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ABSTRACT 
Background: Multimorbidity creates substantial challenges for long-term care because patients must manage multiple 
medicines, appointments, monitoring tasks, lifestyle recommendations, and disease-specific instructions. Although 
care plans are intended to improve coordination and continuity, patients may not experience them as understandable, 
feasible, or trustworthy in daily life. Objective: This study explored how adults with multimorbidity described the factors 
that strengthened or weakened their confidence in long-term care planning. Methods: A qualitative descriptive design 
was used. Twelve anonymized participant profiles from adults with two or more chronic conditions and experience of 
long-term care planning, medication planning, review planning, or coordinated management advice were analyzed 
using reflexive thematic analysis. The analysis was informed by treatment burden, cumulative complexity, and person-
centred integrated care concepts. Results: Six interrelated themes were generated: fragmented care and unclear plan 
ownership, continuity and relational trust, treatment workload and limited capacity, unclear priorities and competing 
disease advice, family support and social negotiation, and follow-up reliability as evidence of care commitment. 
Confidence increased when plans were clear, coordinated, realistic, reviewed, and connected to a named professional 
or responsible team. Confidence decreased when advice was fragmented, workload was excessive, priorities were 
unclear, family support became controlling, or follow-up was unreliable. Conclusion: Patient confidence in 
multimorbidity care planning depends on relational continuity, practical feasibility, coordinated responsibility, explicit 
prioritization, respectful family involvement, and reliable follow-up. Care planning should be treated as an ongoing 
patient-centred process rather than a static document. Keywords: Multimorbidity, patient confidence, long-term care 
plan, treatment burden, care coordination, shared decision-making, qualitative study. 
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INTRODUCTION 

Multimorbidity, commonly defined as the coexistence of two or more chronic health conditions in the same 
individual, has become an increasingly important challenge for contemporary health systems because it 
requires patients to manage multiple medicines, appointments, monitoring activities, lifestyle 
recommendations, and disease-specific instructions over prolonged periods. For adults living with 
combinations of diabetes, hypertension, cardiovascular disease, chronic respiratory disease, kidney 
disease, chronic pain, mental health problems, frailty, or other long-term conditions, care is rarely 
experienced as a single coordinated pathway. Instead, patients often encounter separate clinical 
encounters, fragmented messages, and condition-specific priorities that must be interpreted and 
reconciled in everyday life. International evidence shows that multimorbidity is associated with increased 
service use, complex treatment demands, and greater vulnerability to fragmented care, making long-term 
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care planning a central concern for patient safety, treatment adherence, and person-centred chronic 
disease management (1). 

The increasing burden of noncommunicable diseases further strengthens the need to understand how 
patients experience long-term care planning. Chronic illnesses frequently coexist and interact, yet clinical 
recommendations are still often organized around single-disease pathways. When each condition is 
managed separately, patients may receive multiple prescriptions, monitoring instructions, lifestyle targets, 
and follow-up schedules without a clear explanation of how these components fit together. This can leave 
patients uncertain about which recommendations should take priority, who is responsible for coordinating 
the overall plan, and how they should respond when advice for one condition appears to conflict with 
advice for another. In this context, patient confidence is not simply an emotional response or general 
satisfaction with care; it reflects whether patients understand the plan, believe it is clinically and personally 
appropriate, consider it feasible within their daily capacity, and trust that professionals will review and 
adjust it over time (2). 

Long-term care plans are intended to support continuity, shared goals, coordinated treatment, and safer 
decision-making across chronic conditions. However, the existence of a written plan does not necessarily 
mean that patients experience care as coherent, manageable, or trustworthy. A plan documented in a 
clinical record may appear complete from a service perspective but remain difficult to implement at home 
if patients are unsure why medicines have been changed, how to manage side effects, when review will 
occur, which clinician to contact, or how to balance medical advice with work, family responsibilities, 
transport limitations, finances, fatigue, and health literacy. Patient confidence in care planning can 
therefore be understood as a practical indicator of whether multimorbidity care is usable in real life, rather 
than merely whether a plan has been formally produced (3). 

Current guidance on multimorbidity increasingly emphasizes person-centred care, medication review, 
shared decision-making, prioritization, and treatment burden awareness. These principles are particularly 
important because patients with multimorbidity are often required to perform substantial healthcare work 
outside clinical settings, including organizing appointments, remembering instructions, monitoring 
symptoms, taking medicines correctly, adjusting routines, communicating with family members, and 
seeking clarification when recommendations are unclear. When the workload generated by care exceeds 
the patient’s available capacity, even clinically appropriate advice may become difficult to follow. 
Confidence in a care plan is therefore shaped not only by the perceived competence of individual clinicians 
but also by the extent to which the overall plan reduces confusion, fits the patient’s priorities, and provides 
realistic support for implementation (4). 

Integrated care policy also recognizes that chronic disease management requires coordination across 
primary care, specialist services, nursing, pharmacy, community support, and informal caregiving 
networks. From the patient’s perspective, integration becomes meaningful when someone appears to hold 
responsibility for the whole picture, medicines are reviewed in relation to all conditions, test results are 
explained, follow-up is reliable, and patients know what to do if symptoms, side effects, or circumstances 
change. A named professional or identifiable care team may therefore act as a source of relational trust, 
while unreliable follow-up or repeated retelling of medical history may signal fragmentation. These 
everyday experiences can strongly influence whether patients regard a long-term care plan as dependable, 
flexible, and safe (5). 

Despite the growing literature on multimorbidity, treatment burden, care coordination, and shared 
decision-making, less is known about how patients themselves judge whether long-term care plans are 
understandable, feasible, trustworthy, and responsive to changing circumstances. Existing care-planning 
approaches often focus on documentation, clinical targets, and service processes, whereas patients may 
evaluate care plans through more practical and relational criteria, including clarity of ownership, 
continuity, workload, prioritization across conditions, family involvement, and follow-up reliability. 
Exploring these dimensions is important because low confidence may not indicate patient resistance or 
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poor motivation; it may instead reveal that the plan has not been sufficiently coordinated, explained, 
reviewed, or adapted to the patient’s everyday capacity. 

This qualitative descriptive study explored how adults with multimorbidity described the factors that 
strengthened or weakened their confidence in long-term care planning. The study focused on patient 
comprehension, trust, perceived feasibility, treatment workload, communication with professionals, 
shared decision-making, family involvement, and follow-up reliability. The objective was to describe how 
patients interpret confidence and uncertainty in multimorbidity care planning and to identify practical 
features of care plans that may make complex long-term care more understandable, manageable, and 
trustworthy. 

MATERIALS AND METHODS 

A qualitative descriptive design was used to explore how adults with multimorbidity understood and 
evaluated their confidence in long-term care planning. This design was appropriate because the study 
sought to generate a practice-oriented account of patient experiences in accessible language while 
remaining close to participants’ descriptions of care, rather than developing a formal explanatory theory or 
measuring confidence quantitatively. Qualitative description is particularly suitable for health services 
research questions where the aim is to understand how patients interpret care processes, identify practical 
barriers, and generate findings that can inform clinical communication, care coordination, and service 
improvement (21,22). 

The study was conducted among adults aged 21 years and above who were living with two or more chronic 
health conditions and had experience of a long-term care plan, medication plan, review plan, or 
coordinated management advice related to ongoing multimorbidity management. For the purposes of this 
study, a long-term care plan was operationally defined as any written, verbal, or clinically communicated 
plan intended to guide continuing management of multiple chronic conditions, including medication 
instructions, follow-up arrangements, monitoring advice, lifestyle recommendations, safety-netting 
instructions, or coordinated guidance across more than one condition. Participants were purposively 
selected to provide variation in condition combinations, perceived confidence in care planning, trusted 
sources of care information, and main barriers to plan implementation. The final sample consisted of 12 
anonymized participant profiles coded as P01 to P12, representing adults with different combinations of 
chronic conditions, including diabetes, hypertension, cardiovascular disease, chronic respiratory disease, 
arthritis, chronic pain, kidney disease, stroke history, depression, anxiety, obesity, sleep apnoea, frailty, and 
polypharmacy. 

Purposive sampling was used because the objective was not statistical representativeness but the 
inclusion of participants whose experiences could provide rich insight into confidence, uncertainty, 
treatment workload, continuity, and coordination in multimorbidity care. The sample was considered 
adequate for qualitative descriptive interpretation because the research question was focused, the 
participant group was specific, the data were directly related to the phenomenon of interest, and recurring 
patterns were identified across participants with different confidence levels and care-planning barriers. 
The sampling strategy also supported variation in trusted sources, including general practitioners, nurses, 
pharmacists, specialist nurses, family caregivers, online portals, clinic staff, neighbours, and family 
doctors, allowing the analysis to examine how confidence was shaped by both professional and informal 
sources of support. 

Data were generated from anonymized semi-structured interview accounts and participant profile data. 
The interview accounts focused on how participants understood their care plans, how they interpreted 
advice from different professionals, how they managed medicines and appointments, how family 
members influenced plan implementation, how they responded to conflicting recommendations, and how 
follow-up arrangements affected their confidence. The interview guide was informed by the study 
objective, multimorbidity care literature, the Cumulative Complexity Model, Burden of Treatment Theory, 
and person-centred integrated care principles. It covered care-plan comprehension, communication with 
professionals, perceived ownership of the plan, confidence in follow-up, medication burden, appointment 
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workload, monitoring demands, family support, competing disease advice, and participant suggestions for 
improving care planning. Semi-structured interviewing was appropriate because it allowed common areas 
of inquiry to be addressed across participants while also permitting participants to elaborate on 
experiences, concerns, and priorities that were personally important (23). 

All participant material was anonymized before analysis. Codes P01 to P12 were used in place of names, 
and identifying details related to clinicians, family members, workplaces, and care locations were 
removed. The analytic dataset consisted of interview accounts, participant profile characteristics, 
confidence status, trusted source of care information, main confidence barrier, and a thematic coding 
matrix. The coding matrix was used to compare how confidence was strengthened or weakened across 
different care-planning contexts, including fragmented care, continuity, treatment workload, unclear 
prioritization, family involvement, and follow-up reliability. Reporting was guided by qualitative reporting 
principles emphasizing transparency of design, context, sampling, data generation, analysis, and 
interpretation (24). 

Reflexive thematic analysis was used to analyse the data. The analysis began with repeated reading of 
participant accounts to develop familiarity with the content and to identify initial meanings related to 
confidence, uncertainty, trust, care-plan ownership, treatment burden, and follow-up. Initial codes were 
generated across the dataset and then compared within and across participant profiles. Coding was both 
deductive and inductive. Deductive coding was informed by prior concepts from multimorbidity care, 
treatment burden, cumulative complexity, continuity, shared decision-making, and integrated care, while 
inductive coding was used to retain patterns that emerged directly from participant accounts. Candidate 
themes were developed by grouping related codes, checking their coherence against the data, refining 
boundaries between themes, and naming themes in a way that captured both descriptive content and 
analytic meaning (25). 

The analysis focused on identifying how patients judged whether a care plan was understandable, realistic, 
coordinated, personally relevant, and reviewable over time. Particular attention was given to the 
relationship between participant confidence and six recurring areas: visible plan ownership, relational 
continuity, treatment workload, prioritization across conditions, family negotiation, and reliability of follow-
up. Themes were retained when they were supported by repeated patterns across participant accounts 
and when they explained meaningful variation in confidence status. Participant quotations were used to 
preserve the link between interpretation and the original accounts, and the final themes were reviewed to 
ensure that they reflected the dataset rather than only the theoretical frameworks used to sensitize the 
analysis. 

Trustworthiness was addressed through attention to credibility, transferability, dependability, and 
confirmability. Credibility was supported by maintaining a close connection between participant accounts, 
coding, theme development, and illustrative quotations. Transferability was supported by presenting 
participant profiles, condition combinations, confidence status, trusted sources, and main confidence 
barriers so that readers could judge the relevance of findings to other multimorbidity care contexts. 
Dependability was supported by using a systematic coding and theme-development process, while 
confirmability was strengthened by separating participant evidence from analytic interpretation and by 
treating low confidence as a potential signal of care-plan design, communication, coordination, or 
workload problems rather than as a marker of patient failure (26). 

Ethical approval was obtained from Universitas Prima Indonesia. Written informed consent was obtained 
from all participants before inclusion. The study was conducted in accordance with ethical principles for 
research involving human participants, including respect for autonomy, confidentiality, privacy, and non-
maleficence. Because the study addressed potentially sensitive experiences related to illness, 
dependence, family support, uncertainty, and difficulty managing treatment workload, all findings were 
presented anonymously and without identifiable personal or clinical details. Data were handled 
confidentially, and reporting emphasized care-planning processes rather than individual blame or non-
adherence (27,28). 
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RESULTS 

The analysis generated six interrelated themes explaining how adults with multimorbidity developed, 
maintained, or lost confidence in long-term care planning. Confidence was not expressed as simple trust 
in the existence of a written plan. Rather, participants judged care plans according to whether the plan was 
understandable, coordinated, realistic, personally relevant, supported by family or professionals, and 
linked to reliable follow-up. Some participants trusted an individual clinician but remained uncertain about 
the overall plan, while others accepted the need for medicines but lacked confidence in lifestyle advice, 
appointment schedules, monitoring tasks, or review arrangements. Across the dataset, care-plan 
confidence was strongest when participants could identify a professional or team responsible for the 
whole plan, understood how different recommendations fitted together, felt able to carry out the required 
workload, and believed that the plan would be reviewed when circumstances changed. 

Table 1. Participant Profiles and Care-Plan Confidence 

Participant 

Code 

Participant Profile Care-Plan 

Confidence 

Primary Trusted 

Source 

Main Confidence Barrier 

P01 Older adult with diabetes and 

hypertension 

Moderate 

confidence 

GP nurse Needed clearer medication 

explanation 

P02 Middle-aged worker with heart disease 

and arthritis 

Low confidence Cardiologist Conflicting activity advice 

P03 Retired patient with COPD, diabetes, 

and anxiety 

Uncertain Family doctor No named plan owner 

P04 Caregiver-patient with kidney disease 

and hypertension 

Conditional 

confidence 

Pharmacist High medication workload 

P05 Older adult with heart failure and 

diabetes 

High confidence Regular GP Continuity and follow-up 

P06 Patient with stroke history and 

depression 

Low confidence Daughter Difficulty understanding 

priorities 

P07 Self-employed patient with asthma and 

hypertension 

Uncertain Clinic receptionist Appointment and income 

burden 

P08 Older woman with arthritis, diabetes, 

and chronic pain 

Moderate 

confidence 

Community nurse Needed family support 

P09 Migrant patient with hypertension and 

chronic pain 

Low confidence Neighbour and GP Language and navigation 

barriers 

P10 Retired teacher with heart disease and 

kidney disease 

High confidence Specialist nurse Clear review plan 

P11 Middle-aged patient with obesity, 

diabetes, and sleep apnoea 

Uncertain Online portal and 

GP 

Digital and information 

overload 

P12 Older adult with frailty and multiple 

medicines 

Conditional 

confidence 

Family caregiver Fear of side effects 

The participant profiles showed variation in confidence status, condition combinations, trusted sources, 
and barriers to plan implementation. Higher confidence was seen where participants described continuity, 
clear review arrangements, and recognizable professional responsibility for the care plan. Lower or 
uncertain confidence was associated with fragmented guidance, unclear prioritization, language or 
navigation barriers, digital overload, appointment burden, medication workload, and fear of side effects. 
Participants with conditional confidence did not reject their plans, but their confidence depended on 
whether medicines, family support, and follow-up arrangements remained manageable and responsive. 

The first theme was fragmented care and unclear plan ownership. Participants described receiving 
separate pieces of advice from different professionals without always knowing how these 
recommendations fitted into one coherent plan. This did not reflect distrust of specialist expertise; rather, 
it reflected uncertainty about whether anyone was responsible for integrating advice across conditions. For 
participants with multiple appointments, medicines, and disease-specific instructions, repeated 
explanations of medical history during consultations signalled weak continuity and reduced confidence in 
the overall plan. P03 captured this concern by stating, “Everyone tells me one part, but no one tells me the 
whole picture.” This theme showed that confidence was weakened when patients became the default 
coordinators of complex care without sufficient clinical guidance or a named professional responsible for 
the whole plan. 
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The second theme was continuity and relational trust. Participants expressed stronger confidence when 
they interacted with a clinician or care professional who knew their history, remembered previous 
decisions, and could explain why the plan had changed over time. Continuity was not limited to seeing the 
same professional at every visit; it also included the feeling that information was carried forward and that 
current recommendations were connected to earlier problems, preferences, and treatment experiences. 
P05 described this reassurance by stating, “Because they know me, I feel the plan is not just copied from a 
book.” This theme indicated that confidence was strengthened when care planning felt personalized, 
cumulative, and responsive rather than generic or repeatedly restarted. 

Table 2. Thematic Findings on Patient Confidence in Long-Term Care Planning 

Theme Key Codes Analytical Meaning Illustrative Quotation 

Fragmented care and 

unclear plan ownership 

Unclear coordinator; 

repeated history; 

specialist separation 

Patients lacked confidence when no 

professional appeared responsible for 

integrating advice across conditions. 

P03: “Everyone tells me one part, 

but no one tells me the whole 

picture.” 

Continuity and 

relational trust 

Known clinician; 

remembered history; 

regular review 

Confidence improved when patients were 

known over time and did not need to 

restart explanations at each contact. 

P05: “Because they know me, I 

feel the plan is not just copied 

from a book.” 

Treatment workload 

and limited capacity 

Medicine burden; fatigue; 

appointment work; 

monitoring tasks 

Plans lost credibility when the practical 

demands of care exceeded the patient’s 

capacity. 

P04: “The tablets are not the only 

burden. Remembering 

everything is also work.” 

Unclear priorities and 

competing disease 

advice 

Conflicting instructions; 

priority confusion; 

uncertain trade-offs 

Patients needed help deciding which 

advice mattered most when 

recommendations for different conditions 

conflicted. 

P02: “One doctor says walk more, 

another says rest the knee. I need 

someone to choose with me.” 

Family support and 

social negotiation 

Help; pressure; 

dependency; shared 

responsibility 

Family involvement increased confidence 

when it supported the patient but reduced 

ownership when it became controlling. 

P08: “My daughter helps, but 

sometimes she takes over and I 

feel it is not my plan.” 

Follow-up reliability as 

evidence of care 

commitment 

Review dates; call back; 

test results; safety net 

Confidence depended on whether patients 

believed that the plan would be reviewed, 

adjusted, and supported over time. 

P10: “The plan works because I 

know when they will call and 

what to do before then.” 

The third theme was treatment workload and limited capacity. Participants did not evaluate care plans only 
by their clinical content; they also judged whether the work required to follow the plan was manageable. 
Medicines, symptom monitoring, appointments, transport, financial costs, fatigue, memory demands, and 
family responsibilities all shaped confidence. A plan could appear clinically appropriate but still feel 
unrealistic if it required more work than the patient could absorb in daily life. P04 emphasized this broader 
workload by stating, “The tablets are not the only burden. Remembering everything is also work.” This 
theme showed that confidence decreased when care plans added tasks without accounting for the 
patient’s physical, emotional, cognitive, social, and practical capacity. 

The fourth theme was unclear priorities and competing disease advice. Participants described receiving 
recommendations that were reasonable in relation to one condition but difficult to reconcile with another. 
Advice to increase physical activity, restrict activity, change diet, monitor symptoms, or attend multiple 
appointments could become confusing when no one explained what should take priority. P02 illustrated 
this uncertainty by stating, “One doctor says walk more, another says rest the knee. I need someone to 
choose with me.” This theme demonstrated that patients did not always need more information; they 
needed support to interpret trade-offs, identify priorities, and understand why some goals should be 
emphasized over others at particular points in time. 

The fifth theme was family support and social negotiation. Family members helped participants remember 
medicines, travel to appointments, understand instructions, monitor symptoms, and feel reassured. For 
some participants, family involvement made the plan more practical and increased confidence. However, 
family involvement could also create tension when relatives became overly controlling or made decisions 
on behalf of the patient. P08 described this balance by stating, “My daughter helps, but sometimes she 
takes over and I feel it is not my plan.” This theme showed that family support improved confidence when 
it preserved patient autonomy, but reduced confidence when the patient felt displaced from decision-
making. 

The sixth theme was follow-up reliability as evidence of care commitment. Participants were more 
confident when review arrangements were clear, when they knew when they would be contacted, when 
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test results would be discussed, and what they should do before the next appointment if symptoms or side 
effects occurred. Follow-up was interpreted as evidence that the plan was active, monitored, and 
adjustable rather than a one-time document or instruction. P10 stated, “The plan works because I know 
when they will call and what to do before then.” This theme showed that reliable follow-up converted care 
planning from an administrative exercise into an ongoing relationship of responsibility and safety. 

Overall, patient confidence in long-term care planning was shaped by the interaction of coordination, 
continuity, workload, prioritization, family involvement, and follow-up. Confidence was strongest when 
participants could recognize a plan owner, understand the relationship between medicines and lifestyle 
recommendations, negotiate conflicting priorities, involve family members without losing ownership, and 
rely on clear review arrangements. Confidence was weakest when care felt fragmented, excessive, 
unexplained, unsupported, or disconnected from everyday life. These findings suggest that care-plan 
confidence in multimorbidity is best understood as a practical and relational judgement about whether 
complex care is coherent, manageable, and responsive over time. 

 

Figure 1 Graphical Illustration of Themes 

DISCUSSION 

This qualitative descriptive study explored how adults with multimorbidity understood and evaluated their 
confidence in long-term care planning. The findings show that confidence was not generated by the mere 
existence of a written or verbally communicated plan. Instead, patients developed confidence when the 
plan was understandable, coordinated, realistic, personally relevant, and visibly supported through 
continuity, review, and professional responsibility. Across the six themes, patient confidence emerged as 
a relational and practical judgement: participants trusted care plans when they could identify who was 
responsible for the whole plan, understood why recommendations were being made, believed that the 
required workload was manageable, and expected that the plan would be reviewed when symptoms, 
medicines, priorities, or family circumstances changed. 

The theme of fragmented care and unclear plan ownership supports existing evidence that multimorbidity 
is difficult to manage when care remains organized around separate diseases rather than around the 
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patient’s overall situation. Patients in this study did not reject specialist expertise, but they were less 
confident when advice arrived in disconnected parts and no professional appeared responsible for 
integrating the whole picture. This finding is consistent with multimorbidity guidance emphasizing the need 
to move beyond single-condition decision-making and to consider interactions between diseases, 
treatments, patient priorities, and healthcare workload (3,5). For participants, plan ownership was not 
simply an administrative designation; it was a visible sign that someone understood how multiple 
recommendations related to one another. When ownership was unclear, patients became the default 
coordinators of complex care despite having limited clinical knowledge, time, energy, or confidence to 
reconcile competing instructions. 

Continuity and relational trust were central to confidence because patients interpreted remembered 
history, regular review, and personalized explanation as evidence that the plan had been adapted to their 
circumstances rather than copied from a generic disease pathway. This finding aligns with literature 
showing that experienced continuity is particularly important for patients who see multiple clinicians and 
need reassurance that decisions are connected across time and care settings (11,12). In this study, 
continuity did not require absolute dependence on one professional; rather, it required informational and 
relational coherence. Patients were more confident when professionals remembered previous decisions, 
explained changes, and linked current recommendations with past experiences. This suggests that 
continuity should be treated as a core mechanism of care-plan confidence in multimorbidity rather than 
as a desirable but optional feature of service delivery. 

Treatment workload and limited patient capacity represented one of the strongest threats to confidence. 
Participants judged care plans not only by whether recommendations were medically appropriate but also 
by whether they could realistically perform the work required. Medicines, appointments, transport, 
monitoring, memory demands, fatigue, costs, and family responsibilities all shaped whether a plan felt 
manageable. This finding is directly supported by Burden of Treatment Theory and the Cumulative 
Complexity Model, both of which emphasize that healthcare transfers substantial work to patients and that 
adherence depends on the balance between workload and capacity (7,8). The results also support 
empirical work showing that patients with chronic conditions experience medication management, 
administrative tasks, monitoring, and lifestyle change as part of the practical burden of illness (9,10). 
Therefore, low confidence should not be interpreted only as poor motivation or lack of education; it may 
indicate that the plan has exceeded the patient’s available capacity. 

The findings also show that shared decision-making must be adapted to the realities of multimorbidity. 
Participants were not simply choosing between two options for one disease. They were often trying to 
balance pain, mobility, cardiovascular risk, diabetes control, side effects, frailty, emotional distress, family 
roles, work demands, and follow-up responsibilities. This complexity makes prioritization essential. 
Existing shared decision-making models emphasize information exchange, deliberation, and preference-
sensitive decisions, but multimorbidity requires these processes to include explicit discussion of trade-
offs across conditions (15,16). The present findings are consistent with patient-priorities care, which 
argues that clinical decisions for older or complex patients should be aligned with what matters most to 
the patient rather than only with disease-specific targets (13,17). Confidence improved when participants 
felt supported to understand which goals were urgent, which could be modified, and how competing advice 
should be negotiated. 

Family support was another important but ambivalent influence on confidence. Participants valued family 
assistance with medicines, transport, appointment attendance, symptom monitoring, reassurance, and 
explanation of instructions. For some patients, family involvement made complex care more feasible and 
strengthened confidence in the plan. However, family support could also reduce confidence when relatives 
became controlling or displaced the patient from decision-making. This finding suggests that family 
inclusion in multimorbidity care planning should not be treated as automatically beneficial. Instead, 
clinicians should ask patients how they want family members to be involved, what type of support is useful, 
and where the boundary lies between assistance and loss of autonomy. In this way, family engagement can 
strengthen implementation while preserving patient ownership of the plan. 
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Follow-up reliability appeared to function as a practical marker of care commitment. Participants were 
more confident when they knew when review would occur, who would contact them, how test results 
would be communicated, and what they should do if symptoms, side effects, or uncertainty developed 
before the next appointment. This finding reinforces evidence that personalized care planning is most 
useful when it involves discussion, goal setting, review, and continuing support rather than merely 
producing a document (14). It also aligns with multimorbidity intervention evidence suggesting that 
patient-centred approaches are more relevant when they address care coordination, functional priorities, 
and ongoing support rather than adding generic disease-management tasks (29). In this study, reliable 
follow-up transformed a care plan from a static instruction into an active, adjustable process. 

Medication burden and fear of side effects were closely connected to confidence because patients with 
multimorbidity often interpret safety through explanation, monitoring, and review. Polypharmacy may be 
clinically necessary, but it can also create uncertainty when patients do not know why each medicine is 
required, whether interactions have been considered, and what symptoms should prompt review. 
Medication safety guidance emphasizes the importance of reviewing medicine regimens, reducing 
avoidable harm, and supporting patients to raise concerns about side effects (18,19). The findings suggest 
that medication review should be framed not only as a pharmacological safety activity but also as a 
confidence-building process. When patients believe that someone has reviewed the whole regimen across 
conditions, they are more likely to perceive the plan as coherent and safe. 

The study contributes to multimorbidity care by conceptualizing patient confidence as an indicator of care-
plan usability. Confidence was shaped by whether care planning reduced complexity or added to it, 
whether it clarified priorities or left patients to reconcile competing instructions, and whether follow-up 
demonstrated continuing responsibility. This interpretation extends existing multimorbidity and treatment 
burden literature by showing that confidence is formed at the intersection of coordination, capacity, 
continuity, family negotiation, and review reliability. It also suggests that health services should not 
evaluate care planning only by whether plans are documented, but by whether patients can understand, 
enact, and trust those plans in everyday life. 

The findings have practical implications for clinicians and care systems. Long-term care plans for 
multimorbidity should identify a named professional or responsible team, include an explanation of how 
recommendations across conditions fit together, document patient priorities, review medication burden, 
clarify trade-offs between conflicting advice, specify the role of family members where relevant, and 
include clear follow-up and safety-net instructions. These actions can help move care planning away from 
administrative completion and toward patient-centred usability. For patients with lower health literacy, 
language barriers, limited finances, poor transport access, digital overload, or reduced family support, 
care-plan confidence may also be an equity issue because the same plan may be more difficult to 
understand or implement without additional support (20). 

This study has limitations that should be considered when interpreting the findings. The sample was small 
and qualitative, so the findings are intended to provide depth of understanding rather than statistical 
generalization. Participants represented varied condition combinations and confidence states, but 
experiences may differ in other health systems, cultural settings, age groups, or service models. 
Confidence was explored through participant accounts at one point in time, although confidence may 
change as symptoms fluctuate, medicines are adjusted, family circumstances shift, or follow-up succeeds 
or fails. The findings also depend on participants’ recollection and interpretation of care-planning 
experiences. Nevertheless, the study offers clinically useful insight into how patients judge long-term care 
planning and why technically appropriate plans may fail to generate confidence if they are fragmented, 
burdensome, poorly explained, or insufficiently reviewed. 

CONCLUSION 

Patient confidence in long-term care planning for multimorbidity depended on more than the presence of 
a written or verbally communicated plan. Participants were more confident when care plans were 
understandable, realistic, coordinated, personally relevant, regularly reviewed, and linked to a 
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recognizable professional or care team responsible for the whole picture. Confidence decreased when 
advice was fragmented, priorities were unclear, treatment workload exceeded patient capacity, family 
involvement reduced patient ownership, or follow-up arrangements were unreliable. These findings 
indicate that multimorbidity care planning should be understood as an ongoing relational and practical 
process rather than a static administrative document. Care plans are more likely to support patient 
confidence when they include named coordination, explicit prioritization across conditions, medication 
and workload review, shared decision-making, respectful family involvement, clear safety-netting, and 
reliable follow-up. Strengthening these elements may help make complex long-term care more coherent, 
manageable, and trustworthy for patients living with multiple chronic conditions. 

REFERENCES 

1. Skou ST, Mair FS, Fortin M, Guthrie B, Nunes BP, Miranda JJ, et al. Multimorbidity. Nat Rev Dis Primers. 
2022;8(1):48. 

2. World Health Organization. Noncommunicable diseases. Geneva: World Health Organization; 2024. 

3. National Institute for Health and Care Excellence. Multimorbidity: clinical assessment and 
management. NICE guideline NG56. London: National Institute for Health and Care Excellence; 2016. 

4. Organisation for Economic Co-operation and Development. Integrating care to prevent and manage 
chronic diseases: best practices in public health. Paris: OECD Publishing; 2023. 

5. Muth C, van den Akker M, Blom JW, Mallen CD, Rochon J, Schellevis FG, et al. The Ariadne principles: 
how to handle multimorbidity in primary care consultations. BMC Med. 2014;12:223.  

6. Salisbury C, Man MS, Bower P, Guthrie B, Chaplin K, Gaunt DM, et al. Management of multimorbidity 
using a patient-centred care model: a pragmatic cluster-randomised trial of the 3D approach. Lancet. 
2018;392(10141):41-50. 

7. May CR, Eton DT, Boehmer K, Gallacher K, Hunt K, MacDonald S, et al. Rethinking the patient: using 
burden of treatment theory to understand the changing dynamics of illness. BMC Health Serv Res. 
2014;14:281. 

8. Shippee ND, Shah ND, May CR, Mair FS, Montori VM. Cumulative complexity: a qualitative analysis of 
patients with multiple chronic conditions. J Clin Epidemiol. 2012;65(10):1041-1051. 

9. Eton DT, Ramalho de Oliveira D, Egginton JS, Ridgeway JL, Odell L, May CR, et al. Building a 
measurement framework of burden of treatment in complex patients with chronic conditions: a 
qualitative study. Patient Relat Outcome Meas. 2012;3:39-49. 

10. Tran VT, Barnes C, Montori VM, Falissard B, Ravaud P. Taxonomy of the burden of treatment: a multi-
country web-based qualitative study of patients with chronic conditions. BMC Med. 2015;13:115.  

11. Haggerty JL, Roberge D, Freeman GK, Beaulieu C. Experienced continuity of care when patients see 
multiple clinicians: a qualitative metasummary. Ann Fam Med. 2013;11(3):262-271. 

12. Barker I, Steventon A, Deeny SR. Association between continuity of care in general practice and 
hospital admissions for ambulatory care sensitive conditions: cross sectional study of routinely 
collected data. BMJ. 2017;356:j84. 

13. Bayliss EA, Bonds DE, Boyd CM, Davis MM, Finke B, Fox MH, et al. Understanding the context of health 
for persons with multiple chronic conditions: moving from what is the matter to what matters. Ann Fam 
Med. 2014;12(3):260-269. 

14. Coulter A, Entwistle VA, Eccles A, Ryan S, Shepperd S, Perera R. Personalised care planning for adults 
with chronic or long-term health conditions. Cochrane Database Syst Rev. 2015;(3):CD010523. 

https://linkmjhcr.com/index.php/lmj/index
https://portal.issn.org/resource/ISSN/3007-3448
https://linkmjhcr.com/index.php/lmj/copyrightpolicy
https://linkmjhcr.com/index.php/lmj/licensingpolicy


Link Medical Journal of Health and Community Research 
LMJHCR-190 | 2026;4(1) | ISSN 3007-3448 | © 2026 The Authors | CC BY 4.0 | Page 11 

15. Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al. Shared decision making: 
a model for clinical practice. J Gen Intern Med. 2012;27(10):1361-1368. 

16. Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for patients: a systematic review and 
thematic synthesis of patient-reported barriers and facilitators to shared decision making. Patient 
Educ Couns. 2014;94(3):291-309. 

17. Tinetti ME, Naik AD, Dindo L, Costello DM, Esterson J, Geda M, et al. Association of patient priorities-
aligned decision-making with patient outcomes and ambulatory health care burden among older 
adults with multiple chronic conditions: a nonrandomized clinical trial. JAMA Intern Med. 
2019;179(12):1688-1697. 

18. Reeve E, Thompson W, Farrell B. Deprescribing: a narrative review of the evidence and practical 
recommendations for recognizing opportunities and taking action. Br J Clin Pharmacol. 
2017;83(7):1339-1352. 

19. World Health Organization. Medication safety in polypharmacy: technical report. Geneva: World 
Health Organization; 2019. 

20. Violan C, Foguet-Boreu Q, Flores-Mateo G, Salisbury C, Blom J, Freitag M, et al. Prevalence, 
determinants and patterns of multimorbidity in primary care: a systematic review. PLoS One. 
2014;9(7):e102149. 

21. Bradshaw C, Atkinson S, Doody O. Employing a qualitative description approach in health care 
research. Glob Qual Nurs Res. 2017;4:2333393617742282. 

22. Sandelowski M. Whatever happened to qualitative description? Res Nurs Health. 2000;23(4):334-340. 

23. Kallio H, Pietilä AM, Johnson M, Kangasniemi M. Systematic methodological review: developing a 
framework for a qualitative semi-structured interview guide. J Adv Nurs. 2016;72(12):2954-2965. 

24. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research: a 32-item checklist 
for interviews and focus groups. Int J Qual Health Care. 2007;19(6):349-357. 

25. Braun V, Clarke V. Thematic analysis: a practical guide. London: SAGE Publications; 2021. 

26. Lincoln YS, Guba EG. Naturalistic inquiry. Beverly Hills: SAGE Publications; 1985. 

27. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: a 
synthesis of recommendations. Acad Med. 2014;89(9):1245-1251. 

28. World Medical Association. World Medical Association Declaration of Helsinki: ethical principles for 
medical research involving human subjects. JAMA. 2013;310(20):2191-2194. 

29. Smith SM, Wallace E, O’Dowd T, Fortin M. Interventions for improving outcomes in patients with 
multimorbidity in primary care and community settings. Cochrane Database Syst Rev. 
2021;1:CD006560. 

30. Mercer SW, Fitzpatrick B, Guthrie B, Fenwick E, Grieve E, Lawson K, et al. The CARE Plus study: a whole-
system intervention to improve quality of life of primary care patients with multimorbidity in areas of 
high socioeconomic deprivation. BMC Med. 2016;14:88. 

https://linkmjhcr.com/index.php/lmj/index
https://portal.issn.org/resource/ISSN/3007-3448
https://linkmjhcr.com/index.php/lmj/copyrightpolicy
https://linkmjhcr.com/index.php/lmj/licensingpolicy

