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Introduction: Multimorbidity is an increasing public health challenge among 
older adults, particularly in Kerala, India. Shared decision-making (SDM) is 
central to person-centered care for this group, yet its implementation remains 
inconsistent in low- and middle-income countries (LMICs).
Methods: This qualitative study explored the experiences and perspectives 
of older adults with multimorbidity regarding SDM in Kerala’s primary care. 
Sixteen adults (aged 60+) were recruited from four primary health centers 
using purposive sampling. The Socio-Ecological Model guided the design 
and thematic analysis, examining SDM influences at individual, interpersonal, 
organizational, and sociocultural levels.
Results: Key findings revealed that individual barriers, such as limited health 
literacy and low self-efficacy, led to passive participation. Family members played 
a central role in healthcare interactions, sometimes facilitating but occasionally 
overshadowing patient voices. Organizational barriers, including high patient load 
and time constraints, limited SDM, while positive provider communication and 
continuity enabled engagement. Sociocultural factors included strong respect 
for medical authority and pluralistic health-seeking, with patients often reluctant 
to disclose alternative treatments to allopathic doctors. Exclusion from SDM was 
linked to dissatisfaction and poor adherence.
Conclusion: Addressing these barriers and leveraging enablers will require 
coordinated efforts in communication, health literacy, family engagement, and 
culturally sensitive practice to advance person-centered care.

KEYWORDS

older adults, multi-morbidity, shared decision-making, person-centered care, 
treatment burden, health system, non-communicable disease

1 Introduction

Multimorbidity is defined as the coexistence of two or more chronic conditions in an 
individual (1, 2). It is a growing public health challenge worldwide and its prevalence is 
increasing (3–6). Globally, multimorbidity affects approximately 37% of adults, with prevalence 
rising to over half among individuals aged 60 years and older, and it is notably higher in 
women than in men (7).
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As multimorbidity becomes more common, health systems are 
increasingly challenged to meet the needs of this population. As a 
consequence, health systems globally face the complex challenge of 
managing overlapping conditions, often requiring long-term, 
coordinated care (8). This problem is especially serious in countries 
like India, which is currently undergoing a significant demographic 
transition, with a rapidly expanding older adult population. Data 
from the Longitudinal Ageing Study in India (LASI) indicate that 
nearly half of individuals aged 60 years and above experience 
multimorbidity (9). Recent studies from Kerala report a multi-
morbidity prevalence ranging from 39.8 to 45.4% among adults aged 
30–69 years (10, 11) and 59.2% among older adults aged 60 years and 
above (12). The fast-growing older population and changing patterns 
of illness put extra pressure on health systems that already have 
limited resources (13, 14). This trend has profound implications for 
healthcare delivery, especially at the primary care level, where much 
of chronic disease management is initiated and maintained (15).

For older adults, these system pressures often translate into real-
world difficulties. Older adults with multimorbidity often encounter 
fragmented healthcare services, complex treatment regimens, and 
the cumulative burden of illness, all of which can negatively impact 
their physical, emotional, and social well-being (16–18). The 
inherent complexity of multimorbidity challenges traditional, 
disease-specific, episodic, and clinician-driven models of care, 
necessitating a shift toward more integrated, holistic, and person-
centered approaches (18–20).

In this context, shared decision-making (SDM) has emerged as a 
key strategy to advance person-centered care. SDM is a collaborative 
process in which healthcare professionals and patients work together to 
make healthcare decisions, integrating the best available clinical 
evidence with the patient’s values, preferences, and lived experiences 
(21). Many older individuals and their family members who provide 
care wish to actively participate in the decision-making process (22, 23). 
This approach respects patient autonomy and acknowledges the valuable 
insights that patients bring regarding their own health and priorities. 
Managing multimorbidity often requires making choices between 
different treatments and considering their effects on daily life (24, 25). 
By aligning healthcare decisions with patient values and preferences, 
SDM can enhance treatment adherence, reduce decisional conflict, and 
improve patient satisfaction (26, 27). Evidence also suggests that 
effective SDM is associated with improved health outcomes, greater 
patient empowerment, and more efficient use of healthcare resources 
(28, 29). Importantly, shared decision-making (SDM) helps advance the 
United Nations Sustainable Development Goals, especially SDG 3, 
which aims to ensure healthy lives and well-being for all at all ages (30). 
While SDM is not explicitly named in the SDGs, it is fundamental to 
achieving SDG 3 by promoting patient-centered care, improving health 
outcomes, and supporting universal health coverage (31, 32). By 
empowering older adults with multimorbidity to participate actively in 
their care, SDM enhances the quality and safety of care and fosters 
inclusive, participatory decision-making, key principles emphasized in 

the global SDG agenda (33). Thus, advancing SDM is not only central 
to person-centered care, but also to the broader pursuit of sustainable 
and equitable health systems.

However, despite its recognized benefits, SDM is not yet routinely 
practiced in many settings. Despite its inclusion in clinical guidelines and 
health policy frameworks in many high-income countries, the real-world 
implementation of SDM remains inconsistent, particularly in LMICs 
(34). In India, the adoption of SDM is limited, influenced by systemic 
constraints and sociocultural factors such as hierarchical doctor-patient 
relationships, time-pressured consultations, and a lack of institutional 
support for communication training and decision aids (35–39).

Kerala provides a unique context to examine these issues. In 
Kerala, the primary healthcare system serves as the first point of 
contact for a large segment of the population, particularly older adults 
in rural and semi-urban areas. Kerala is recognized for its robust 
public health infrastructure, high literacy rates, and progressive health 
indicators, and has one of the most rapidly aging populations in India 
(40, 41). Recent reforms, such as the transformation of primary health 
centers into family health centers, have aimed to strengthen primary 
care and promote patient-centered approaches (42, 43). Despite these 
advances, evidence suggests that community involvement in health 
decision-making remains limited, and older adults often defer to the 
authority of healthcare providers (44–46). Time constraints, provider 
workloads, and the absence of formal mechanisms for eliciting patient 
preferences further hinder the practice of SDM (47, 48).

To address these complex, multi-level barriers, a comprehensive 
framework is needed. Given the multifaceted nature of SDM, this 
study draws on the Socio-Ecological Model (SEM) as a guiding 
framework (49). The SEM recognizes that health behaviors and 
decisions are shaped by factors at multiple, interacting levels: 
individual, interpersonal, organizational, and broader sociocultural 
and policy contexts. Applying this framework allows for a 
comprehensive exploration of the barriers and facilitators to SDM 
among older adults with multimorbidity in Kerala’s primary care 
settings. Accordingly, this study aims to explore the experiences and 
perspectives of older adults with multimorbidity regarding SDM in 
Kerala’s primary care, identifying multi-level barriers and enablers.

2 Materials and methods

2.1 Study design and setting

This descriptive qualitative study design was employed. The study 
adhered to the Standards for Reporting Qualitative Research (SRQR) 
guidelines (50). Data was collected from four primary health centres 
(PHCs) in Kerala, namely Mynagapally, Punnapra, Kalloorkad, and 
Engandiyur. In the Indian health system, PHCs serve as the first point 
of contact for most patients, particularly in rural and semi-urban 
areas. They provide a comprehensive range of essential health services, 
including maternal and child health, immunizations, management of 
communicable and non-communicable diseases, health education, 
and referral services. In Kerala, PHCs play a pivotal role in chronic 
disease management through dedicated non-communicable disease 
(NCD) clinics, operated under the state’s “Amrutham Arogyam” 
program. This initiative focuses on early detection, screening, 
treatment, and the promotion of healthy lifestyles to address the rising 
burden of conditions such as diabetes and hypertension.

Abbreviations: SDM, Shared Decision Making; LMICs, Low-and middle-income 

countries; SEM, Socio-ecological model; LASI, Longitudinal Ageing Study in India; 

SDG, Sustainable development goal; SRQR, Standards for Reporting Qualitative 

Research; PHC, Primary Health Centre; APL, Above Poverty Line; BPL, Below 

Poverty Line.
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2.2 Participants

A purposive sampling strategy was employed to achieve maximum 
variation, ensuring representation across age, gender, socioeconomic 
background, and type of multimorbidity. This approach facilitated the 
inclusion of diverse perspectives and experiences related to shared 
decision-making in primary care.

Inclusion criteria were: (1) adults aged 60 years and above; (2) 
presence of multimorbidity, defined as the coexistence of two or more 
chronic non-communicable conditions (e.g., diabetes, cardiovascular 
disease, cancer, stroke, chronic obstructive pulmonary disease, or 
chronic kidney disease); and (3) ability to converse in either 
Malayalam or English. Exclusion criteria included: (1) diagnosis of 
dementia; and (2) communication impairments hindering 
meaningful participation.

Potential participants were identified by healthcare providers at 
the PHCs and approached by the research team after initial eligibility 
screening. Four interviews were conducted from each district, which 
sums up to a total of 16 interviews. Data collection proceeded 
iteratively until the lead researcher, in collaboration with academic 
supervisors, determined that data saturation was achieved (51). This 
decision was based on a systematic analysis of the interview data, 
regularly examining emerging themes, codes, and patterns. Saturation 
was reached when no new information or insights emerged, 
indicating further interviews would yield redundant data. The 
evaluation included monitoring recurring themes, verifying data 
redundancy, and confirming rich, comprehensive narratives from 
diverse participant perspectives.

2.3 Data collection

Individual in-depth semi-structured interviews were conducted 
with participants between June and December 2024. The interview 
guide, developed with reference to the SEM, included questions 
designed to elicit participants’ experiences and perspectives on 
SDM at the individual (e.g., health beliefs, literacy), interpersonal 
(e.g., family involvement), organizational (e.g., provider practices, 
continuity), and sociocultural/policy (e.g., cultural norms, health 
system factors) levels. The guide was pilot tested with five 
interviews and refined accordingly, the interviews were designed 
to last between 30 to 60 min, depending on the flow of conversation 
and the level of detail provided by the participants.

The interview questions followed a hierarchical structure, 
beginning with open-ended questions to allow participants to 
describe their general experiences. For example, an initial question 
asked: “What are the difficulties caused by multimorbidity in your 
life?” Subsequent follow-up questions were tailored to explore 
specific issues raised by participants, such as, “What obstacles do 
you  face in managing the problems caused by your health 
conditions?” or “What kind of support would be most helpful from 
your family, community health centers, or other organizations in 
primary care settings?” To ensure thorough understanding and 
contextual validation, prompts were used when participants 
provided insufficiently detailed responses, such as, “How would the 
support you  mentioned help you  specifically?” This approach 
helped to validate the participants’ priorities and needs in their 
own words.

The interviews were held in person at the primary health centers 
(PHCs) or at the home of the participant, depending on the 
participant’s preference and convenience. Before each interview, the 
researcher thoroughly explained the purpose of the study and the 
interview process to the participants, ensuring they understood the 
content and objectives. The duration of each interview ranged from 
45 to 60 min. During the interviews, the researcher remained 
respectful, objective, and flexible, adjusting the order of questions as 
needed and asking follow-up questions to probe deeper into specific 
responses. This approach ensured a more natural and fluid 
conversation, allowing participants to express their thoughts and 
experiences fully. The interviewer ensured privacy and that no other 
persons were present during interviews. Field notes were taken 
during and immediately after each interview to capture non-verbal 
cues and contextual information. The interviews were audio-
recorded and transcribed verbatim. The Malayalam transcription 
then translated to English. Transcripts were not returned to 
participants, however, the researcher documented key points during 
the interviews and discussed these summaries with the participants 
to verify that they accurately reflected their experiences and 
perspectives. Participants were given the opportunity to provide 
feedback, clarify any misunderstandings, and offer additional 
insights. This process helped to enhance the credibility and 
authenticity of the study’s findings.

2.4 Reflexivity and positionality

The research team recognized the importance of reflexivity 
throughout the study. Data collection was conducted by the lead 
researcher, a male PhD scholar with a background in social work in 
public health and expertise in older adult care and management of 
non-communicable diseases. He has prior experience as a research 
associate on a qualitative study of health system preparedness for road 
traffic injuries. He has completed a four-credit course on social science 
research and qualitative methods. As a native of Kerala, the researcher’s 
familiarity with the local language, culture, and healthcare context 
facilitated rapport-building and contextual understanding during 
interviews with older adults. There was no prior relationship between 
the interviewer and participants.

To enhance the credibility and trustworthiness of the findings, 
the lead researcher maintained a reflexive journal to document 
personal assumptions, preconceptions, and observations throughout 
the research process. Regular supervisory meetings were held with 
three academic supervisors, who provided critical feedback and 
guidance on data collection, analysis, and interpretation. These 
discussions encouraged the researcher to critically examine how their 
background and positionality might influence interactions with 
participants and the interpretation of findings. This reflexive 
approach aimed to ensure that the analysis authentically represented 
participants’ perspectives, rather than being shaped by researcher 
expectations or prior experiences.

2.5 Data analysis

Thematic analysis was employed to analyze the interview data, 
following the six-step framework outlined by Braun and Clarke (52). 
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These steps included: (1) familiarization with the data, (2) generating 
initial codes, (3) searching for themes, (4) reviewing themes, (5) 
defining and naming themes, and (6) producing the final report. 
Within 24 h of each interview, audio recordings were transcribed 
verbatim by the researcher. The interviews conducted in Malayalam 
were initially transcribed verbatim in the original language and 
subsequently translated into English by the lead researcher. To ensure 
the accuracy and quality of the translation, a second independent 
bilingual reviewer cross-checked the English transcripts against the 
original Malayalam audio recordings, resolving any discrepancies 
through consensus discussion. This process ensured that the nuances 
and meanings of participants’ expressions were faithfully preserved in 
the English translations.

The transcripts were then imported into NVivo 12 (53) software 
to facilitate systematic data management, coding, and retrieval. SEM 
was used as a sensitizing framework to organize and interpret themes 
across individual, interpersonal, organizational, and sociocultural/
policy levels.

To ensure analytic rigor and consistency, the lead researcher 
conducted the initial coding of all transcripts. A subset of transcripts 
was independently reviewed by the three academic supervisors, who 
provided critical feedback and suggestions. Discrepancies or 
differences in coding were addressed through a process of contextual 
verification by revisiting the original transcripts, followed by 
collaborative discussions between the lead researcher and supervisors. 
Where necessary, consensus was reached through further deliberation. 
The codes were then refined and systematically organized into broader 
themes and sub-themes. The research team-comprising the lead 
researcher and supervisors jointly reviewed the relevance and 
coherence of the themes in relation to the study objectives and 
finalized their naming. This collaborative and reflexive process 
ensured a transparent and robust interpretation of the data, allowing 
for nuanced insights into the shared decision-making experiences of 
older adults with multimorbidity in primary care settings.

2.6 Ethics

This study was approved by the Institutional Ethics Committee 
(IEC) of Kasturba Medical College (KMC) and Kasturba Hospital 
(KH), Karnataka, India (Ethical Review No. IEC1: 05/2023, dated 27 
July 2023). Administrative permission to conduct the study and collect 
data from primary health centers was obtained from the Directorate 
of Health Services, Kerala (Order No. MC4-48885/2022/DHS dated 
09/2022). Written and verbal informed consent was obtained from all 
participants, ensuring that they understood their rights and 
voluntarily agreed to participate. All data collected was kept 
confidential and anonymous, and no identifying information was 
published in this paper.

3 Results

Researcher approached 19 possible participants where 16 of them 
agreed for the interview. The age of participants is in the range of 60 
to 78 years, out of which eight are male and eight are female. 13 
participants are staying with their family while the remaining are 
living alone. 10 participants are not working, three are unskilled 

labors, two are self-employed and a retired. 12 participants follow 
Allopathy while the remaining four rely both on Allopathy and 
Ayurveda (Tables 1, 2).

3.1 Individual-level factors

3.1.1 Health literacy and self-efficacy
A substantial number of participants described significant 

challenges in understanding their medical conditions, treatment 
options, and the implications of various choices. Many expressed 
uncertainties about medical terminology and a lack of confidence in 
their ability to actively participate in healthcare discussions. For some, 
the language used by providers was perceived as too technical or 
unfamiliar, which led them to withdraw from conversations and defer 
to the provider’s expertise.

Participant 13: “I often feel lost when the doctor talks about my 
illnesses. I do not understand many things they say, so I just listen 
quietly. I ask about the medicine and when to have it and how many 
times a day.”

Another participant 3: “They write prescriptions, sometimes nobody 
can read. Then I do not understand which tablet is for what purpose. 
Pharmacists also do not have time to explain. I cannot read it, so 
I have to ask my neighbour.”

This lack of understanding often resulted in a passive approach to 
healthcare, where participants simply accepted whatever was 
recommended without seeking clarification or additional information. 
Participants reported feeling hesitant to ask questions or clarify 
doubts, fearing that they might appear ignorant or disrespectful to 
the provider.

Participant 8: “I worry the doctor will think I am wasting his time 
if I  ask too many questions. What if I  am  asking the wrong 
questions? Now a days, there is no talk, it is just looking at the test 
results and getting signed in my notebook (prescription book).

Participant 5: “What will the other patients who are waiting in the 
queue think? Sometimes if we spend more time with the doctor, 
people start yelling. So, I keep my doubts to myself.”

Such experiences contributed to a sense of helplessness and 
resignation, with many describing themselves as “just following 
instructions” rather than being active partners in their care. This 
limited health literacy and self-efficacy were seen as major barriers to 
meaningful involvement in SDM.

3.2 Interpersonal-level factors

3.2.1 Family involvement and influence
Family members, particularly adult children and spouses played 

a prominent role in mediating interactions with healthcare providers. 
Many older adults were accompanied by relatives to appointments, 
with family members often taking the lead in discussions and, at 
times, making decisions on behalf of the patient. This dynamic was 
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TABLE 1  Participant demographics.

ID Age Sex Eduction Income District Living 
Situation

Occupation Main Health Conditions Mode(s) of Treatment

P1 78 Male Graduated APL Alappuzha With family Retired Diabetes, High blood pressure, Cataract Allopathy

P2 75 Female Secondary BPL Alappuzha With family Self employed Low blood pressure, Arthritis (back pain), Asthma Allopathy and Ayurveda

P3 72 Female Primary APL Alappuzha With family Not working Arthritis, Low blood pressure, High cholesterol, Breathing issues Allopathy and Ayurveda

P4 68 Female Primary APL Alappuzha With family Not working Diabetes, High blood pressure, High cholesterol, Vision issues Allopathy

P5 60 Male Primary APL Trissur With family Unskilled labor Blood pressure, Diabetes Allopathy and Ayurveda

P6 75 Male Secondary BPL Trissur With family Not working Diabetes, High blood pressure, High cholesterol, COPD (bypass surgery) Allopathy

P7 67 Female Secondary APL Trissur With family Not working Diabetes, High blood pressure Allopathy

P8 63 Female Secondary BPL Trissur Alone Not working Diabetes, High blood pressure, Arthritis, Kidney disease Allopathy

P9 62 Female Graduation APL Ernakulam Alone Not working Diabetes, Kidney disease Allopathy

P10 76 Male Primary BPL Ernakulam With family Not working Blood pressure, Stroke, Asthma Allopathy

P11 60 Female Secondary APL Ernakulam With family Not working Cancer, Kidney disease Allopathy

P12 65 Male Primary APL Ernakulam With family Unskilled labor Blood pressure, Asthma, Cataract, Hearing issues Allopathy

P13 62 Male Secondary BPL Kollam With family Unskilled labor Diabetes, Blood pressure, Arthritis Allopathy

P14 70 Male Primary BPL Kollam With family Not working Diabetes, Blood pressure, Arthritis, Neuro issues Allopathy and Ayurveda

P15 69 Male Secondary APL Kollam With family Not working Diabetes, Blood pressure, Arthritis Allopathy

P16 61 Female Graduation APL Kollam Alone Self employed Diabetes, Blood pressure, Arthritis, High cholesterol Allopathy
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especially evident among participants who felt less confident in their 
own ability to communicate with healthcare professionals or who had 
limited health literacy.

Participant 11: “Usually, my son comes with me to the clinic. 
He talks to the doctor and explains things to me later. He knows 
better than me.”

Participant 7: “My husband always comes with me to the health 
center. He listens to what the doctor says. He reminds me about the 
medicines and when to go for check-ups.”

While this support was appreciated, especially by those with 
physical or cognitive limitations, some participants felt their own 
preferences were overlooked or overshadowed by family opinions. The 
presence of family could be  both empowering and constraining, 
depending on the nature of relationships and the degree of respect for 
the older adult’s autonomy.

Participant 2: “My daughter is always there to support me. I tell her 
what I feel. She answers the questions of doctor. It’s easier to let her 
handle everything.”

While family members, including adult children and spouses, 
often played a central role in mediating interactions with healthcare 
providers, this dynamic was not strongly linked to gender in our 
setting. Both men and women described relying on family for support 
and sometimes deferring to relatives in discussions with providers.

3.2.2 Respect for medical authority
A deeply ingrained respect for doctors and medical authority was 

evident across many interviews. Participants described doctors as the 

ultimate decision-makers and expressed reluctance to question or 
challenge their recommendations. For many, the physician’s expertise 
was seen as unquestionable, and their own role was to comply rather 
than collaborate.

Participant 6: “We have always believed that the doctor knows best. 
Who am I to question what he says?”

Some participants felt that voicing concerns or preferences might 
be seen as disrespectful or ungrateful, leading them to remain silent 
even when they had doubts or preferences. This difference to medical 
authority contributed to a largely passive role for patients in the 
decision-making process, reinforcing a traditional, paternalistic model 
of care.

Participant 3: “I do not want to offend the doctor by disagreeing. 
Sometimes my ayurveda doctor suggest me to do things differently 
and I get confused. But I do not ask the doctor. He is the expert, after 
all. What if he does not like.”

Such attitudes were often shaped by lifelong experiences and 
reinforced by community norms, making it challenging for patients 
to assert their preferences even when they wished to do so.

3.3 Organizational-level factors

3.3.1 Provider communication and continuity
Positive experiences of SDM were closely linked to providers who 

took the time to explain treatment options, encouraged questions, and 
demonstrated empathy. Participants valued healthcare professionals 
who remembered their history and engaged them in meaningful 

TABLE 2  Themes and sub-themes.

SEM Level Theme Sub-Themes

Individual

Level

Health Literacy and Self-Efficacy - Difficulty understanding medical terms

- Hesitancy to ask questions

- Passive participation

Interpersonal

Level

Family Involvement and Influence - Family as support in healthcare interactions

- Family sometimes overshadowing patient preferences

- Not strongly gendered in Kerala

Respect for Medical Authority - Deference to doctors

- Reluctance to question or challenge recommendations

Organizational

Level

Provider Communication and Continuity - Value of clear explanations and empathy

- Importance of continuity of care

- Trust and partnership

Time Constraints and System Pressures - High patient load

- Rushed consultations

- Limited opportunity for dialogue

Sociocultural/ Policy-Level Community Norms and Pluralistic Health-Seeking - Respect for medical authority

- Use of both allopathic and alternative medicine

- Reluctance to disclose alternative treatment to allopathic doctors

Cross-Cutting Consequences of Exclusion - Dissatisfaction with care

- Confusion about treatment plans

- Poor adherence to treatment
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conversations about their care. These interactions fostered a sense of 
trust, comfort, and partnership, making it easier for patients to express 
their concerns and preferences.

Participant 14: “The doctor who knows me well always asks how I’m 
feeling and explains the different options. It makes me feel like my 
opinion matters.”

Continuity of care-consistently seeing the same provider over 
time-was identified as a key facilitator of trust and more collaborative 
interactions. Participants who experienced continuity reported greater 
satisfaction and a stronger sense of agency in their care.

Participant 9: “When I see the same doctor every time, I feel more 
comfortable talking about my problems. He  understands my 
situation better.”

However, such positive experiences were not universal. Many 
participants described brief, transactional encounters in which 
providers focused on issuing prescriptions rather than engaging in 
dialogue. The lack of continuity and personalized attention often left 
patients feeling like just another number in a busy clinic.

Participant 1: “Most of the time, the doctor just writes the prescription 
and moves on to the next patient. There’s no time for discussion.”

3.3.2 Time constraints and system pressures
High patient volumes and limited consultation times were 

frequently cited as barriers to SDM. Participants described rushed 
appointments, with little opportunity to ask questions or discuss 
preferences. The pressure on providers to see many patients in a short 
period often resulted in consultations that were hurried and impersonal.

Participant 6: “The waiting room is always full, and the doctor is in a 
hurry. I feel bad taking up more of his time, so I just listen to what 
he says. Sometimes I do not fully understand. Then I ask the pharmacist.”

Some participants perceived that providers were under pressure 
to see as many patients as possible, which further limited opportunities 
for meaningful engagement. This organizational reality reinforced a 
sense of being “processed” rather than cared for, and discouraged 
patients from seeking clarification or voicing their concerns.

Participant 16: “I can see the doctor is busy. I  do not want to 
trouble him with my worries. When doctor spend more time with 
a patient, other people will start making noise. Everyone wants to 
get it done as soon as possible.”

These organizational constraints contributed to a sense of 
frustration and resignation among patients, who felt that the system 
did not allow for genuine dialogue or partnership.

3.4 Community norms and pluralistic 
health-seeking

Several participants described feeling uncertain or reluctant to 
disclose to their allopathic doctor that they were also receiving 

Ayurvedic or other alternative treatments. This hesitancy often 
stemmed from concerns about being judged, misunderstood, or 
admonished by the allopathic provider.

Participant 14: “I take ayurvedic medicine for my joint pain, but 
I do not tell my allopathy doctor because I’m afraid he will ask me 
to stop or say something negative.”

In contrast, participants felt more comfortable telling their Ayurveda 
practitioner that they were also seeing an allopathic doctor, reflecting a 
perception that Ayurveda is more accepting of integrative approaches.

Participant 5: “When I  go to the Ayurveda doctor, I  can say 
I am taking tablets from the health centre. They usually ask about it 
and do not mind.”

This selective disclosure highlights a subtle but important aspect 
of patient-provider relationships in Kerala: while patients value the 
expertise of allopathic doctors, they may withhold information about 
alternative treatments to avoid conflict or disapproval. Such practices 
can have implications for safety, drug interactions, and the effectiveness 
of care. At the same time, the coexistence of multiple medical systems 
in Kerala fosters a unique environment where patients navigate 
between traditions, sometimes blending approaches to suit their needs.

3.5 Consequences of exclusion

Participants who felt excluded from decision-making reported a 
range of negative outcomes, including dissatisfaction with care, 
confusion about their treatment plans, and poor adherence to 
prescribed regimens. When patients did not understand the rationale 
for their treatments or felt their concerns were not addressed, they 
were less likely to follow through with recommendations.

Participant 7: “Sometimes I do not take the tablets because I do not 
really understand why I need them. No one explained it to me.”

Others described feeling anxious, isolated, or disempowered, 
which affected their willingness to seek care or follow through with 
recommendations. The lack of explanation or involvement in decisions 
often led to uncertainty and disengagement, potentially undermining 
the effectiveness of care.

Participant 10: “When nobody explains things to me, I feel lost and 
worried. It makes me afraid to go to the clinic.”

3.6 Summary

The experiences of older adults with multimorbidity in Kerala’s 
primary care settings reveal a complex interplay of individual 
knowledge, family involvement, provider practices, and cultural norms 
shaping shared decision-making. While some participants described 
positive, inclusive encounters, many faced significant barriers at 
multiple SEM levels. These findings underscore the need for multi-
level interventions to promote person-centered care and empower 
older adults to participate actively in decisions about their health.
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4 Discussion

The SEM highlights how SDM is shaped by a dynamic interplay 
of individual, interpersonal, organizational, and sociocultural/policy 
factors. Our findings reveal that while there are positive examples of 
participatory care, substantial barriers persist at every level, echoing 
patterns observed across low- and middle-income countries (LMICs) 
(54). Shared decision-making has important implications for the 
attainment of the Sustainable Development Goals (SDGs). Achieving 
this goal requires not only access to services, but also meaningful 
patient engagement and participation in care decisions as it promotes 
patient empowerment, improves treatment adherence, and enhances 
health outcomes.

4.1 Individual-level factors

At the individual level, limited health literacy and low self-
efficacy emerged as critical barriers to active engagement in 
SDM. Many participants described difficulties in understanding 
medical terminology, treatment options, and the implications of 
various choices. This uncertainty often resulted in a passive approach, 
with patients deferring decisions to healthcare providers rather than 
actively participating in their own care. These findings align with 
previous research in LMICs, which has consistently highlighted low 
health literacy as a key obstacle to SDM (28, 54–56). Additionally, 
some participants expressed apprehension about asking questions, 
fearing they might be seen as challenging the provider’s authority or 
wasting their time. This lack of confidence and perceived power 
imbalance further limited their willingness to engage in meaningful 
dialogue. To address these barriers, targeted health education 
interventions and the use of patient-friendly decision aids are 
essential. Providing information in clear, accessible language and 
encouraging patients to voice their concerns can empower older 
adults to take a more active role in their healthcare decisions (57). 
Decision aids and pictorial tools have been shown to effectively 
reduce decisional conflict and support shared decision-making in 
LMICs, with evidence from Malaysia highlighting the importance of 
addressing cultural paternalism and role boundaries among 
healthcare providers for successful implementation. In India, a self-
administered, adaptive decision aid significantly lowered decisional 
conflict among early breast cancer patients, demonstrating feasibility 
and cultural adaptability in improving patient engagement and 
preference-concordant surgical decisions (58, 59).

4.2 Interpersonal-level factors

Family involvement was a defining feature of SDM in Kerala. 
Family members, especially adult children, frequently accompanied 
older adults to appointments, mediated interactions with providers, 
and sometimes made decisions on the patient’s behalf. While this 
support was often valued, particularly by those with physical or 
cognitive limitations, it could also overshadow the patient’s own 
preferences. Notably, in contrast to findings from other Indian states 
and some LMICs, this dynamic in Kerala was not strongly gendered, 
reflecting the state’s relatively high levels of gender equity and 
autonomy among older women.

Our findings that family members can both enable, and hinder 
decision-making are consistent with broader research on family-
centered care (60, 61). On one hand, family members can help patients 
articulate concerns, interpret complex information, and provide 
emotional support. On the other, their involvement may inadvertently 
suppress the patient’s voice, especially if family members dominate 
discussions or make decisions without fully consulting the older adult. 
Effective SDM in such contexts requires a nuanced approach that 
respects patient autonomy while constructively integrating family input. 
Training providers to facilitate inclusive conversations and explicitly 
inviting the patient’s perspective can help balance these influences.

4.3 Organizational-level factors

At the organizational level, provider communication and 
continuity of care emerged as critical enablers of SDM. Participants 
who consistently saw the same provider and experienced empathetic, 
clear communication described feeling more included in decisions 
about their care. These positive encounters fostered trust, comfort, 
and a sense of partnership, making it easier for patients to express 
their concerns and preferences. However, high patient loads, limited 
consultation times, and system pressures often resulted in rushed, 
transactional encounters that limited opportunities for meaningful 
engagement. Many participants described feeling like “just another 
number” in a busy health center, with little time or space to discuss 
their preferences or ask questions. These challenges are widely 
reported in LMIC settings, where resource constraints and workforce 
shortages are common (62, 63). Such organizational realities reinforce 
passive patient roles and undermine the principles of 
SDM. Interventions at this level should focus on providing training 
in SDM techniques, restructuring clinic workflows to allow more 
time for patient engagement, and promoting continuity of care. 
Studies have shown that even brief SDM interventions, when 
consistently applied, can improve patient satisfaction and health 
outcomes (64, 65).

4.4 Sociocultural and policy-level factors

Kerala’s community norms strongly emphasize respect for medical 
authority, which can discourage patients from questioning providers 
or expressing preferences. This cultural expectation of difference to 
expertise was evident in many participants’ accounts, regardless of 
gender or educational background. While such respect can foster 
trust, it may also limit open dialogue and reduce opportunities for 
SDM (66, 67).

A unique finding in this context was the prevalence of pluralistic 
health-seeking, with many patients consulting both allopathic and 
Ayurvedic practitioners. Several participants hesitated to disclose their 
use of ayurveda to allopathic doctors, fearing disapproval or negative 
reactions. This selective disclosure may have implications for 
treatment safety, drug interactions, and the effectiveness of SDM, 
highlighting the need for open, nonjudgmental communication and 
provider awareness of pluralistic practices (68, 69). At the policy level, 
Kerala’s health reforms have strengthened primary care and promoted 
patient-centered approaches, yet the real-world implementation of 
SDM remains inconsistent. Ongoing system-level support and 
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investment are needed to institutionalize SDM practices and create an 
environment conducive to participatory care (70).

4.5 Consequences of exclusion

Exclusion from SDM was associated with dissatisfaction, 
confusion about treatment plans, and poor adherence to prescribed 
regimens. When patients did not understand the rationale for their 
treatments or felt their concerns were not addressed, they were less 
likely to follow through with recommendations. This finding is 
supported by a substantial body of evidence that SDM improves 
adherence, self-management, and health outcomes in chronic disease 
management (28). For older adults with multimorbidity, SDM is not 
only an ethical imperative but also a practical strategy to improve 
outcomes, as patients’ willingness to adhere to treatment is closely 
linked to their understanding and involvement in care decisions.

4.6 Implications for policy and practice

Individual level and Interpersonal level: Implement educational 
programs and initiatives to promote and encourage the adoption of 
shared decision-making among both patients and primary caregivers.

Organizational level: Training initiatives for primary healthcare 
providers should emphasize communication and skills to encourage 
SDM tailored to the specific context of Kerala’s healthcare system. 
Additionally, clinic workflows should be  redesigned to extend 
consultation durations, helping to alleviate the effects of high patient 
volumes and brief appointments. Enhancing continuity of care can 
also build patient trust and improve adherence to treatment plans.

Sociocultural and policy levels: State health policies should 
formally integrate SDM practices into primary care within the 
framework of Kerala’s ongoing healthcare reforms. Encouraging open 
communication about diverse health-seeking behaviors, including 
both allopathic and traditional medicine, can help address patient 
concerns and enhance transparency in treatment. Additionally, 
policies should ensure creation of a space for patients to openly share 
their use of alternative medicine.

5 Conclusion

Interpreting the findings through the Socio-Ecological Model 
reveals that SDM for older adults with multimorbidity in Kerala is 
influenced by a complex interplay of individual, interpersonal, 
organizational, and sociocultural factors. Addressing these multi-level 
barriers and leveraging enablers will require coordinated efforts at all 
levels of the health system. Interventions that prioritize 
communication, education, family engagement, and culturally 
sensitive practice are essential for advancing person-centered care and 
improving health outcomes in this vulnerable population.
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