
physical diseases and psychological problems, and maintaining 
adequate levels of physical activity (15). In addition to management 
and clinical care, it is important to pay attention to the self-
management needs of older adults with MCCs to reduce disease 
symptoms and maintain their quality of life. Currently, healthcare 
providers for this group of individuals primarily focus on life-
threatening conditions and complications to reduce mortality. 
However, for the multifaceted and comprehensive management of 
MCCs in older adults, coordination among care plans, disease 
management, and self-management is crucial. This coordination 
depends on the patient’s ability and self-care capacity.

In a review of guidelines related to the clinical management of 
individuals with MCCs, regular evaluation of treatment conditions, 
self-management, monitoring, and follow-up were considered (16). 
Self-management is defined as the ability of individuals to manage 
symptoms, treatment, and physical and psychological consequences 

of the disease and adapt their lifestyle to accommodate chronic 
diseases (17). The five main self-management skills include problem-
solving, decision-making, correct use of information sources, forming 
a relationship between the patient and healthcare providers, and 
Taking Action (18). In recent years, special attention has been paid to 
self-management strategies, particularly in the management of 
chronic conditions (19). Self-management is a practical nursing (20). 
Self-management strategies in individuals with chronic diseases will 
empower the patient to play an active role in managing the disease, 
increasing awareness, improving understanding of the disease and 
adherence to the treatment regimen, enhancing the health status of 
patients, and reducing the costs of treatment and care (21).

Self-management is one of the most crucial factors in the field of 
geriatrics (22) and is also a key strategy to reduce the costs of treating 
and caring for patients, particularly those with chronic illnesses. 
Health policymakers place great importance on enhancing and 
refining their self-management skills. When older adults’ self-
management abilities are compromised, they may feel powerless and 
lack decision-making authority. They may feel compelled to follow 
other decisions and choices, which goes against their natural 
inclinations. This can compromise autonomy and independence. 
Furthermore, older adults with limited self-management skills are 
more susceptible and require additional support to adapt to their 
circumstances (23). To break this cycle, it is essential to identify the 
factors that influence and predict self-management in older adults to 
enhance their self-management abilities (22). Therefore, research and 
programs aimed at improving self-management among older adults 
based on their unique circumstances, capabilities, and needs are top 
priorities in healthcare. Reducing the costs of treating and caring for 
patients, particularly those with chronic illnesses, is also a key strategy. 
Health policymakers place great importance on enhancing and 
refining their self-management skills. Although numerous studies 
have been conducted on factors associated with self-management, few 
studies have specifically focused on older adults (17, 23–26).

Previous studies have investigated self-management in older 
adults with chronic diseases such as rheumatoid arthritis, asthma, and 
diabetes (27, 28). Since the incidence rate of MCCs is high and its 
consequences affect self-management differently in older adults than 
in other age groups (17, 29, 30), it is necessary to analyze the factors 
related to self-management in this group of patients separately. Given 
the challenges posed by chronic diseases in older adults and the 
crucial role that self-management plays in mitigating the severe 
complications of MCCs, it is essential to explore the factors that 
influence self-management in this population. As the existing 
knowledge on this topic is limited, further research is needed for a 
more comprehensive understanding. Therefore, this study aimed to 
elucidate factors associated with self-management among older 
Iranian adults with MCCs.

2 Materials and methods

2.1 Study design, sample size, and data 
collection

This study is part of a sequential-exploratory mixed-method study 
aimed at designing and evaluating a predictive model of self-
management in Iranian older adults with MCCs. The research 
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methodology consisted of three parts. First, an integrated literature 
review is conducted. The second part involved a field study based on 
interviews with older adults with MCCs, their caregivers, and 
healthcare specialists (physicians, nurses, and other healthcare team 
members). The third part involved validating the proposed variables; 
through three rounds of Delphi, conducted via email correspondence 
with 30 experts. The integrated literature review follows Whittemore’s 
approach. The review was conducted by identifying the problem, 
collecting data, reviewing the literature, evaluating and extracting 
data, analyzing data, extracting concepts, and interpreting and 
presenting results (31, 32).

A review of English and Persian research articles was conducted 
using quantitative and qualitative methods from 1980 to 2023. The 
inclusion criteria were full-text Persian and English studies with 
various quantitative and qualitative designs related to self-
management and its influencing factors in older adults with MCCs.

A detailed search was performed using English keywords from 
MESH, such as Multiple chronic conditions, aging, older adults, Self-
Management, multi-morbidity, Comorbidity, Concurrent multiple 
medical conditions, Predictors, Older Adult, Old age, Risk Factor, as 
well as the keywords Factors, Risk Factors, Predictors. Electronic 
databases, such as Web of Sciences, PubMed, Scopus, and equivalent 
Persian databases, including Magiran, SID, and Iranmedex, were 
used for the search. Studies involving non-older adults or older 
adults without MCCs were excluded from analysis. Initially, two 
researchers independently reviewed the abstracts of the articles, 
followed by a thorough evaluation of the related articles. A total of 
33 articles were analyzed after a complete review of their texts. The 
screening and selection process adhered to PRISMA guidelines 
(Chart No. 1). To ensure article quality, a five-item checklist by Hong 
was used (107) and articles were independently graded as excellent 
(25 articles), with some limitations (eight articles), or with significant 
limitations. Data analysis was conducted using conventional 
content analysis.

In the second phase, individual interviews were conducted with 
the participants based on the matrix obtained from the integrated 
literature review (Table  1). Participants were selected through 
purposive sampling; and included healthcare professionals (e.g., 
physicians, nurses, clinical psychologists, physiotherapists, social 
workers, pharmacists, and gerontologists), all of whom had experience 
working with older adults with MCCs. Older adults with a history of 
MCCs, as confirmed by a physician for at least the last 6 months, living 
in Tehran City either alone or with family (community-dwelling), and 
without cognitive impairments (scoring seven or higher on 

Hodgkinson’s short cognitive test) (33), were required to provide 
informed consent to participate in the study.

They also needed to be referred to healthcare centers affiliated 
with Iran, Tehran, and the Shahid Beheshti Universities of Medical 
Sciences. Additionally, family caregivers of older adults, who were 
responsible for caring for them at home for at least 6 months and lived 
with them or separately, also had to provide informed consent to 
participate in the study. Data were collected from January to June 2023 
at clinics, hospitals, and universities in Tehran. After receiving 
approval and obtaining an ethics code, researchers visited the centers 
and conducted semi-structured individual interviews with 
participants after explaining the research and obtaining consent. A 
total of 29 interviews, were conducted and recorded in a private 
setting by the first author (Figure 1).

Experts asked open and general questions such as: “Based on your 
experience of caring for and interacting with older adults with MCCs, 
what problems have the diseases caused for the older adults?” “, “How 
can they maintain their health with so many diseases?,” “How do they 
control problems and complications related to diseases together?,” 
“What factors help in doing these tasks?”. Caregivers also answered 
open and general questions, including; “What diseases does your 
mother, father, or older adults suffer from?”; “Has it created problems 
for them?,” “How have they maintained their health with so many 
diseases? “, “How do they control disease-related problems and 
complications related to diseases?’, “What factors help with doing 
these things? “).

Interviews with the older adults with MCCs included general 
questions like (“What diseases are you currently suffering from?,” 
“What problems have the diseases caused you?,” “How do you deal 
with the problems and complications related to the diseases?,” “Do 
you  control together?” and “What factors help in doing these 
things?”). Exploratory questions were also asked to encourage 
participants to recount their experiences and obtain more information. 
The interviews were continued based on the initial answers and 
interview guide regarding self-management. The duration of the 
interviews was adjusted based on the participants’ opinions and 
tolerance levels (average 46 min). Interviews continued until data 
saturation was reached; meaning that no new findings were added.

In the third part, the Delphi technique was used to reach a 
consensus on the predictors of self-management in older adults with 
MCCs. A research team comprising experts in chronic diseases, 
nursing, and geriatrics reviewed the method. The questionnaire, 
which was administered in three rounds, was emailed to 35 experts 
between August and November 2023. Thirty experts assessed the 

TABLE 1 Characteristics of participants in interviews.

Number of 
participants in 
each group

Interviewed 
group

Age range 
(year)

Gender
Job number

Participant’s 
numbersFemale Male

1–13 Specialists 36–50 4 9 Clinical psychologist (1), gerontology 

specialist, physician (2), gerontology 

specialist - faculty (3), pharmacist (1), nurse 

(4), social worker (1), physiotherapist (1)

1–13

14–19 Caregivers 28–51 3 3 Employee (3), faculty member (1), freelance 

(1), student (1)

14–19

20–26 Older adults with MCCs 65–81 4 3 Retired (3), manual worker (2), housewife (2) 20–26
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importance of each indicator using a five-point Likert scale 
(completely agree = 5, agree = 4, disagree = 3, completely disagree = 2, 
and no opinion = 1).

2.2 Data analysis

During the integrated review of the articles, traditional content 
analysis was performed using the Elo and Kyngäs methods. Initially, 
the results of the articles were examined to extract, code, and classify 
the factors that influence self-management. Subsequently, the 
interviews were analyzed using a guided content analysis approach 
after recording and implementation. The resulting codes were then 
combined and developed in a conceptual matrix derived from the 
literature review. Any new codes identified led to the addition of new 
subcategories to the data analysis matrix. The method outlined by Elo 
and Kyngäs (108) was employed for this stage with the following steps.

1. Preparation stage: Reading the general text of the data 
repeatedly to gain a comprehensive understanding and select the 
analysis unit. Decision-making for data analysis was carried out 
using either explicit or latent content analysis. 2-Organization stage: 
open coding and creation of sub-categories, grouping of 
sub-categories into more abstract categories, and compiling a 
general description using sub-categories and categories. 
3-Reporting phase: Reporting the analysis process and study results 
through the conceptual model, highlighting inter-conceptual 
connections (34).

After compiling the data analysis matrix obtained from the post-
implementation integrative review of literature, the interviews were 
read multiple times. By immersing myself in the data. I gained a general 

understanding of the interview texts. The coding process followed, with 
white codes and then classified based on similarities and differences 
within the matrix classes. The Delphi section analyzes prioritized 
factors related to self-management using descriptive statistics.

2.3 Trustworthiness and ethical 
considerations

Guba and Lincoln’s criteria, including acceptability, reliability, 
transferability, and verifiability, were used to ensure the scientific 
accuracy of this study (35, 36). The researcher aimed to establish a 
proper relationship with the participants and enhance credibility 
through long-term involvement and complete immersion in the data 
(37). The findings were verified by examining their compatibility with 
their experiences and by controlling the data results with them 
during fieldwork.

In this study, the interviews and extracted codes were presented 
to several colleagues for analysis to confirm the researcher’s 
perceptions. Through the analysis process, our colleagues discussed 
the findings. Researchers have 10–30 years of experience in theoretical 
and clinical training on chronic diseases and in working with older 
adult patients with MCCs. In this study, the triangulation of the 
researcher involved more than one researcher participating in 
collecting, analyzing, or interpreting the data, which helped increase 
the credibility of the qualitative aspect of the study.

Triangulation of the data sources included participants with 
different levels of experience (older adults, caregivers, and experts) 
selected for data collection. Reliability: The key factor in achieving 
reliability is the validation of the researcher’s findings.

Articles that were 
reviewed (n = 984)

Number of articles after removing 
duplicate samples (n = 984)

Excluded studies
(n = 887)

Full text of articles assessed for eligibility 
(n = 197)

Other chronic diseases (n=61)

Review articles (n=43)

(n=93)

Studies with conditions for model 
generation (n=33)

Number of primary articles after 
checking the databases (n = 1142)

Articles added from other sources 
(n = 15)
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FIGURE 1

PRISMA flow diagram.
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To ensure reliability, all interviews were recorded and transcribed 
verbatim. The steps taken were meticulously documented, and the 
data were stored securely. Additionally, to meet these criteria, the 
methods were presented to experts for review, and supervisors 
provided feedback. Finally, when writing the research report, coding 
was used; and participants’ statements were quoted. Verifiability is a 
gradual, continuous process. To validate the researcher’s efforts, it was 
essential to accurately document and report the research steps and 
decisions made during the process, enabling others to replicate the 
study, if necessary. To ensure the transferability of the findings, the 
researcher made a concerted effort to thoroughly describe the research 
field by outlining the participants, sampling method, and the time and 
location of data collection. This approach allows readers to have 
confidence in the potential transferability of the data.

Permission to conduct the research was obtained from the ethics 
committee of the University of Social Welfare and Rehabilitation 
Sciences under the code of ethics (IR.USWR.Rec.1399.256). Informed 
consent was obtained by explaining the purpose of the research to the 
participants, assuring them that their information (names, interview 
tapes, and writings) would be kept confidential and that they were free 
to withdraw at any stage of the research. Recorded conversations were 
deleted after data transfer and analysis.

3 Results

In the first part of the study, codes extracted from the studies in 
the categories included biological factors, cognitive factors, coexisting 
diseases, economic and social factors, health-oriented behaviors, 
mental health, interaction with the care and treatment team, family 
relationships, medical center facilities, and staff empowerment. Health 
policymaking and cultural factors are also considered. The codes 
obtained from the interviews with the participants were categorized 
based on similarities and differences in the matrix categories from the 
literature review. Codes that did not fit into any sub-categories formed 
new sub-categories and primary sub-categories were identified using 
an inductive approach. Sub-categories obtained from individual 
interviews included; fatigue, sensitivity and perceived severity of 
disease complications, happiness, personality type, and caregiver 
burden (Table 2). In the Delphi stage, individual knowledge of health 
literacy, treatment cost with care cost, and complex treatment patterns 
with disease severity were integrated. Variables related to the use of 
self-management programs were eliminated.

In the category of biological factors, the analysis of integrated 
review data showed that gender (27, 38–42), age (27, 40–42) and 
physical activity level (17, 28, 43, 44) affect the self-management of 
older adults with MCCs. Additionally, participants’ experiences 
indicated the effect of fatigue on self-management. Regarding gender, 
the results of the studies were conflicting. However, most studies have 
shown greater self-management among older adult women (38, 45, 
46). A nurse (P10) said: “… older adult women have better control over 
their conditions and follow treatment plans independently and more 
regularly than older adult men”.

In the category of cognitive factors, abilities such as cognitive 
ability, self-efficacy, self-care ability (3, 17, 24, 27–29, 40, 41, 44, 47–
49), self-efficacy, self-care ability, self-management skills (24, 27, 50–
52), and problem-solving ability (3, 28, 30, 40, 41, 47, 53) promote 
self-management and health literacy (17, 24, 28, 41, 46, 51, 54–59) 

which are directly related to self-management. Participants also 
confirmed these factors. A 48-year-old male nurse (P8) acknowledged 
that: “…The older adult’s high level of education creates resistance to 
receiving effective care from formal caregivers. They search the internet, 
ask people, and want to do a better job.” A Gerontology specialist (P3) 
added: “… In old age, mental abilities decline leading to memory issues 
forgetfulness, and cognitive changes”.

In the category of comorbid diseases, pain (17, 27, 42, 53, 56), the 
severity of diseases (25, 27, 29, 42, 46, 52, 56, 59), treatment 
complications (53, 56, 59–62), frailty (24, 41, 63) and polypharmacy 
(53, 56, 61) have been mentioned. A 37-year-old female caregiver 
(P18) said:”…His illness puts a lot of pressure on him and it becomes 
severe. When we see my father’s pain and moans, we knock on every 
door to calm him. When he is in pain, we cannot even talk to him.” A 
41-year-old male nurse (P10) said: “...Polypharmacy in older adults 
causes them to fall, get poisoned, and feel lethargic, and in this situation, 
they cannot take care of themselves and need support”.

Economic-social factors, such as the cost of treatment and care 
(28–30, 41, 56, 64, 65), the patient’s financial ability (52, 55, 65–67), 
and formal social support structures (3, 28, 68–70) affect self-
management. A 28-year-old caregiver (P19) expressed, “…Grandma’s 
economic status is not high, and we have to pool money from family 
members to buy equipment or pay for doctor visits.”Another geriatric 
specialist (P5) mentioned, “… Older adults derive happiness from being 
active in the community, which in turn affects their self-management at 
an interpersonal level.” The 28-year-old caregiver (P19) added, “…The 
role of the older adults in our society has diminished, causing isolation 
and difficulties, especially when they fall ill”.

Health-oriented behaviors encompass treatment adherence (44, 
49, 71–73) and maintaining a healthy lifestyle (17, 28, 40, 49, 74, 75). 
A 73-year-old man (P20) shared, “… Despite my health issues, 
I diligently followed my knee surgery plan from start to finish.” An 
81-year-old woman (P21) mentioned, “… I visit the gym three times a 
week and engage in regular walks.” A physiotherapist (P10) noted, “… 
Efforts to support and care for the older adults play a significant role in 
maintaining their independence.” A female nurse (P12) emphasized, 
“… Consistency in following up on health recommendations is crucial 
for improving the quality of life among the older adults”.

The mental health category included anxiety (17, 52, 57, 66), 
depression (17, 25, 57, 66), feelings of loneliness (17, 57), life 
satisfaction (17, 40, 41, 64, 76), sleep disorders (44, 74, 77), and 
substance abuse (20, 76). The participants highlighted the impact 
of these factors on self-management. A male psychologist (P1) 
stated that “… Depression is common among older adults with 
chronic illnesses, leading to withdrawal and anxiety.” A 65-year-old 
woman (P22) stated, “…The first two years of my illness were 
challenging, and I  felt nervous and depressed, and my condition 
worsened. I gradually accepted it.” The caregiver of a 37-year-old 
woman (P18) shared, “…Now, due to all the pain and suffering they 
endure, they are in denial and refuse treatment. If they continue to 
deny it, they will experience mental and physical complications.” The 
older adult participants viewed happiness as a key factor in 
improving self-management, with an 81-year-old woman (P21) 
mentioning: “…I make an effort to find happiness.” A 67-year-old 
woman added: “…Happiness boosts my optimism and helps me 
cope with challenges”.

Interaction with the care and treatment team involves quality 
communication with physicians (78–80), nurses (68, 80), and other 
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healthcare team members (81, 82), trust in healthcare providers (29, 
38, 61, 76), and the professional competence of the healthcare team 
(40, 43, 64). The participants emphasized the importance of effective 
communication with healthcare professionals. One clinical 
psychologist (p1) said: “… I prioritize clear communication and active 
listening when caring for older adult patients.” A female caregiver (p14) 
highlighted: “... The role of hospital follow-ups and trust in health care 
played a significant role in my mother’s well-being”.

Family relationships involve family caregivers’ knowledge (3, 59, 
61, 83); and support from family members (61, 68, 73, 84). The 
participants emphasized the role of family support in the self-
management of older adults. The Faculty of Gerontology (P4) stated: 
“…Many older adults people who receive sufficient support from their 
families prefer to carry out their daily activities independently as much 
as possible.” A 48-year-old nurse (P8) said: “…The demanding nature 
of caring for older adults can sometimes strain these relationships, 
causing them to deteriorate.” (P7) said: “… is a surprise that many older 
adults feel lonely and isolated. This issue has become increasingly 
prevalent in society”.

Medical center facilities include limited access to specialized 
healthcare centers (24, 66), responsiveness of health services to older 
adults’ needs (69, 76, 85–88), and equipped medical centers (3, 59, 61). 
Participants stressed the importance of a responsive healthcare system 
for older adults. A geriatrics specialist (P7) said, “… Now is the time 
when we need to establish special education systems for older adults and 
improve access to services; under the direct supervision and support of 
the Ministry of Health.” The Faculty of Gerontology (P4) stated, “…The 
crucial issue is the comprehensive care program itself, which is conducted 
by the Ministry of Health and Medicine. Proper screening, training, and 
media should also be implemented to avoid escalating concerns among 
older adults.” A 28-year-old caregiver (P19) said, “... There are no 
specialized sections for older adult patients, making it challenging for 
them and their families to navigate the situation.” A physician 
specializing in geriatrics (P2) said, “…Now, the best practice is to 
establish an integrated consultation system for older adults, offer 
follow-up services, and address the issue of worn-out equipment in 

medical centers.” The 28-year-old caregiver (P19) said: “…Let us 
establish specialized centers so that I do not have to worry so much about 
caring for an older adult person. It is unbelievable that we had to wait 
for hours before he could see the physician and visit the pharmacy”.

Employee empowerment involves human resource training (30, 
43, 89) and promoting employee job satisfaction (90–93). Participants 
emphasized the importance of job satisfaction and specialized care in 
improving self-management among older adults. A 36-year-old female 
caregiver (P15): “…Those who are dissatisfied and have had a negative 
experience in their jobs may behave in ways that transmit these negative 
feelings to older adults, ultimately worsening their condition.” A Female 
geriatric specialist stated (P5): “… To provide high-quality follow-up 
care and improve job satisfaction, it is necessary to design a care quality 
monitoring system and a promotion system for geriatric 
specialist caregivers”.

A 48-year-old female nurse (P12): “…Working with older adults is 
not easy, especially for those with MCCs. Therefore. It is crucial to focus 
on specialized training in older adults care”.

Health policy-making includes the health system’s approach to 
older adults participation (53, 69, 76, 85–87), treatment protocols 
(29, 40, 51, 65, 66), and insurance coverage of treatment costs (51, 
88). The participants discussed the need for improved healthcare 
policies to improve the older adult population. A geriatric specialist 
(P4) said: “…Our network system is highly efficient, but for a patient-
centered approach, a specific set of facilities must be clearly defined at 
the center, aligned with the network system. However, access points 
are not properly defined.” A 41-year-old male nurse (P10) said: “…
The older adult patients show improvement while in the hospital, they 
receive training, during their stay and continue to do so after 
discharge. However, the main issue with our caregivers is the lack of 
specific instructions for older adults, which results in a lack of 
follow-up and instances of neglect.” A 46-year-old nurse (P8) said, 
“…I always recommend having a nursing home for older adults in our 
country. This can promote teamwork, solidarity, empathy, and 
harmony among the older adults as well as a sense of vitality and 
well-being.” A 45-year-old caregiver (P16) expressed concern, 

TABLE 2 Categories and subcategories derived from the integrated literature review and stakeholder interviews.

Main categories Subcategories Main categories Subcategories

Biological factors Gender, Age, Physical activity level, Fatigue Interaction with the care and 

treatment team

Quality of communication with physicians, quality of 

communication with nurses, quality of communication with 

other health team members, trust in health care providers, 

professional competence of health team members

Cognitive factors Cognitive ability, problem-solving ability 

health literacy

Family connections Family caregiver knowledge, Support from family members, 

Caregiver burden

Co-morbidities Pain, frailty, severity of diseases, 

polypharmacy, complications of treatment

Facilities of medical centers The existence of sufficient healthcare resources, 

Responsiveness of health services to the needs of the older 

adults, Well-equipped medical centers

Mental health Anxiety, depression, loneliness, sleep issues, 

substance abuse, life satisfaction, sensitivity 

and perceived severity of disease 

complications, happiness, personality type

Empowering employees Manpower training improving job satisfaction of employees

Economic-social factors Cost of treatment and care, patient’s financial 

ability, formal social support structures

Health policymaking Health system’s approach to older adults participation 

(patient-centered), treatment protocols, insurance coverage

Health-oriented 

behaviors

Adherence to treatment, healthy lifestyle Cultural factors (cultural 

beliefs)

Altruism in society ageism, traditional religious beliefs about 

the older adults
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stating.”…With each incident and government decision, access to 
medicine and health facilities is diminishing. Medicine is becoming 
increasingly scarce, and I  am  anxious about managing my 
mother’s illness”.

Cultural factors include altruism in society (63, 94–97), 
discrimination and ageism (28, 40, 51, 57, 69, 80, 97, 98), and 
traditional-religious beliefs about older adults (57, 59, 99). The 
participants highlighted the influence of cultural factors on decision-
making and self-management among older adults. A 48-year-old 
nurse (P8) said, “In our culture, we have a deep respect for older 
adults. It is important for them to make their own decisions and take 
care of themselves. We must assist them in any manner that they may 
be required. Let us make it happen.” The physiotherapist (P11) said, 
“…The older adults possess valuable cultural capital and have developed 
a culture of effective self-care.” The social worker (P9) admitted, “…
When older adults are not a priority in the health system, this 
discrimination leads to their exclusion and a decrease in the quality of 
care in the future.” A 37-year-old female caregiver (P18), “…The 
family’s attitude towards the older adults and recognizing their value is 
crucial; we must cultivate a culture that values the older”.

4 Discussion

This qualitative study was conducted in Iran to identify the factors 
affecting self-management of older adults with MCCs. The findings 
revealed that self-management among older adults with MCCs was 
complex and interconnected. Each of these factors is discussed in this 
section. Gender is one of the biological variables associated with self-
management. It was found that self-management tended to be higher 
in males (26). A study comparing self-management in women and 
men with MCCs; interpreted the structures of self-management as 
similar (55), although another study reported higher self-management 
among older adult women (46). Although men are more likely to 
receive self-management interventions, they often struggle with 
weaker self-management because of difficulties in seeking emotional 
support (38).

When self-management conflicts with the valuable aspects of 
men’s identity, especially their independence, they do not feel 
comfortable participating in self-management programs. However, 
when men understand support self-management, they provide and 
integrate it into their daily activities as are more likely to engage (38, 
46). In addition to the contradictions in the findings, there is a need 
to improve self-management among older adult men and women 
(38, 45).

Self-management ability decreases with age, especially in older 
adults (41). The findings indicate that the level of daily activity plays a 
significant role in the self-management of older adults, this is 
supporting evidence suggesting that a decrease in activity and 
performance due to the older adults (42) leads to independent 
performance of daily tasks. Resulting in a decline in self-management. 
According to the experiences of the participants, older adults often feel 
tired. Older adults with MCCs who experience general fatigue tend to 
become more dependent on assistance with daily tasks, leading to a 
decrease in self-management (17, 28, 44).

Cognitive ability in older adults with MCCs is closely linked to 
self-management; therefore, managing cognitive symptoms in this 
population is crucial, as a poor understanding of preventive behaviors 

(17, 28, 40, 41), amnesia (24), memory loss (40), and dementia (27) 
can all contribute to a reduction in self-management. The findings 
emphasized that self-efficacy increases self-management; Söderlund 
et al. also showed that motivational components, including readiness 
for change, self-monitoring and goal setting, holding reinforcement 
meetings, feedback and problem-solving skills, self-regulation, and 
self-efficacy for problem-solving maintain self-management behavior. 
MCCs have been found in older adults (68).

Self-care ability is low in older adults with MCCs (28, 49) and 
self-management is high in older adults with independent self-care 
(27). Additionally, adherence to the self-care regime (3), sustainable 
behavioral changes (73), and promotion of empowerment are directly 
related to self-management (28), Accepting responsibility for self-care 
improves self-management and helps increase the quality of life of 
older adults (59). Chan et  al.’s study has pointed to the direct 
relationship between empowerment and self-management (28) which 
helps increase the quality of life of the older adults (59). Self-
monitoring of medications and conscientiousness (49) and self-
management behaviors, such as proper diet, are related to self-
management in older adults (72, 100).

Self-management skill is a challenge in older adults with chronic 
diseases, but its exact process has not been thoroughly investigated 
(52); about 30 self-management programs are mentioned in scientific 
sources, with 24 being private programs and six being public programs 
(89) Decreased self-management skills (51), rehabilitation (50), 
management of cognitive symptoms (28, 40, 41, 53), and a self-care 
regimen can reduce disability and improve the quality of life of older 
adults with MCCs (3). Older adults with MCCs often experience a 
decrease in self-control when it comes to diet, weight control, and 
exercise, which reduces self-management (72). Therefore, older adults 
must acquire self-management skills (28, 41). Improving problem-
solving skills, health behaviors (17), and patient activity levels can 
increase self-management (74). Engaging in Positive health-oriented 
behaviors can enhance self-management (40). According to these 
findings, problem-solving ability is a significant factor in self-
management. Evidence has shown that behaviors to adapt to disease 
(101), the ability to adapt to diseases (3), problem-solving skills (40, 
41, 53, 101), and the belief that problem-solving ability decreases in 
older adults with MCCs (51) are all important factors.

low health literacy in older adults with MCCs is inversely related 
to self-management. Lack of knowledge about the disease leads to 
errors in acquiring self-management skills (60). Education has been 
shown to improve health treatment adherence and self-care among 
older adults (48, 54, 102). McGowan et al. have acknowledged that 
self-management training increases self-efficacy and improves 
treatment outcomes (56). The results highlight the importance of 
knowledge and awareness of self-management. However, effective 
knowledge and skills in caring for older adults with MCCs are limited 
(28). The lack of counseling and education is a significant barrier to 
self-management among older adults with chronic diseases (54, 55). 
Education (43), patient knowledge of disease management, and 
increased awareness (53, 67). Contribute to improved self-
management, which in turn increases self-efficacy and enhances 
treatment outcomes (56).

Effective disease control knowledge and skills (28, 53), patient 
education (43, 48, 54), disease awareness (12, 31, 55–57), and health 
literacy levels (37); are crucial factors in promoting self-management. 
However, it is important to note that older adults can experience a 
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decrease in information, potentially impacting self-management in 
older adults with MCCs. Therefore, health literacy education is 
important for patients with chronic diseases (46). Nguyen et al.’s study 
described reduced physical and cognitive functions; as well as health 
literacy (103). Byrne et al.’s research also highlighted the relationship 
between health literacy and mental health problems (104). Influencing 
the self-management of older adults with MCCs. Additionally, 
behavioral factors were found to have a direct impact on self-
management, as demonstrated in Jarnet et al. study; on adherence to 
a self-care regime (73). McCabe et  al., demonstrated a direct 
relationship between self-management and sustainable care behavior 
which is consistent, with previous research (44).

The findings highlight the significant role of mental health in self-
management. This is particularly true for the older adult population. 
Mental health conditions in older adults, such as MCCs, are often 
associated with psychological issues (28); including increased anxiety, 
emotional distress (17, 66), and stress (57), which can act as barriers 
to effective self-management (46). Additionally, the time-consuming 
nature of self-management behaviors, coupled with negative emotions, 
fatigue, and threats to one’s identity, can impede successful self-
management efforts (76).

Maintaining good mental health, coping with illness, engaging 
in social interactions, and communicating effectively with others can 
help increase participation in self-management programs (3). Sleep 
problems are indicated as a factor influencing self-management, as 
poor sleep quality can impact daily functioning (44, 77). Mental 
stability in older adults (74) helps increase the success of self-
management programs. Self-management obstacles in older adults 
with MCCs are (17, 57, 86), low mood (57), and isolation and 
loneliness (17, 57). Older adults with mood disorders (71), anxiety, 
and depression (51, 71, 77) have lower self-management, and higher 
self-confidence is directly related to self-management (41). Decreased 
self-confidence and feelings of helplessness, pain, emotional distress, 
adaptability, management of cognitive symptoms (41, 51), and 
positive psychological attitude are directly related to self-
management in older adults with chronic diseases (41). In the 
present study, substance abuse was considered to be an obstacle to 
effective self-management. In older adults, alcoholism, smoking, 
drug use, and excessive medication use hinder self-management 
(25, 44).

Poor understanding of preventive behaviors and negative beliefs 
about continuing life cause a decrease in self-management behaviors 
(73). Life satisfaction leads to higher self-management because 
suffering from MCCs is accompanied by a change in attitude towards 
life caused by diseases and the formation of beliefs related to diseases, 
which affect self-management. Stress management (52), attitudes and 
beliefs, disease experiences, and balance between life goals are related 
to self-management, and in older adults with chronic diseases, due to 
the time-consuming nature of self-management behaviors, such as 
negative, uncomfortable, boring, and sometimes threatening one’s 
identity are obstacles to successful self-management (40). Older adults 
with anxiety and depression (44, 105) have lower self-management, 
and higher self-confidence is directly related to self-management (53); 
therefore, it is suggested to strengthen positive psychological attitudes 
(40), which are directly related to self-management in older adults 
with chronic diseases (51). The findings showed that comorbid 
diseases has negative effects on self-management owing to complex 
treatment patterns. The need for re-rehospitalization, inappropriate 
response to treatment, the complexity of disease control and 

treatment, events and fluctuations in health status, and indicators of 
response to treatment (24) all have an impact on self-management, 
levels. Musculoskeletal pain is common among older adults and can 
hinder self-management as indicated by the findings of the present 
study (53).

Research has demonstrated that both acute and chronic pain in 
older adults can serve as predictors of self-management. Additionally 
reducing pain and disability can lead to an increase in self-
management among older adults (27). Frailty in older adults with 
chronic diseases reduces their self-management abilities. Disease 
severity can also impact self-management, with symptoms ranging 
from moderate to severe outcomes, sudden relapse (32), disease 
progression, and high mortality risk (59) serving as predictors. 
Incurable diseases and the debilitating nature of chronic illnesses in 
older adults create challenges in disease control (21, 29). Treatment 
complications include disruptions to recommendations and 
difficulties in older adult patients agreeing to suggested treatments, 
which can hinder self-management and decision-making (28). 
Additionally, complications such as polypharmacy (59, 60), energy 
loss from drug consumption (59), and drug interactions (20) can 
further reduce self-management capabilities.

Socioeconomic factors also play a role in self-management (57) 
with high costs of living (75), economic restrictions (76, 77), factors 
such as low financial income (39), retirement, and inability to work 
(76, 77). Job changes can all negatively affect self-management in 
individuals with MCCs (56). Older adults with MCCs often face high 
medical expenses to maintain their health (71). Poleg et al. increased 
the frequency of physician visits, which directly correlated with higher 
treatment costs (59, 81, 106).

The promotion of self-management among older adults has been 
shown to reduce hospitalizations and treatment costs (18), as well as 
decrease emergency visits (20, 51). The key point is that individuals 
with chronic diseases have an increased need for home care services. 
Promoting self-management can help reduce the cost of care (59). 
Research has shown that an increase in treatment costs directly and 
indirectly affects self-management. Poleg et al. find that older adult 
with MCCs often faces high treatment costs to maintain their 
health (88).

Heid et  al. and Chan et  al. demonstrated that effective self-
management can decrease the frequency of physician visits by up to 
60%, especially in emergencies (29). Conversely, low levels of self-
management can lead to higher treatment costs, as supported by 
studies conducted by Dye et al. (65), Ersek et al. (25), Elzen et al. (41), 
and Masters et al. (3). According to the findings, stable social support 
and support from friends had a statistically significant relationship 
with self-management. Reducing social activities (57, 67), and 
increasing the level of social interaction among older adults (56), and 
social participation (57) can impact self-management. Despite 
receiving disproportionate services, older adults strive to maintain 
their health and may face problems and needs related to the disease 
(54). Older adults with MCCs who have a higher quality of life tend 
to have better physical and mental functioning and self-
management (55).

Adherence to medication regimens, self-monitoring of 
medications, and attention to treatment regimens for chronic diseases, 
can increase self-management in older adults with MCCs. 
Noncompliance with dietary recommendations is often linked to 
lower levels of self-management (51, 71), highlighting the importance 
of adhering to treatment regimens for chronic diseases related to 
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self-management. Engaging in exercise (55). Maintaining an active 
lifestyle (55), adopting healthy behaviors (78), taking responsibility 
(29), making sustainable health behavior changes, being conscientious 
(78), enhancing adaptation skills, and adjusting lifestyle choices can 
all contribute to achieving self-management (40, 52) and finding a 
balance between self-management goals and life goals. The quality of 
communication with the treatment team is a factor related to 
treatment planning, follow-up care, and increasing self-management 
(106). Proper communication with specialists plays an effective role 
in implementing self-management programs, increasing the 
satisfaction of older adults, and improving their self-management (17, 
67, 82).

Favorable therapeutic communication with physicians and 
specialists (17) increases self-management, whereas low levels of 
counseling and poor communication with physicians (17, 25, 57) 
decrease self-management. A positive therapeutic relationship 
between the physician and patient has a significant effect on self-
efficacy and behavioral outcomes in people with chronic diseases (55); 
the quality of communication with other members of the treatment 
team including increasing support from the health team, and 
communication training with the health team (81), enhances self-
management, and Poor communication with other treatment 
personnel, such as physiotherapists, psychologists, and occupational 
therapists, acts as an obstacle to self-management (82).

Poor communication with nurses (80, 82) and unfavorable team 
participation (57) had negative effects on the self-management 
outcomes of older adults with MCC. The optimal support provided by 
nurses for older adults and their families (28, 68) is directly related to 
self-management. Older adults trust formal caregivers and health 
service providers (76) along with a sense of security (51) ensures 
improved self-management. Additionally, a low level of trust prevents 
older adults from accepting the proposed treatment (73, 97). Dongbo 
et al. showed that increasing the support of health service providers 
improves the health status of older adults with MCC and reduces their 
disability (53). Sunert et al. showed that the initial trust of older adults 
in health service providers is related to the promotion of self-
management (76). The findings highlight the impact of professional 
competence among health team members on self-management. 
Skilled personnel can assist older adults in better adaptation, 
diagnosing problems and educational needs (40, 64), planning and 
decision-making based on the situation of older adults, and counseling 
(28, 53), all of which contribute to improving self-management. 
Conversely, the lack of knowledge to enhance care and the failure of 
personnel to utilize specialized knowledge of geriatrics (30, 43) are 
negative factors that hinder self-management. Therefore, health and 
treatment systems require a proficient workforce to address 
these challenges.

Family caregivers’ skills in chronic disease management (83); and 
the conscious participation of family members in care (3, 61) increase 
self-management. Older adults living alone (57) and those with low 
family support (73) have decreased self-management. Effective 
communication with a spouse increases self-management, and proper 
adaptation to the disease improves self-efficacy. The family’s assurance 
of proper care (30), mutual support among family members and older 
adults (28, 68), age of the caregiver, and family participation are 
important in the self-management program for older adults (49). The 
results showed that family support and communication with friends 
and medical personnel are directly related to self-management. 
Masters et  al. acknowledged that effective communication with 

spouses and family support increases self-management, promotes 
proper adaptation to the disease, and enhance self-efficacy. Caregiver 
age and family involvement are important factors in older adult self-
management programs (3). Barriers to accessing resources, services, 
and specialized healthcare centers (48, 61), as well as difficulties in 
contacting service providers (61), hinder the utilization of beneficial 
treatment and impede self-management (48).

Providing telephone answering services for older adults (61), the 
successful use of patient-specific programs (76), successful 
implementation of patient-specific programs, and tailoring standard 
care programs to meet the needs of older adults with MCCs are 
feasible and cost-effective solutions (61). This cost-effectiveness will 
not only enhance self-management but also help control the risk 
factors associated with chronic diseases. Additionally, targeted 
monitoring of effective care (53), telephone monitoring of care 
programs for older adults (85), implementation of follow-up care 
programs at treatment centers for older adulthood (69, 87), and the 
development and strengthening of care services for older adults (79) 
are essential components in establishing a comprehensive care system. 
By focusing on chronic diseases and promoting a team approach to 
comprehensive care (88), a suitable platform was provided for the 
successful implementation of self-management programs. The use of 
information technology centers in controlling caring for; and treating 
chronic diseases, as well as utilizing sensor devices in web-based self-
monitoring of care programs and developing technology centers to 
serve older adults (85), all play a crucial role in facilitating the 
diagnosis, treatment, and care of older adults affected by MCCs, 
ultimately enhancing the quality of their care. Reducing the budget for 
the purchase of equipment for equipment purchase relationship 
centers for older adults and the lack of diagnostic and laboratory 
facilities (88) indirectly impacts the self-management abilities of 
older adults.

Based on these findings, empowering care workers for older adults 
is crucial for promoting self-management. One obstacle to promoting 
self-management among older adults with MCCs is the shortage of 
human resources and insufficiently trained personnel. This results in 
limited educational opportunities (30, 89). MCCs are characterized by 
a shortage of human resources and insufficiently trained personnel. 
This results in limited educational opportunities (43, 61, 102), regular 
visits (30), effective communication, and the implementation of 
special self-management programs for older adults (17, 30). Therefore, 
it is essential to train specialized personnel in geriatrics, improve the 
skills of employees the skills of employees in older adult care, and 
utilize modern methods to train geriatric specialists (89). The job 
satisfaction of personnel is directly related to the promotion of self-
management empowerment among older adulthood and the overall 
improvement in the quality of care. Management structures that 
provide a promotion system for older adult care personnel and their 
participation in decision-making have been found to increase self-
management (93).

The study also highlighted the importance of health policy-
making and the health system’s approach to involving older adults in 
decision-making at the national level. There is a growing need for a 
comprehensive and integrated care system as well as a systemic 
approach to providing comprehensive care (88). To effectively 
implement programs for older adults’ participation in care (76), it is 
essential to establish a standard care program and focus on older 
adults with MCCs within healthcare organizations. Innovation in 
monitoring and providing necessary care for older adults is also 
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crucial (76, 86). Current treatment guidelines in this area are 
inadequate and action in national policy-making is necessary (76). 
policy-makers should be  educated on the importance of self-
management for chronic patients (85), standardized care levels (40, 
51), upgrading facility resources (66, 86), and ensuring sustainable 
financial support for the older adults support system (29, 65) have 
also been recommended. Implementing a regular monitoring 
approach during patient care can empower patients by increasing 
their knowledge of their existing conditions; and enhancing their 
interactions with healthcare providers. Organizational supervision 
provides a suitable platform for the successful implementation of self-
management programs. Studies by Liu et al. and Söderlund et al. 
showed that the lack of regular follow-up care and treatment (68, 97) 
is a significant obstacle to promoting self-management. Baylis et al. 
identified limited access to healthcare resources (66) while Joo et al. 
highlighted confusion in contacting service providers as an important 
barrier to implementing self-management among older adults with 
chronic diseases (24). Additionally, Liu et  al. demonstrated that 
complications of that treatment complications can lead to disruptions 
in recommendations and difficulties in agreeing with proposed 
treatment plans. Self-management strategies and decision-making 
processes for older adults with chronic diseases (97).

Caring for older adults with MCCs poses a challenge to 
policymakers. Limited resources, a lack of specialized human 
resources, insurance issues, and restricted access to healthcare services 
are some of the primary obstacles in the field of policymaking. Jarnet 
et al. highlighted the lack of insurance coverage (73), while Boyd et al. 
point out that the absence of formal training programs for personnel 
and low levels of access to medical and care services as factors 
hindering self-management in older adults with MCC (79). This study 
also revealed that cultural factors play a significant role in the self-
management of older adults. Older adults are viewed as cultural assets 
(95) and use media platforms to promote their dignity (76), thus 
supporting the development of cultural services and bases for older 
adult’s care (95).

Embracing a positive cultural perspective on caring for older 
adults (97) emerged as a crucial predictor of self-management in this 
demographic. Ultimately, there are positive cultural beliefs. Values 
surrounding older adults’ care greatly (97) influence self-
management practices. A positive attitude towards older adults 
reduces the impact of diseases and promotes self-management. 
Conversely, a negative attitude towards older adult care leads to a 
decline in the quality of care, decreased motivation for treatment, 
and increased mortality rates (98). Indifference towards older adults 
(53, 69) hinders self-management while insulting behaviors and 
negative attitudes prevent participation in decision-making. Lower 
self-esteem and impeded effective self-management; marginalization 
and rejection reduces social roles (80) and self-management. Chan 
et  al. (28) highlight the negative effects of rejection and 
marginalization on self-management and social isolation. 
Richardson et al.’s findings indicate a decrease in family roles and 
self-management among older adults (80).

Cultural beliefs play a significant role in older adults. Various 
organizations, including municipalities, utilize the capacities of the 
media to promote the dignity of older adults (76) and support the 
development of cultural services for them (95). Retirees should 
consider participating in cultural and social programs. Traditional 
approaches to health, viewing caring for older adults as a natural 
family responsibility, and relatives’ adherence to traditions and beliefs 

are closely linked to self-management in older adults with MCCs. The 
study’s findings suggest that altruism within society is connected to 
the enhancement of self-management skills. A culture of altruism in 
society can increase dignity, adaptability, and self-management (63, 
94, 95, 97).

Delphi’s findings confirmed a set of factors related to self-
management that resulted from an integrated literature review and 
qualitative interviews and added four additional variables: individual 
knowledge, cost of care, complex treatment patterns, use of self-
management program due to integration with other variables, and 
disease severity.

4.1 Limitations

One limitation of the current study was the language restriction 
in selecting primary studies, which was confined to the English and 
Persian languages. However, this study has several strengths, such as 
a specific study design that integrates existing quantitative and 
qualitative evidence of the incorporation of experts, older adults, and 
family caregiver experience, and the use of the Delphi technique, 
which enhances the credibility of the study. It also considered various 
aspects to understand the multidimensional phenomenon of self-
management comprehensively.

5 Conclusion

Self-management is considered a cornerstone of chronic disease 
care and the initial step in providing patients with the information 
they need to care for their health. MCCs’ self-management has been 
defined as the ongoing process of facilitating the knowledge, skill, and 
ability necessary for MCCs’ self-care. This process incorporates the 
needs, goals, and life experiences of a person with MCCs, and is 
guided by empirical evidence. The overall objectives of self-
management are to support informed decision-making, self-care 
behaviors, problem-solving, and active collaboration with the 
healthcare team; and to improve clinical outcomes, health status, and 
quality of life.

The findings indicate that the level of self-management in older 
adults with MCCs is unfavorable. Given the growing older adult 
population, it is crucial to identify factors related to self-management 
to develop specialized models and interventions to maintain and 
improve health. Self-management in older adults is influenced by 
various factors, including older adults, their families, caregivers, 
disease complications, the healthcare system, society, culture, and 
politics. Therefore, a comprehensive approach is necessary when 
designing interventions and services for this population. It is 
expected that the application of the findings of this research in the 
clinical and policy-making of health systems will have positive 
consequences. According to the present results, a future line of 
research can expand the sample to include older adulthood 
population suffering from various diseases and chronic syndromes. 
The expansion of study variables that can predict self-management 
and may not be considered in this study should be considered in 
future studies. It is also recommended that the evaluation of some 
variables related to self-management, such as frailty, should 
be performed through biometric measurement methods and not 
only through self-administered questionnaires.
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The theoretical implications of this study will help strengthen 
the existing primary scientific evidence on physical, cultural, 
psychological, and social predictors of self-management in older 
adulthood with MCCs because the results of this project are the 
most up-to-date local evidence on variables related to self-
management in older adulthood. In this regard, this project can 
help to address issues related to the production of a self-
management predictive model of older adulthood with MCCs 
visible in the scientific community. In addition, the results of this 
study may help Geriatric specialists to better diagnose the factors 
affecting the self-management of older adulthood under 
treatment and care and help improve the quality of life of 
older adulthood.

In terms of practical implications, these results can serve as 
evidence for geriatric health decision-makers in developing clinical 
programs to examine predictors of self-management. On the other 
hand, it is possible to propose strategies to promote healthy aging 
based on the promotion of variables that are recognized as predictors 
of low self-management. In particular, the study methodology can 
be repeated, and as a result, these results can be confirmed in other 
older adult populations, in other environments with different barriers 
and facilitators of self-management, and in improving prevention and 
intervention variables. The strengths of this study, in addition to the 
fact that it was conducted for the first time in Iran, is its multi-
stage methodology.
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