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ABSTRACT

Aims: To explore how older adult-family caregiver dyads jointly manage multiple chronic conditions. Specifically, it investigates
how dyads (i) prioritise chronic diseases, (ii) make and negotiate decisions related to self-care and (iii) define and distribute self-
care tasks and caregiver contributions.

Design: A qualitative descriptive study using dyadic data collection and analysis.

Methods: Semi-structured interviews were conducted separately with chronically ill older adults and their family caregivers
between July and December 2024. A hybrid inductive-deductive content analysis was applied. Dyadic analysis compared intra-
dyad perspectives to identify patterns of agreement and disagreement.

Results: Thirty-four dyads (n =68 participants) were interviewed. Older adults had a mean age of 80.09years (SD=6.95) and
were affected by a median of four chronic conditions. Family caregivers had a mean age of 51.71years (SD = 14.59), with most
being the older adults' children (66.67%) and women (82.35%). Five categories, comprising 25 subcategories, were derived from
the data. Disease prioritisation varied within dyads: older adults often focused on conditions with the most disabling symp-
toms, while caregivers emphasised those with higher risks of complication. Decision-making roles ranged from older adult-led
to caregiver-led to shared. Care organisation followed three models: collaborative, older adult-directed, or caregiver-directed.
Challenges in managing diseases included treatment adherence, care coordination, emotional burden and addressing multiple
symptoms simultaneously. Role distribution in disease management and decision-making was complex and occasionally mis-
aligned, sometimes resulting in conflict. Collaborative dyads reported greater adaptability and balance, while incongruent dyads
experienced relational and organisational strain.

Conclusion: Managing multiple chronic conditions in older adults is a relational process shaped by interpersonal dynamics and
shared responsibilities with family caregivers. Recognising dyadic relational patterns is essential for designing targeted educa-
tional interventions. Nurses should incorporate dyadic assessments into routine care to improve outcomes for older adults and
reduce caregiver burden.

Implications for the Profession and/or Patient Care: This study highlights the importance of viewing chronic disease man-
agement as a dyadic process, rather than an individual task, involving both the older adult and the family caregiver. Tailored
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strategies that account for the relational dynamics within dyads, such as decision-making roles and care task distribution, are

essential for effective chronic disease management.

Reporting Method: Consolidated criteria for reporting qualitative studies (COREQ).

Patient or Public Contribution: None.

1 | Introduction

The global population is aging, with the proportion of in-
dividuals aged 60 and over expected to double by 2050
(WHO 2024). Most older adults live with multiple chronic con-
ditions (MCCs), defined as the co-occurrence of two or more
chronic diseases (National Council on Aging 2024). MCCs
are associated with poorer physical functioning, diminished
quality of life, and worse health outcomes (Aubert et al. 2022;
Makovski et al. 2019). Managing chronic conditions involves
self-care, defined as the process by which individuals with
chronic illness maintain health and manage their symptoms
(Riegel et al. 2012). Self-care becomes more complex in the
context of MCCs due to overlapping symptoms, competing pri-
orities, and potential cognitive or physical limitations (Baldan
et al. 2024). Effective self-care has been shown to reduce hos-
pitalisations and mortality rates in heart failure (HF) (Iovino
et al. 2021; Jaarsma et al. 2021), improve glycaemic control
and lower risk of complications in diabetes mellitus (DM)
(Fabrizi et al. 2020), and reduce respiratory-related hospital
admissions in chronic obstructive pulmonary disease (COPD)
(Schrijver et al. 2022).

2 | Background

Among older adults, self-care activities are oriented toward
promoting well-being and the prevention and management of
the effects of aging, and they take place within a social and
relational context (Lommi et al. 2015). Self-care in later life
is rarely carried out in isolation; it often involves the sup-
port of informal caregivers—typically family members or
friends—who play an active role in sustaining these efforts
(Conway 2019; Luichies et al. 2021). This support, concep-
tualised as the caregiver's contribution to self-care (Vellone
et al. 2019), varies in intensity and is continually negotiated
within chronically ill older adult-caregiver dyads (De Maria
et al. 2021). As needs evolve, older adults and their caregivers
often shift roles and renegotiate responsibilities, highlighting
the relational and dynamic nature of self-care in this popula-
tion (Lommi et al. 2015).

Little is known about how older adult-informal caregiver
dyads manage the complexity of MCCs. Previous research has
identified four dyadic care typologies in the management of
chronic diseases: patient-oriented, where the patient manages
their health independently with minimal caregiver involve-
ment; caregiver-oriented, where the caregiver manages the pa-
tient's health with limited patient participation; collaborative,
involving active participation from both parties; and incon-
gruent, where the patient and the caregiver disagree on who
manages the illness (Buck et al. 2013). Collaborative dyads
have demonstrated the highest levels of self-care and caregiver

contribution to self-care due to more balanced task distribu-
tion (De Maria, Erba, et al. 2023; De Maria, Lee, et al. 2023).
Conversely, incongruent dyads often experience conflicting
expectations, which can lead to poorer health outcomes and
increased caregiver burden (Irani et al. 2023). These findings
highlight the importance of examining how dyadic interac-
tions influence self-care behaviours in the context of MCCs.
Factors such as gender also shape dyadic dynamics. For exam-
ple, women caregivers often excel in disease monitoring, and
older patients tend to benefit more from the support provided
by women caregivers (De Maria, Erba, et al. 2023; De Maria,
Lee, et al. 2023).

Despite these insights, important gaps remain in under-
standing the lived experiences of dyads managing MCCs.
Qualitative literature is limited and primarily focused on sin-
gle chronic diseases. Existing studies highlight the caregiver's
central role in medication adherence, symptom monitoring,
exacerbation management, emotional support, and patient ad-
vocacy (Durante et al. 2019; Matarese et al. 2021). Moreover,
qualitative studies also reveal the significant burden and strain
that family caregivers often experience (Pendoni et al. 2024).
These studies affirm the value of qualitative approaches in
revealing the complex, relational aspects of disease manage-
ment within dyads—aspects missed by quantitative research.
A deeper understanding of how dyads face challenges, adopt
self-care strategies, and negotiate responsibilities is crucial for
designing tailored interventions that enhance both older adult
self-care and caregiver contribution, ultimately improving
health outcomes for older adults.

3 | The Study
31 | Aims

The aim of this study was to explore the experiences of dyads in
managing MCCs, specifically investigating: (i) how older adults
and caregivers, individually and jointly, establish priorities in dis-
ease management and determine which conditions to focus on; (ii)
how they make decisions regarding MCC management and nav-
igate potential conflicts; and (iii) how they define and distribute
patient self-care activities and caregivers' contributions.

4 | Methods
4.1 | Design
This study employed a qualitative descriptive design, which
allows for a comprehensive summary of events in everyday

language, staying close to participants’ actual experiences
and providing a straightforward yet rich depiction of the
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Summary

« What problem did the study address?

o The study examined how older adults with multi-
ple chronic conditions and their informal caregiv-
ers jointly manage self-care, specifically how they
prioritise diseases, make decisions and share care
responsibilities.

« What were the main findings?

o Older adult-family caregiver dyads adopt different
models of disease management (collaborative, older
adult-directed, caregiver-directed), often holding di-
vergent views on disease importance and decision-
making roles, and facing both shared and individual
challenges. Misalignment in roles can lead to strain,
whereas congruent dyads tend to demonstrate
greater adaptability.

« Where and on whom will the research have an impact?
o The findings have implications for nurses caring for
older adults with multiple chronic conditions and
their family caregivers, guiding the development
of personalised, dyad-centred interventions. They
are relevant to clinical settings, home care, and
caregiver support programmes, particularly within
ageing populations managing multiple chronic
conditions.

« What does this paper contribute to the wider global
clinical community?

o Nurses should shift from an individual-centric to a
relational model of care to better assess and support
older adult-caregiver dyads in managing multiple
chronic conditions.

Distinct patterns of care organisation and decision-

making roles within dyads should inform tailored

interventions aimed at improving older adults'

health outcomes and reducing family caregiver

burden.

o Dyadic, relationship-centred approaches in chronic
disease management are essential and relevant
across diverse cultural and healthcare contexts.

o

phenomenon under study (Sandelowski 2000). This approach is
characterised by methodological flexibility, enabling research-
ers to apply both inductive and deductive analytical strategies
as appropriate to the context and research aims, while remain-
ing grounded in empirical data (Sandelowski 2000, 2010). Given
the focus on shared experiences, dyadic data collection and dy-
adic data analysis were employed (Eisikovits and Koren 2010).
The study was reported following the Consolidated Criteria
for Reporting Qualitative studies (COREQ) checklist (see
Supporting Information S1) (Tong et al. 2007).

4.2 | Recruitment

The participants were recruited among those participating in
a longitudinal study aimed at examining the self-care of MCC
older adult-caregiver dyads in Italy (De Maria et al. 2019).
We used a purposive, maximum variation sampling strat-
egy (Patton 2015) to recruit older adult-caregiver dyads

representing the four dyadic care typologies described by
Buck et al. (2013), diverse sex combinations (e.g., man older
adult-woman caregiver, woman older adult-man caregiver),
relationship types (e.g., spouses, adult children, others), and
geographic areas (North, Central, and South Italy) (Buck
et al. 2013).

4.3 | Inclusion and Exclusion Criteria

The inclusion criteria for older adults were being aged
65years or older and living with at least two chronic condi-
tions. Caregivers had to be actively involved in managing the
older person'’s conditions and be over 18 years old. Older adults
diagnosed with dementia or cancer were excluded. Older
adults with cancer were excluded, as cancer management
often involves acute treatments (e.g., chemotherapy or radio-
therapy) that require self-care practices not typically associ-
ated with the management of chronic conditions. Individuals
unable or unwilling to provide informed consent were also not
eligible.

4.4 | Data Collection

Data were collected between July and December 2024 through
semi-structured, in-person interviews with older adults and
their family caregivers. Each member of the dyad was inter-
viewed separately, with the interviews conducted consecutively
on the same day. This separate interview approach allowed each
participant to express their perspective freely, without being
influenced by the presence of the other dyad member, even
though the other person was often referenced in the narrative.
This method enabled a deeper understanding of how each indi-
vidual experiences and interprets shared disease management.
It also allowed for the comparison of two distinct perspectives
during data analysis, highlighting both overlaps and con-
trasts, and supporting the construction of a dyadic perspective
through researcher interpretation and synthesis (Eisikovits and
Koren 2010).

Participants completed a socio-demographic questionnaire
collecting data on sex, age, education level, marital status, em-
ployment status, perceived income, cohabitation with caregiv-
ers, and types and number of older adults’ chronic conditions.
The dyads completed the Dyadic Symptoms Management Type
(DSMT) Scale (Buck et al. 2013), a single-item instrument that
asks patients and caregivers to independently indicate who
provides most of the care for the patient. Four response op-
tions are presented: the patient, the caregiver, or both mem-
bers either collaboratively or in a complementary way. Based
on their responses, dyads are classified as: patient-oriented,
caregiver-oriented, collaborative, or incongruent when patient
and caregiver responses are discordant (Buck et al. 2013).

Cognitive function was assessed using the Montreal Cognitive
Assessment (MoCA) (Nasreddine et al. 2005). Scores range
from 0 to 30, with a score of 26 or above generally considered
within the normal range. Frailty was assessed using the Short
Functional Geriatric Evaluation (SFGE) (Liotta et al. 2023),
which consists of 13 items and allows classification of older
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adults into four categories based on total score: robust (<0), pre-
frail (1-2), frail (3-9), and very frail (> 10).

An interview guide was developed by the research team and
pilot tested in the first two interviews, leading to minor rephras-
ing (Kallio et al. 2016). Key topics included older adult self-care
and caregiver contributions to self-care experiences, chronic
disease prioritisation, and decision-making processes within the
dyads (Table 1). The interview questions were similar for both
members of the dyad, with small adaptations to the respondent
(e.g., for older adults: ‘Can you describe what you do on a daily
basis to manage the chronic conditions you live with?’; and for
caregivers: ‘Can you describe what you do on a daily basis to
manage the chronic conditions of your family member?’).

The data collection process consisted of the following phases.

1. Pre-interview. Eligible dyads were contacted by telephone by
three trained research assistants (GAB, IDI, VG), all female
PhD students conducting this study as part of their doctoral
research projects. They informed potential participants about
the study's aim and, in case of consent, scheduled appoint-
ments for in-person interviews at times and locations con-
venient for the participants. No dyads declined to participate.

2. Qualitative interview. The interviews were conducted sep-
arately with the older adult and the caregiver on the same
day, with only the interviewer present. Both interviews
were carried out by the same research assistants who had
initially contacted the participants by telephone, to foster
rapport and trust (DiCicco-Bloom and Crabtree 2006). All
interviews were audio-recorded with participants’ consent.
Consistency in interview procedures among research as-
sistants was ensured through a training course involving
interview simulations, supplemented by continuous super-
vision and feedback from senior researchers. Recruitment
continued until data saturation was reached, defined as
the point at which no new information emerged from ad-
ditional interviews (Kerr et al. 2010). The three research
assistants each conducted approximately the same number
of interviews.

4.5 | Data Analysis

Descriptive statistics were used to describe the participants’
characteristics, including mean, standard deviation (SD), me-
dian, interquartile range (IQR), frequencies, and percentages.
All interviews were transcribed verbatim and anonymised prior
to analysis. A hybrid content analysis approach was employed,
combining both deductive and inductive strategies (Morgan and
Hoffman 2018). The analysis began with a set of broad categories
derived deductively from the interview guide, which provided
an initial framework. This framework was then expanded and
refined through an inductive reading of the data, allowing for
the development of data-driven codes, subcategories, and cate-
gories. Given that dyads were the unit of analysis, we employed
a dyadic analysis method (Eisikovits and Koren 2010), which
allowed for the examination of both individual and dyadic per-
spectives within each dyad. The dyadic analysis followed the
following steps.

1. Familiarisation with the data. The interview transcript of
one member of each dyad was read multiple times, accom-
panied by the writing of reflective notes to develop a deep
understanding of the content.

2. Initial coding at the individual level. Meaningful units
within the text were identified, and preliminary codes that
captured the core ideas expressed were assigned. The same
procedure was then applied to the interview transcript of
the other dyad member.

3. Dyadic-level analysis. The data were analysed at the dyadic
level by examining areas of convergence and divergence
between the two members' responses and codes. By com-
paring codes, subcategories were developed to highlight
shared or contrasting perspectives and relational patterns
(Eisikovits and Koren 2010). These subcategories were
then grouped into categories.

To manage and organise the data, interview transcripts were im-
ported into a Microsoft Excel spreadsheet. A comparative grid
was created, with each row representing a dyad and each column
a specific interview question. The transcripts of both dyad mem-
bers for each question were placed side by side within each cell
to enable direct comparison. Coding from transcripts and analyt-
ical notes was added in adjacent columns, along with emerging
subcategories. This structure allowed for a dual-layered analysis:
vertically, comparing transcripts, codes, and subcategories across
older adults and caregivers; and horizontally, examining tran-
scripts within each dyad. Separate Excel sheets were created for
each main category to facilitate a clearer and more accessible pre-
sentation of the findings. Table 2 provides an excerpt of the dyadic
analysis process, while Table S1 in Supporting Information S1
presents the complete coding grid for one category.

Each interview was independently coded by two researchers:
the research assistant who conducted the interview (GAB,
IDI, or VG) and a senior researcher with expertise in qualita-
tive research (MM). This dual-coding approach ensured meth-
odological rigour and enhanced reflexivity in the analysis.
The coding outputs were then compared within the research
team. Discrepancies were discussed and resolved through
consensus.

4.6 | Ethical Considerations

The current study was conducted in accordance with the eth-
ical principles outlined in the Declaration of Helsinki (World
Medical Association 2013). Approval from the Research Ethics
Committee was obtained for the main study (Protocol number:
ComET ASReM 2017/138). Informed consent was secured from
all participants, with an emphasis on confidentiality and the
voluntary nature of participation. Interviews were conducted
in private settings to ensure confidentiality, and any identifying
information was removed during transcription.

4.7 | Rigour and Reflexivity

To ensure trustworthiness, the criteria of credibility, transfer-
ability, dependability, and confirmability were applied (Lincoln
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et al. 1985). Credibility was ensured through prolonged engage-
ment with the data and independent coding. Confirmability and
dependability were supported by maintaining a detailed audit
trail throughout the research process, documenting method-
ological and analytical decisions. The process was supervised by
a senior researcher with expertise in qualitative methods who
was not directly involved in data collection. Transferability was
addressed by providing rich descriptions of participants’ socio-
demographic characteristics, the research context, and the ana-
lytical procedures, allowing readers to assess the relevance and
applicability of the findings to other settings. Additionally, the
use of dyadic analysis enabled the exploration of both individual
experiences and relational dynamics, adding contextual depth
and enhancing the applicability of results to similar situations.
Member checking was not performed to avoid burdening partic-
ipants and potentially compromising the authenticity of initial
interview content through retrospective reinterpretation.

5 | Findings
5.1 | Characteristics of Participants

Thirty-four dyads participated in the study. The older adults
had a mean age of 80.09years (SD 6.95), with equal rep-
resentation of both sexes. Most had a low education level
(<8years, 84.85%) and a median of 4.00 chronic diseases (IQR
2.75-5.00), with the most common being DM (73.53%), hyper-
tension (58.82%), and HF (38.24%). The median MoCA score
was 26 (IQR 20.50-28.00). In terms of frailty, 52.94% of older
adults were robust, 23.53% were pre-frail, 14.71% were frail,
and 8.82% were very frail.

Caregivers were younger than older adults (mean 51.71years,
SD 14.59), predominantly female (82.35%), and had higher edu-
cation levels (>9years, 79.41%). Most were the older adults’ chil-
dren (61.76%) and spouses (20.59%); 41.18% lived with the older
adults. The most common gender configuration was woman
older adult-woman caregiver (44.11%) (Table 3). The mean dura-
tion of the in-person interviews was 17 min.

5.2 | Qualitative Findings

Twenty-five subcategories derived from 86 codes were grouped
into five categories that described the older adult-family care-
giver dyadic experiences of managing MCCs (Table 4).

We reported verbatim quotes, each accompanied by a numerical
code representing the dyad, participants ages, familial relation-
ship, and the older adult's MoCA and level of frailty to contex-
tualise the data.

5.2.1 | Management-Focused Disease Prioritisation in
Older Adult-Caregiver Dyads

This category describes how participants prioritised which
chronic conditions to manage. By comparing the responses of
both older adults and caregivers regarding the older person's
chronic conditions with the medical records, we identified three

patterns of disease awareness within the dyads: (1) both mem-
bers reported all chronic diseases; (2) only one member did;
and (3) neither the caregiver nor the older adult did. The most
frequently omitted diseases were hypercholesterolemia, atrial
fibrillation, and COPD.

We found that dyads could either agree or disagree on which
chronic disease was most important to manage, as well as on the
reasons behind their prioritisation (Table 4). Complete agreement
occurred when both older adults and caregivers reported the same
disease and the same rationale, often citing the risk of short- and
long-term complications or the rapid onset of symptoms.

Mother (2): ‘For me, hypertension is important because it caused
my recent stroke. Yes, it directly triggered my stroke, high blood
pressure along with cholesterol.” (80years, MoCA = 25, frail)

Daughter (2): ‘Blood hypertension, because for my mother, it was
a difficult experience. She had a TIA due to a hypertensive crisis,
so she is very sensitive to this condition.” (51 years)

In some dyads, personal perspectives on the reasons for disease
prioritisation differed. For example, one member might empha-
sise the social discomfort caused by symptom onset in public,
while the other might focus on the psychological distress in-
volved in symptom management.

Husband (4): ‘Asthma causes me more problems when it happens
[asthma attack] while I am working around people, and it's not
pleasant.” (72years, MoCA = 25, robust)

Wife (4): Asthma triggers panic in him, and it takes a while to
manage it. Even after the attack passes, he remains very agitated.
That's exactly why: because he gets scared, and it takes me time to
calm him down and handle the situation.’ (65years)

Discrepancies emerged when older adults and caregivers identified
different diseases as the most important to manage. Older adults
tended to prioritise conditions that caused the most debilitating
symptoms, limited mobility and autonomy, or provoked pain that
worsened their quality of life. In contrast, caregivers focused on
diseases that could lead—or had already led—to serious compli-
cations, such as hypoglycaemic coma or neuropathy in diabetes,
or stroke in hypertension. These differing perspectives reflected
a focus by older adults on their subjective experiences and the im-
mediate impact of symptoms on daily life, and by caregivers on
the prevention and management of disease-related complications.

Father (1): [What matter for me is] this ache that comes at my
hip.” (88years, MoCA = 30, frail)

Daughter (1): ‘Definitely, the issue of blood sugar, diabetes...
Also, his blood pressure tends to rise, and that is something that
worries me too.” (59 years)

In some cases, differences in identifying the most important dis-
ease stemmed from the older adult's lack of awareness or denial
of having a chronic condition.

Mother (14): ‘Well, I have heart issues, high blood pressure, high
blood sugar... The heart is important because if the heart stops,
that's it’ (78years, MoCA =22, robust)
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TABLE 3 | Socio-demographic and clinical characteristics of older adults with multiple chronic conditions and their family caregivers (n=34).

Caregivers
Variables Patients (N=34) Overall (N=34) Children (N=21) Spouses (N=7) Other (N=6)
Age (years), M (SD) 80.09 (6.95) 51.71 (14.59) 50.38 (8.74) 69.43 (6.18) 35.67 (17.26)
range 66-95 18-78 33-65 59-78 18-60
Sex, N (%)
Female 18 (52.94) 28 (82.35) 17 (80.95) 6 (85.71) 5(83.33)
Male 16 (47.06) 6 (17.65) 4(19.05) 1(14.29) 1(16.67)
Education level (years), N (%)
0-8 29 (85.29) 7(20.59) 1(4.76) 5(71.42) 1(16.67)
>9 5(14.71) 27 (79.41) 20 (95.24) 2(28.58) 5(83.33)
MoCA, median (IQR) 26 (20.50-28)
Frailty index, N (%)
<0 (robust) 18 (52.94)
1-2 (pre-frail) 8 (23.53)
3-9 (frail) 5(14.71)
>10 (very frail) 3(8.82)
Marital status, N (%)
Married 17 (50.00) 16 (47.06) 7(33.33) 7 (100) 2(33.33)
Unmarried — 13 (38.24) 9 (42.86) — 4 (66.67)
Divorced 1(2.94) 4(11.76) 4(19.05) — —
Widowed 16 (47.06) 1(2.94) 1(4.76) — —
Employment status, N (%)
Unemployed/retired 31(91.18) 10 (29.40) 2(9.52) 6(85.71) 2(33.33)
Employed 3(8.82) 24 (70.60) 19 (90.48) 1(14.29) 4(66.67)
Perceived income, N (%)
Less than needed 4(11.76) 3(8.82) 2(9.52) 1(14.29) —
Enough for living 27 (79.41) 26 (76.47) 17 (80.95) 5(71.42) 4(66.67)
More than needed 3(8.82) 5(14.71) 2(9.52) 1(14.29) 2(33.33)
Sex combination, N (%)
Male, +Male, 2(5.89) 2(9.52) — —
Male, + Female, 13 (38.24) 7(33.33) 6 (85.71) —
Female, + Male, 4(11.76) 1(4.76) 1(14.29) 2(33.33)
Femalep + Female, 15 (44.11) 11 (52.39) — 4 (66.67)
Living with caregiver, N (%)
Yes 14 (41.18) 7(33.33) 7 (100) —
No 20 (58.82) 14 (66.67) — 6 (100)
Living area, N (%)
Northern Italy 11 (32.35) 11 (32.35) 8 (38.09) 1(14.29) 2(33.33)
Central Italy 22 (64.71) 21 (61.77) 11 (52.39) 6 (85.71) 4(66.67)
(Continues)
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TABLE 3 | (Continued)

Caregivers
Variables Patients (N=34) Overall (N=34) Children (N=21) Spouses (N=7) Other (N=6)
Southern Italy 1(2.94) 2(5.88) 2(9.52) — —

N. chronic conditions, 4.00 (2.75-5.00)

median (IQR)

Chronic condition types, N (%)

Diabetes mellitus 25 (73.53)
Hypertension 20 (58.82)
Heart failure 13 (38.24)
COPD 8 (23.53)

Hypercholesterolemia 7 (20.59)

Chronic kidney 5(14.71)

disease

DSMT scale, N (%)

Patient-oriented 7 (20.59)

Caregiver-oriented 4(11.76)

Collaborative 16 (47.06)
Incongruent 7 (20.59)

Note: Older adults' Frailty Index was measured by the Short Functional Geriatric Evaluation (SFGE) (Liotta et al. 2023).
Abbreviations: ¢, caregiver; COPD, chronic obstructive pulmonary disease; DSMT, dyadic symptom management type; IQE, interquartile range; M, mean; MoCA,
Montreal Cognitive Assessment; N, sample number; p, patient; SD, standard deviation.

Daughter (14): ‘Most important is COPD, because she struggles
to walk and gets out of breath... She stops, then starts again. Right
now, that's the disease causing the most symptoms and the great-
est disability in her daily life.” (41 years)

In some cases, one member considered all chronic diseases
equally important without prioritising a specific one, while the
other identified a particular condition. These differences could
arise from subjective perceptions of severity, possible underesti-
mation of certain conditions, or personal health beliefs shaping
the level of concern for specific diseases.

Father (10): ‘To be honest, I would keep all of them under control
because they are all important.” [Atrial fibrillation, DM, and HF]
(83years, MoCA =26, robust)

Daughter (10): (It is important] atrial fibrillation... because
it's the one that generally causes more problems if not treated.
If it's a true atrial fibrillation and not temporary, due to
heart failure, it could be fatal. And in the end, with atrial fibril-
lation, you have no choice but to call 112 [emergency service].’
(55years)

5.2.2 | Dynamics of Decision-Making in Disease
Management Within Dyads

This category describes recurring patterns in decision-making
about disease management, encompassing both agreement and

disagreement over the primary decision-maker (Table 4). Some
dyads agreed that the older adult was the primary decision-
maker, although they might ask for advice from their caregivers
or keep them informed of their decisions. The older adults' med-
ical expertise and confidence in their own knowledge contrib-
uted to this pattern.

Mother (27): ‘First and foremost, I am a retired nurse, and I stud-
ied this field, so I know more than my daughter. But I always keep
her informed about my decisions because she wants to stay up-
dated.” (74years, MoCA = 27, pre-frail)

Daughter (27): ‘Well, the most important decisions are made
by my mother. Of course, we always consult each other, I stay in-
formed about medical appointments and any updates, and dis-
cuss everything together.” (45years)

Some other dyads agreed that the caregiver was responsible
for all health-related decisions due to their medical expertise
or the presence of a strong family bond and trust, particularly
in parent-child relationships. Some dyads described a shared
decision-making process, characterised by open discussion and
mutual trust, along with the caregiver's commitment to respect-
ing the older adult's autonomy.

Mother (2): ‘When it comes to more complex decisions, I always
ask for my daughter’s opinion. For example, when considering a
prosthesis [orthopaedic surgery]. I consulted her because I believe
this was a crucial decision.’ (80years, MoCA =25, frail)
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Daughter (2): ‘Caring for someone is challenging, especially
when it comes to defining boundaries. With my mother, I have al-
ways tried to maintain her autonomy in small and big decisions
because preserving independence is important. But there are times
when intervention is necessary, so I strive to mediate between re-
specting her autonomy and ensuring she takes care of herself.’
(51years)

We identified four types of discordance within dyads regarding
who was in charge of decisions. In some cases, the older adult
reported relying on the caregiver, while the caregiver described
a shared decision-making process.

Husband (26): ‘My wife is much better than me at making deci-
sions... And when someone realises that the person they are with
is more capable in some areas... then I am democratic enough
to leave room for those who know how to do it better than me.’
(83years, MoCA =26, robust)

Wife (26): ‘We decide together, we really do.” (78 years)

In other dyads, the older adults reported making decisions au-
tonomously, while the caregivers emphasised their role in mak-
ing decisions.

Father (13): ‘No one helps me [in making decisions|. I manage
on my own. The physician makes decisions about my illness... my
daughter has nothing to do with it.” (80years, MoCA =22, robust)

Daughter (13): ‘In theory, he decides but in practice, the whole fam-
ily is involved. On paper, it's him, but, actually, it's us.’ (41 years)

In some dyads, the older adult emphasised collaboration,
whereas the caregiver attributed full responsibility to the older
adult. Conversely, in other dyads, the older adult described a
shared decision-making process, while the caregiver viewed
themselves as the primary decision-maker.

Discrepancies in perceived decision-making roles were shaped
by the following factors: older adults’ symbolic involvement
in decisions, invisible support from caregivers, the domi-
nant role assumed by either the older adult or the caregiver,
and the older adult's perceived autonomy (Table 4). In some
cases, caregivers made efforts to preserve the older adult's au-
tonomy, identity, and authority, particularly when the older
adult valued independence or had a background in leadership.
However, decision-making power remained with the care-
giver, making the older adult's involvement more symbolic
than substantive.

Father (30): Tve always done everything myself, you see. I was
an army officer, so I took care of everything. Now, I need some
help because I can't manage everything. But usually, I consult with
them, my daughter, my son... I ask for advice, “What do you think?
Should I do this or not?.”” (85years, MoCA =28, robust)

Daughter (30): ‘I make the decisions, since I am the eldest [child],
and sometimes I have to assert myself with my siblings because we
are three completely different people. But generally, we decide to-
gether. Dad has an important voice, of course, but he relies on me
a lot; he has become very affectionate which he absolutely wasn't
when he was young.’ (61 years)

Some caregivers subtly influenced decisions, allowing older
adults to feel they were making independent choices, even when
the caregiver was guiding the decisions. In other cases, either
the caregiver or the older adult assumed a dominant role in the
decision-making process, reflecting relationship dynamics or
personality traits. Additionally, some older adults continued to
view themselves as capable and self-reliant despite functional or
cognitive limitations; this perception did not always align with
their actual abilities but reflected a long-standing self-image
rooted in past roles and life experiences.

Dyads reported several strategies used in solving conflicts on
decisions regarding disease management, which ranged from
open discussion and compromise to imposition and passive ac-
ceptance. Some dyads agreed on adopting an approach based on
dialogues, aiming to find solutions that could satisfy both par-
ties. Other dyads reported combining open dialogue with per-
suasion, where the caregiver leveraged a sense of responsibility
and emotional connection to influence their family member's
decisions.

Grandmother (3): ‘I also say my opinion. But in the end, I say,
“You [granddaughter| decide what's right.”” (95years, MoCA =13,

very frail)

Granddaughter (3): I try to explain what's best for her because
she always tells me, “Don't let me die,” and I say, “If you don't want
to die, you have to do what the physicians tell you and what we tell
you. Otherwise, there's no point seeing all these physicians—we do
this for you.” (32years)

In some dyads, discussions were unbalanced, with one member
taking a more directive role in decision-making as a protec-
tive effort to ensure timely and effective decisions for the older
adult's good.

Father (37): ‘My son is very, well, very strict. I might be more like,
“We can make an exception,” but in the end, I follow his lead, so I
don't upset him’. (68years, MoCA = 30, pre-frail)

Son (37): ‘We discuss things together. I just try to advise him in the
best way possible. But let's say I try to convince him... I wouldn't
say I have the final word, but I do try to be the one who asserts
himself because I have more experience and can guide him better.
But it's not that I want to override his will’. (33years)

In other dyads, decision-making conflicts led to open argu-
ments, which could lead to negotiation, imposition of one per-
son's decision, or resignation by the other.

Father (6): ‘Maybe I can get a little mad, but these things pass’.
(82years, MoCA =29, robust)

Daughter (6): ‘He flares up a bit but once the agitation passes, we
eventually find a solution calmly’. (46 years)

5.2.3 | Older Adults’ Self-Care Behaviours
and Caregiver Contributions to Self-Care

This category describes the daily self-care behaviours carried
out by older adults, the support provided by caregivers in these
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practices, and the distribution of responsibility for managing
chronic conditions within the dyad. We identified three types
of disease care organisation within dyads: collaborative, older
adult-directed, and caregiver-directed (Table 4).

In collaborative care dyads, older adults and their caregivers
redistributed disease management tasks between them, with
roles that could be either interchangeable or complementary.
For example, caregivers might take charge of scheduling medi-
cal appointments, communicating with healthcare profession-
als, and managing administrative tasks, while their family
members might focus on medication management, diet, phys-
ical activity, and monitoring blood glucose or blood pressure.

In older adult-directed care dyads, older adults took full respon-
sibility for all self-care activities, including managing medi-
cations and diet, monitoring their physiological parameters,
communicating with healthcare providers, and scheduling
medical appointments. Caregivers were involved only mini-
mally, offering advice and support when requested.

Mother (22): ‘I do everything on my own. I go to medical appoint-
ments, all the check-ups, everything, I handle it all by myself.’
(84years, MoCA = 14, robust)

Daughter (22): ‘Well, mom is very independent, she knows how to
manage all her treatments on her own. But when she needs help,
either I or the other sister step in to assist her.” (57 years)

In caregiver-directed care dyads, caregivers carried out most of
the care tasks, such as handling administrative duties, commu-
nicating with healthcare providers, accompanying older adults
to medical appointments, managing medication and diet, assist-
ing with personal hygiene, and preparing meals.

Mother (16): ‘I don't do anything anymore... but I go to the bath-
room on my own. I maintain a proper diet.” (87years, MoCA =23,
very frail)

Daughter (16): ‘I prepare her medicine. I cook for her. I help her
get into the shower. I always get everything ready for her, I have the
pill organiser, so I manage that. I go to the GP, I take care of getting
the prescriptions and if there’s a medical appointment, I'm always
the one who takes her.” (62years)

In some cases, a home aide or care assistant was also involved,
and the family caregiver had to coordinate the older adult's care
with them.

5.2.4 | Challenges in Managing Multiple
Chronic Conditions

This category describes the several challenges addressed by
older adults and caregivers in managing MCCs. Some chal-
lenges were reported by both parties. For example, some dyads
presented common difficulties in ensuring adherence to med-
ications or dietary restrictions, particularly among those with
diabetes and hypertension. Dietary challenges often stemmed
from older adults' eating habits or their perception that dietary
restrictions compromised the pleasure of food. Caregivers

struggled to manage their family member's resistance to chang-
ing their habits.

Husband (29): Twasn't a fan of sweets. But, since I found out I
have diabetes, I've become addicted to sweets. If I'm at a restau-
rant and there's a cake, I already know I'll have it... Before, I didn't
think about it at all. Yes, I used to eat them, but I wasn't obsessed
with them.” (76 years, MoCA = 24, robust)

Wife (29): ‘Many times, he eats things he shouldn't, and I have
to tell him ‘No'... I take the stuff away from him, saying I'm doing
this for your own good’. For example, if he sees a type of fruit that
he can't eat, he'll take two, and I'll say, ‘Take it but maybe just
one’’ (74years)

One dyad reported difficulties in obtaining a timely and accurate
diagnosis, while others reported difficulties in obtaining multi-
ple prescriptions from their general practitioner (GP), booking
and attending several medical appointments, or coordinating
care among specialists.

Father (21): ‘The difficulty comes when I need a medical visit and
have to book it. Then I always have to ask my daughter where to go,
what to do, and to go to the GP to get the prescription. These things
are sometimes a bit complicated for me.” (81years, MoCA =28,
pre-frail)

Daughter (21): ‘So, dealing with many illnesses is not easy be-
cause you have to coordinate everything with the GP, and with the
various specialists. Making appointments, writing them down,
remembering, accompanying him, and then all this in today’s sit-
uation, with long waiting lists, is not exactly easy.” (54years)

Some dyads struggled with managing symptoms such as cough-
ing, asthma attacks, pain, incontinence, and nocturia, especially
when occurring simultaneously. Others struggled with acute
events, such as hypoglycaemia, which caused embarrassment
and distress.

Husband (25): T had fainting episodes due to metformin, which
caused hypoglycemia. It happened two or three times, especially at
work, and it was quite unpleasant. You know, people don't know,
and they get worried when they see you faint in front of them. So, it
was quite embarrassing.” (66 years, MoCA = 29, robust)

Wife (25): Difficulties? When he fainted, one of the first times,
because he was taking three metformin tablets a day, he fainted
in the middle of a concert, and I was really scared... Well, those
moments were full of stress, afterward I was upset for a couple of
days.” (59years)

Some challenges were reported only by older adults or family
caregivers. For example, a son reported feeling embarrassed
while assisting his mother with personal hygiene, while a
daughter found it difficult to adjust to the caregiving role.

Son (7): ‘[After her hospitalisation], the issues were more practi-
cal. If my sister wasn't around, I was the one who had to wash her.
So, there was my own embarrassment, and hers too. Her sense of
modesty was being invaded, and I had to get used to it, because
she wasn't able to do what a person normally does, from simply
washing to getting dressed.” (53years)
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Daughter (15): ‘At the beginning, everything was difficult. Then,
once you get into the routine [of taking care of her dependent
mother], it doesn't really become easier, but you have to handle
it (45years)

A husband reported struggling to contribute to his wife's disease
management due to his visual impairment.

Husband (24): ‘It's difficult for me to help her when she’s not
feeling well because of diabetes or cholesterol, since I'm visually
impaired. I just tell her to take her pills.” (68 years)

Some older adults struggled to accept their chronic illnesses.

Mother-in-law (33): ‘When I got [the diagnosis of diabetes], I felt
really bad. I'was completely taken by surprise. At the time, I didn't
even know about this disease. None of my parents or relatives had
diabetes. No one, only me.” (84years, MoCA = 18, frail)

5.2.5 | Rolesin Disease Management
and Decision-Making

This category describes the role that older adults and caregivers
play in the management of MCCs and in decision-making. We
compared the responses from dyads regarding the primary disease
manager and decision-maker. When older adults and caregivers
agreed on their roles, we identified three patterns: one member was
responsible for both disease management and decision-making
(i.e., caregiver or older adult); responsibilities were shared between
older adults and caregivers; or different individuals took on the
role of primary decision maker and disease manager.

When the older adult was responsible for both performing
disease-related care activities and making decisions, the care-
giver contributed marginally by supervising, providing emo-
tional support, or offering advice when requested. In other
cases, the caregiver assumed both responsibilities, with the
older adult being minimally involved, particularly in cases of
cognitive impairment or functional dependence. Other dyads
exhibited a collaborative approach, with older adults and
caregivers handling the daily management of the older adult’s
chronic conditions and making health-related decisions to-
gether. In some other cases, the older adults reported manag-
ing most aspects of their chronic conditions while relying on
their caregiver for major disease-related decisions.

Father (10): ‘I manage all by myself my illnesses daily, also be-
cause if I don't... I take my own medicines. I never forget my medi-
cines.” (83years, MoCA = 26, robust)

Son (10): ‘When it comes to my father, I am the one who makes the
decisions... Daily, I do very little because my dad is highly indepen-
dent. He manages his therapy perfectly, never forgetting a single
dose. If he ever misses one, he immediately calls me to ask what
might happen due to the missed dose.” (55years)

Also, we identified dyads where the caregiver played the main
role in disease management while the decision-making was
shared between the older adult and caregiver. Conversely, in
other cases, the older adult managed the diseases independently
while decisions were made collaboratively.

Husband (20): I talk to her [when making decisions]. More
than anything, she gives me advice. If she says “OK,” we do it,
if she says “No,” we wait... In the morning, I measure my blood
pressure, then I take 4 pills; after lunch I take cardioaspirin,
and in the evening half a pill for cholesterol... Every year I do
the electrocardiogram, then the heart ultrasound, and then the
stress test. If you have treatment, you have to follow it.” (71 years,
MoCA =27, robust)

Wife (20): ‘We decide together, we say “Let’s do this, let’s do that.”
No, it's not just him or me who decides. Besides, if I were the one
deciding, he wouldn't listen to me. We have to do it together... It's
easy for me to take care of him: just give him advice, make him eat
well... He does everything by himself.’ (71years)

Finally, in some dyads, discrepancies were observed between older
adults’ and caregivers' accounts regarding their respective roles in
disease management and decision-making, suggesting divergent
interpretations of their own responsibilities and potential role
misalignment within the dyad. Several factors influenced the ob-
served role patterns, including older adults’ dependence in daily
activities, cognitive and functional impairments, age, cohabitation
with caregivers, the quality of the older adult-caregiver relation-
ship, and personal traits of the members of the dyad.

6 | Discussion

Our study aimed to explore the experiences of managing MCCs
within older adult-caregiver dyads. To our knowledge, this is
the first study to use a dyadic qualitative approach, which al-
lowed us to capture the complexity of managing MCCs within
dyads, providing a deeper understanding of their dynamics. We
found that older adults and their family caregivers prioritise cer-
tain chronic conditions over others, adopt various strategies for
decision-making and conflict resolution, and face both shared
and unique challenges in disease management. They also differ
in how they distribute responsibilities and make decisions re-
lated to chronic conditions.

In our sample, family caregivers were predominantly women,
reflecting the traditional gendered division of roles in Italian and
Southern European cultures, where caregiving responsibilities for
ill, younger, and older family members are typically assigned to
women (Labbas and Stanfors 2023). Most caregivers were daugh-
ters, in line with norms of filial obligation, while a smaller num-
ber were wives—further reinforcing longstanding gender roles
within marriage (Barigozzi et al. 2020). These cultural dynamics
are essential to understanding how dyads experience and manage
MCCs (Simmons et al. 2024). For example, older men may un-
derreport symptoms or health problems to preserve their role as
fathers or husbands, while daughters may overprotect their par-
ents, taking on caregiving responsibilities even when not strictly
necessary (Charenkova 2023). Due to our limited sample size, we
were unable to examine the influence of kinship roles and gender
on MCC management, an area that warrants further investigation
through future quantitative research.

In our study, some dyads showed limited awareness of
the older adult's chronic diseases. Several factors may ex-
plain this. Asymptomatic conditions, such as hypertension,
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hypercholesterolaemia, and osteoporosis, are often perceived
as less significant or easily forgotten, while diseases with visi-
ble or disabling symptoms tend to be prioritised (Sathanapally
et al. 2020). Furthermore, healthcare providers may inade-
quately communicate diagnoses; for instance, COPD is often
labelled as bronchitis, obscuring its chronic, degenerative na-
ture (Patel et al. 2024). Cognitive impairment in older adults
can further hinder recall (Lovett et al. 2023). This can neg-
atively affect self-care, reduce caregiver support, and lead
to poor disease management, treatment nonadherence, and
delayed medical intervention, worsening health outcomes
(Chimezie 2023; Magi et al. 2024). This finding highlights the
need for nurses to strengthen health education and commu-
nication strategies that ensure both older adults and family
caregivers possess accurate knowledge of chronic disease,
supporting effective MCCs management.

Our findings also reveal variations in how older adults and care-
givers prioritise chronic disease management. Older adults tend
to prioritise conditions causing disabling symptoms, such as
pain or mobility issues, while caregivers focus on diseases as-
sociated with serious complications (Riffin et al. 2018). These
differences may reflect older adults' lack of knowledge, denial,
or a lower level of education compared to caregivers (McGilton
et al. 2018). When dyads agree on disease priorities, it may indi-
cate shared understanding and effective communication (Ploeg
et al. 2020). However, even when in agreement, their reason-
ing may differ; for example, older adults may focus on social
consequences, while caregivers emphasise the psychological
burden of managing symptoms. These differences highlight
the diverse experiences shaping MCC management in dyads
(Riffin et al. 2018). Nurses should recognise and integrate these
different perspectives to ensure comprehensive care, facilitat-
ing conversations that bridge viewpoints and enhance disease
awareness to improve health outcomes. Nurses can act as me-
diators within dyads, guiding structured discussions that align
disease management and promote effective self-care and care-
giver support.

Our findings highlight the complexity of decision-making when
two individuals are involved. Dyads can agree on decision-
making roles, adopting shared, older adult-, or caregiver-led
approaches. Shared decision-making is characterised by open
communication, mutual trust, and respect for the older person's
autonomy, leading to greater satisfaction and improved treat-
ment adherence (Pel-Littel et al. 2023). Older adult-led decision-
making can reflect personal expertise, a need for autonomy, or
a desire for active involvement (Bujold et al. 2022). In contrast,
caregiver-led decision-making can result from greater caregiver
medical knowledge or the strong trust and reliance that older
adults place in their caregivers. Discrepancies in perceived
decision-making roles are also common. For example, while
older adults may acknowledge a decision-making role for care-
givers, caregivers may describe the dynamic as more collabora-
tive. In such cases, caregivers may downplay their influence or
intentionally adopt a supportive role to preserve the older adult’s
autonomy and, in the case of adult children, to respect familial
roles and maintain the parent’s dignity (Conway 2019; Luichies
et al. 2021). Older adults may report autonomous decision-
making, while caregivers describe a more collaborative process.
These discrepancies may reflect the invisible support caregivers

provide to preserve older adults’ dignity and traditional role,
especially in dyads involving adult children (Conway 2019;
Luichies et al. 2021; Riffin et al. 2018), or the older adults' endur-
ing self-perception as autonomous, shaped by past independence
and not yet adjusted to the changes brought about by MCCs
(Poitras et al. 2018). Our findings emphasise the importance
for nurses to acknowledge the primary decision-maker within
dyads and to address role discrepancies through interventions
aimed at improving communication and effective disease man-
agement. Furthermore, the findings highlight the role of nurses
in facilitating shared decision-making processes, ensuring that
patients’ autonomy is respected while also safeguarding patient
safety.

We found that dyads adopt several conflict resolution strategies,
ranging from collaborative approaches to more authoritative
ones, in which either the caregiver or the older adult imposes
a decision. These dynamics are shaped by the older adult's
desire to maintain autonomy, the caregiver's sense of respon-
sibility, the emotional bonds between them, and longstanding
relational patterns. For example, caregivers may use persuasion
as a way to balance respect for autonomy with their perceived
duty to protect the older adult's well-being (Russell et al. 2024).
While such strategies may improve disease management, they
also raise concerns about subtle forms of coercion that limit
older adults' decision-making independence (Bujold et al. 2022;
International Alliance of Carer Organizations 2023). In some
cases, especially when caregivers perceive older adults as vul-
nerable or at risk of making harmful choices, conflicts escalate
into imposed decisions. Older adults, however, may still see
themselves as capable decision-makers, which can intensify
tensions (Hem et al. 2023). These instances, especially within
parent-adult child dyads, often reflect a shift in power and au-
thority that marks a move toward paternalism (Lee et al. 2024).
This shift can reconfigure the traditional generational hierar-
chy, with adult children assuming a dominant role in decision-
making. Rather than a temporary response, paternalistic
dynamics may become embedded in the caregiving relationship,
potentially diminishing the older adult's perceived agency and
self-worth (Von Humboldt et al. 2024). In contrast, collabora-
tive approaches that involve open discussion and seek decisions
that balance the older adult's values with caregiver concerns
allow both parties to have a voice in decision-making (Pel-Littel
et al. 2023). These findings highlight the importance of viewing
decision-making as a relational and dynamic process shaped by
shifting power balances within dyads. Therefore, nurses should
be trained in communication and conflict mediation skills that
help them support families in navigating these power dynam-
ics constructively. Future research should explore interventions
that promote more balanced, collaborative approaches respect-
ing both older adults’ autonomy and caregiving responsibilities
(Wagner et al. 2023).

Our findings revealed three distinct patterns of disease care or-
ganisation within dyads: collaborative, older adult-directed, and
caregiver-directed, illustrating the variability in how responsi-
bilities are distributed and negotiated within dyads. These pat-
terns reflect a continuum from older adult autonomy to complete
caregiver involvement, consistent with previously described
dyadic management typologies in HF (Buck et al. 2019) and
MCCs (De Maria, Erba, et al. 2023; De Maria, Lee, et al. 2023).
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Collaborative care dyads adopt a shared approach, with both
parties assuming complementary or interchangeable roles. This
model reflects an adaptive, balanced care organisation, promot-
ing shared responsibility, mutual support, and reduced care-
giver burden (Ferraris et al. 2024). In older adult-directed care
dyads, older adults assume full responsibility for their self-care,
with minimal caregiver involvement. Older adults can engage
in adaptive strategies to maintain a sense of normalcy despite
illnesses, allowing them to perform daily routines and maintain
personal identity even when living with MCCs. This capacity for
adaptation highlights the need to interpret self-care behaviours
and decision roles within the broader context of identity conti-
nuity (Andersen et al. 2020). In some cases, older adults may
downplay their difficulties to appear self-sufficient or to avoid
worrying or burdening family members, assuming full re-
sponsibility for all self-care tasks themselves (De Maria, Erba,
et al. 2023; De Maria, Lee, et al. 2023). Caregiver-directed dyads
may be more common when older adults experience severe cog-
nitive or functional impairments, suggesting that a decline in
abilities may lead to a shift in responsibility from older adults
to caregivers (Schulz et al. 2020). These findings highlight the
importance for nurses of recognising dyadic care configura-
tions to design tailored educational interventions that enhance
empowerment and self-care skills in older adult-directed dyads
or skill-building and stress management in caregiver-directed
ones. Building on this assessment, nurses can then develop
personalised care plans that adapt to each dyad's organisation
of care, thereby improving treatment adherence and reducing
caregiver strain.

We found that dyads face several challenges in managing MCCs,
some of which are shared, while others are specific to either the
older adults or the caregivers. A commonly reported difficulty
for both parties is maintaining adherence to medication regi-
mens and dietary restrictions. Older adults often struggle with
lifestyle changes, particularly dietary modifications when food
is one of a the few remaining sources of comfort and pleasure
(Ferraris et al. 2024). For family caregivers, ensuring adherence
to medications and diet can cause emotional strain when older
adults resist these changes, leaving them feeling responsible
for health outcomes (O'Conor et al. 2021). Both also reported
difficulties in obtaining timely, accurate diagnoses, leading to
frustration and a sense of abandonment while navigating a frag-
mented healthcare system (Kim et al. 2024). Managing multiple
symptoms occurring simultaneously increases daily challenges
(Baldan et al. 2024). Empowering dyads with knowledge and
skills for symptom and crisis management could reduce adverse
health outcomes and emotional distress (Riegel et al. 2022).
Family caregivers face specific challenges, including emotional
strain and embarrassment related to physical intimate care
tasks, especially among male caregivers (Faronbi et al. 2019).
Moreover, the caregiving role transition can be difficult, espe-
cially for those who are unprepared (Burgdorfet al. 2022) or who
are managing their own health issues. For older adults, accept-
ing chronic disease diagnoses can be emotionally challenging,
with denial or resistance hindering treatment adherence and
lifestyle changes (Fricchione 2023). Addressing these psycho-
logical barriers through counselling or peer support could help
older adults better adjust and manage their conditions over time
(Thompson et al. 2022). These findings call for nursing interven-
tions that integrate psychological support, caregiver training,

and system navigation assistance, highlighting the multifaceted
role of nurses in chronic care management.

When comparing how older adults and family caregivers man-
age MCCs and make decisions, we found that responsibility for
disease management and decision-making can be assumed by
one individual—either the older person or the caregiver—or
shared between them. Interestingly, we found that some dyads
divided these roles, with one member leading decision-making
and the other handling daily disease-related tasks, or they
shared responsibility for one aspect (i.e., disease management
or decision-making), while leaving the other responsibility
to their counterpart. This finding offers new insights into the
complexity of dyadic dynamics, as previous research has rarely
examined the distinct roles dyadic members assume in the per-
formance of self-care behaviours and decision-making. Previous
studies suggested that self-care ability necessarily implied
decision-making autonomy, or that impaired decision-making
limited engagement in self-care practices (De Maria et al. 2021).
Our findings reveal a more complex and variable distribution
of roles within dyads, which may be attributable to changes in
cognitive or functional abilities, which are more likely to occur
in advanced age and in MCCs. In our study, due to the small
sample size, we were unable to identify clear patterns linking
the caregiver's relationship type with specific role distribution,
for example, whether spouses were more likely to engage in
collaborative decision-making, or children in more caregiver-
oriented approaches. Future quantitative research could further
explore these possible patterns. These findings highlight the
need to assess the distribution of roles in decision-making and
performance of self-care behaviours, ensuring that education is
tailored to the appropriate individual. Nurses are in a unique
position to perform such assessments and deliver differentiated
education that supports both members of the dyads in comple-
mentary ways. For example, if older adults perform self-care but
caregivers are the primary decision-makers, educational inter-
ventions should aim to enhance the self-care behaviours older
adults find most challenging, while for their caregivers, they
should focus on strengthening decision-making skills.

6.1 | Limitations

Several limitations should be acknowledged. First, the sample
consisted of older adults in a stable phase of chronic conditions;
therefore, the findings may not be transferable to younger popu-
lations or those with more acute health trajectories. Second, char-
acteristics of the Italian healthcare system may have influenced
our results, as it is a publicly funded system that guarantees ac-
cess to care for citizens with chronic diseases. Certain patterns
of care organisation observed in this study may not reflect those
in countries with different healthcare structures. Additionally,
the familistic nature of Italian culture, where family members
often play a central role in caregiving, may have shaped specific
dyadic arrangements and dynamics that may not be transferable
to other cultural contexts. Third, the same research assistant in-
terviewed both members of the dyad consecutively, introducing
a possible interviewer bias, as the interviewer might have been
unconsciously influenced during the second interview by what
was shared in the first interview. To reduce this bias, interview-
ers followed an interview guide and were trained to maintain
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a neutral attitude and were explicitly instructed not to disclose
any information shared by one member of the dyad to the other.
Fourth, interviews were conducted by three different research
assistants. We recognise that different interviewers may elicit
different responses from participants; however, this was miti-
gated through joint training and ongoing supervision to ensure
consistency in data collection and analysis. Finally, the short
duration of some interviews may have limited the depth of indi-
vidual responses. This variation may reflect differences in com-
munication style, emotional readiness, cognitive functioning, or
participants’ comfort with the interview process. Nonetheless,
the use of a dyadic approach and cross-case comparisons helped
to ensure a rich and meaningful analysis.

7 | Conclusion

This study explored the experiences of dyads in managing
MCCs, highlighting the complex, relational, and dynamic na-
ture of disease management within these partnerships. The
management of MCCs emerged as a co-constructed and evolv-
ing process, shaped by ongoing negotiations of responsibilities,
priorities, and expectations between older adults and their care-
givers. The identification of different dyadic care patterns illus-
trates the heterogeneity and fluidity of these dynamics, which
may shift over time. The findings also reveal underlying ten-
sions and asymmetries in how MCCs management is organised
and experienced. Nurses are encouraged to consider these re-
lational dynamics and support dyads through tailored, flexible,
and dyad-centred interventions that respond to both individual
needs and the interdependent nature of caregiving relation-
ships, acknowledging the evolving and sometimes conflicting
nature of MCCs management.
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