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Descriptions of Barriers to 
Self-Care by Persons with 
Comorbid Chronic Diseases

ABSTRACT
BACKGROUND Chronic medical conditions often occur in combination, as comor-
bidities, rather than as isolated conditions. Successful management of chronic
conditions depends on adequate self-care. However, little is known about the
self-care strategies of patients with comorbid chronic conditions. 

OBJECTIVE Our objective was to identify perceived barriers to self-care among
patients with comorbid chronic diseases.

METHODS We conducted semistructured personal interviews with 16 adults 
from 4 urban family practices in the CaReNet practice-based research network
who self-reported the presence of 2 or more common chronic medical condi-
tions. Using a free-listing technique, participants were asked, “Please list every-
thing you can think of that affects your ability to care for your medical condi-
tions.” Responses were analyzed for potential barriers to self-care.

RESULTS Participants’ responses revealed barriers to self-care, including physical
limitations, lack of knowledge, financial constraints, logistics of obtaining care, 
a need for social and emotional support, aggravation of one condition by symp-
toms of or treatment of another, multiple problems with medications, and over-
whelming effects of dominant individual conditions. Many of these barriers were
directly related to having comorbidities.

CONCLUSIONS Persons with comorbid chronic diseases experience a wide range
of barriers to self-care, including several that are specifically related to having
multiple medical conditions. Self-management interventions may need to
address interactions between chronic conditions as well as skills necessary to 
care for individual diseases. 

Ann Fam Med 2003;1:15-21. DOI: 10.1370/afm.4

BACKGROUND

Currently, 125 million persons in the United States suffer from
chronic medical conditions.1 The burden of chronic illness is
magnified for many of them by the fact that chronic conditions

often occur as comorbidities (coexisting medical conditions) rather than
as single conditions. Of these 125 million, 60 million have multiple
chronic conditions.1 These numbers are expected to increase to 157 mil-
lion and 81 million, respectively, by the year 2020.1 The occurrence of
comorbidity is age-dependent, with 69% of persons over age 65 having 
2 or more chronic illnesses.2 It is estimated that more than 40% of peo-
ple with a chronic condition have at least 1 comorbidity,2 and that per-
sons aged 60 years and older have an average of 2.2 chronic conditions.3

Increasing numbers of chronic conditions have been associated with
increased levels of disability and decreased levels of physical well-
being.4,5 In addition, comorbidity has been associated with increased
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mortality, decreased quality of life and increased use
of health services.6

Effective management of chronic illness is complex
and requires significant participation by patients and
their families. Day-to-day disease self-management has
multiple components:

• Engaging in activities that promote physical and
psychological health; 

• Interacting with health care providers and adher-
ence to treatment recommendations; 

• Monitoring health status and making associated
care decisions; 

• Managing the impact of the illness on physical,
psychological and social functioning.7,8

Any impediments to these processes may jeopard-
ize successful disease management and thereby repre-
sent barriers to the self-care process.

Since levels of disability and functioning differ with
the number of comorbid chronic diseases, and manage-
ment of chronic disease depends largely on self-care,4,5,7

it is plausible that effective self-care of comorbid condi-
tions differs from that required for single conditions. Per-
sons with comorbid conditions may experience barriers
to self-care that arise from the simultaneous demands of
comorbidities. If so, self-management interventions
geared towards single diseases may fail to address the
priorities of persons with multiple medical conditions.
Previous studies of patient perceptions of barriers to
self-care have concentrated on single diseases.9-13 We
found no studies that assessed barriers to self-care spe-
cific to patients with more than 1 chronic disease.

Based on the hypothesis that patients with 2 or
more chronic illnesses experience barriers to self-care
that result from having comorbid chronic diseases, we
designed a qualitative study to explore perceived barri-
ers to self-care among persons with multiple chronic
conditions. Because chronic conditions cover a broad
spectrum of disease and disease severity, we chose to
include in this exploratory study individuals who had 2
or more of a list of common chronic conditions. These
diagnoses were chosen based on their prevalence and
frequent reference in the literature on comorbidity.6

METHODS

Study design
We conducted a qualitative study using semistructured
personal interviews.

Study setting
The study was conducted in 4 family medicine prac-
tices in metropolitan Denver, Colo, through the
CaReNet primary care research network. CaReNet is a

state-wide primary care research network of 23 pri-
mary care practices founded in 1997 with a commit-
ment to serving disadvantaged populations.14

Study subjects
Sixteen subjects were recruited through advertisements
placed in the practices. These advertisements, which
were posted in waiting rooms and exam rooms of the
practices, listed common chronic medical problems
(osteoarthritis, coronary artery disease, chronic obstruc-
tive pulmonary disease, asthma, diabetes, hypertension,
and congestive heart failure) and invited individuals
who identified themselves as having 2 or more of these
conditions to participate in a research interview. Poten-
tial participants were then screened by telephone for
presence of any exclusion criteria (see below). 

For the specific objectives of this study, we selected
participants based on their self-report of diagnoses, as
we felt that it was reasonable to assume that individu-
als who identified themselves as having a disease did
carry that diagnosis and therefore would be in a posi-
tion to discuss their self-care process. Moreover,
recruiting participants through administrative data
would have been less reliable, since we could not
assume that individuals would be aware of all the diag-
noses on their medical records. Self-report of chronic
disease diagnoses has been shown to agree with med-
ical record diagnoses from 73% to 83% of the time.15

Patients with any active terminal illness, HIV infec-
tion, mental incompetence, or uncontrolled psychiatric
illness were excluded. These exclusions were based on
the premise that the presence of any of these condi-
tions would dominate the subject’s perception of day-
to-day self-management of his or her chronic condi-
tions. Since depression also has the potential to alter
perception of disease self-management and is common
among persons with chronic disease, presence or
absence of depression and associated treatment was
noted and incorporated into the descriptive results. In
addition, since severity of illness may affect percep-
tions of barriers to self-care, perceived health status
was incorporated into the descriptive results as well.
The institutional review boards of the University of
Colorado Health Sciences Center and participating
sites approved the project protocol.

Data collection
The data were collected using the semistructured one-
on-one interview technique of free listing. Free listing is
a technique in which a respondent is asked a question
about a domain of interest and invited to respond with a
‘list’ of answers that represent elements in that domain.
These answers are tabulated and analyzed for frequency,
content, and range of description of the domain of
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interest. Free listing has been recommended as an
appropriate method for research involving the initial
definition of new domains (in this case barriers to self-
care for persons with more than 1 chronic disease) prior
to the development and use of other data collection
techniques (such as questionnaires).16 It is particularly
useful for assuring that the information gathered is rele-
vant for the participants themselves rather than based
on presumptions made by the researchers.16 Free listing
has been used in medical research to assess subjects’
knowledge of signs and symptoms of certain illness-
es.17,18 Free listing provides the additional benefits of
allowing immediate subject verification of the content
of the data and allowing a ‘semiquantified’ approach to
looking for patterns of responses. During free listing,
interviews and recruitment continue until patterns
emerge across the lists of responses. This usually occurs
at approximately 20 informants.16 We chose an individ-
ual-interview method based on the assumption that per-
sons with different constellations of illnesses might per-
ceive different barriers to self-care and be more likely to
discuss them in a one-on-one setting. 

In the interviews, subjects were asked to “List every-
thing you can think of that affects your ability to man-
age your medical conditions.” If necessary, prompts
were used, such as: “What makes it easier/more difficult
to care for your medical conditions?” and “What would
you like to change about what you need to do for your
medical conditions?” Both the responses and the order
of responses were recorded on index cards and then
reviewed with the subject to verify the content of the
response. Following the free listing process, we collect-
ed descriptive information about demographic charac-
teristics, perceived health status, and number and types
of diagnoses. Preliminary analysis of our data revealed a
consistent pattern of responses after 11 or 12 inter-
views. We continued enrolling subjects through 16
interviews and confirmed that these patterns of
responses continued and did not expand.16

Analysis
Interviews were conducted by EB (a family physician)
and analyzed by DM and DF (a social psychologist and
a research associate, respectively, both with expertise in
qualitative methodology) and EB. In the first phase of
the analysis, we tabulated and sorted subjects’ respons-
es, both independently and together, by repeatedly
reviewing the items listed during the free listing process
and sorting them into groups with similar content.
When we disagreed about categorization, we resolved
the disagreement by discussion, taking into account the
context of the individual interview. If a listed item did
not fit into any one category, it was discarded from the
analysis. This occurred with 4 out of 211 total respons-

es. These groups of similar items from the free listing
process represent elements in the domain of potential
barriers to self-care for this group of respondents. In
order to avoid overemphasizing any single element
because of the input from just 1 or 2 subjects, the
responses were quantified by the number of subjects
whose items fell into 1 element rather than by the total
number of items in that element. 

Since reported health status may affect respon-
dents’ perceived barriers to self-care, we analyzed all 
of the barriers to self-care with regard to the health
status of the respondent using Qualitative Compara-
tive Analysis (QCA). Qualitative Comparative Analy-
sis is a technique designed to sort through categorical
qualitative data in which multiple factors may be asso-
ciated with any one outcome and eliminate factors that
appear irrelevant to specific outcomes. This process
can clarify patterns of factors that may be associated
with certain outcomes.19 We used QCA to analyze all
of the barriers to self-care with regard to “good” or
“very good” versus “fair” or “poor” health status. Our
goal in this subanalysis was to detect any influence of
perceived health status on the elements defined by 
the respondents.

Finally, we interpreted the potential barriers to self-
care that emerged from our analysis in light of the 4
components of chronic disease self-management to
insure that they were, in fact, potential impediments to
the self-care process. Figure 1 gives a schematic repre-
sentation of our analytic methodology.

RESULTS
Eighteen people responded to the invitation for inter-
views. Sixteen met enrollment criteria and were subse-
quently enrolled in the study. Thirteen of the subjects

Figure 1. Schematic Representation 
of the Analytic Methodology

Interview respondents.

Collect items listed by respondents.

Identify potential barriers to self-care.

Interpret findings in light of components 
of the self-management process.8

QCA: Quality Comparative Analysis

Verification of responses

QCA to assess 
influence 
of health status

Free listing 

Sorting of items 
collected

Review of results
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were female. Subjects’ ages ranged from 31 to 40 years
to more than 70 years, all had at least a high school
education, a majority had low annual household
incomes, most were currently not employed, 4 had no
health insurance, and all were white. Descriptive
demographic information is listed in Table 1. 

The participants reported a variety of diagnoses
and combinations of comorbidities. The number of
chronic diagnoses per person ranged from 2 to 7 with
a mean of 4.3 and a median of 4.0. The combinations
of comorbidities were heterogeneous. The most com-
mon comorbid conditions were osteoarthritis and
hypertension (6) and osteoarthritis and respiratory dis-
ease (6). However, in all cases these combinations
occurred in combination with a variety of other condi-
tions. Eight of the subjects reported their health status
as “good” or “very good,” and 8 as “fair” or “poor.”
None reported “excellent” health status. Fourteen out
of 16 reported having at some point been diagnosed
with depression, and 6 of those reported current treat-
ment for depression. Table 2 lists the disease character-
istics of the subject population.

Sorting the responses to the free listing process
revealed 15 potential barriers to self-care in this group
of respondents. In some cases the barrier to self-care

was illustrated by mention of a coping mechanism used
to overcome the potential barrier. These are listed in
Table 3 along with representative quotations. Several of
these potential barriers to self-care are of particular
interest because of the noted influence of comorbidity:

Fourteen out of the 16 respondents reported that
symptoms of one of their conditions or lifestyle
changes necessitated by one of their conditions inter-
fered with self-care for another condition. For exam-
ple, “… can’t exercise for diabetes due to the breathing
…” or “… when asthma is bad … makes arthritis hard-
er to manage [as shortness of breath further impairs
mobility].” Whereas lifestyle changes for 2 conditions
often seemed incompatible: “… changing diet to low
fat makes constipation worse …” Several respondents
mentioned that [psychological] “stress” from one con-
dition would often aggravate another.

Nine subjects mentioned compound effects of medi-
cations as interfering with care: in these cases either
therapeutic effects or adverse effects of a medication
for one condition aggravated symptoms of another.
For example: “… cough medicine makes blood pres-
sure worse …” or “… taking medicine for one messes
up another condition. …” Other medication concerns
included discouragement about the total burden of

Table 1. Demographic Characteristics 
of Participants (n = 16)

Characteristic Number of participants

Female 13
Male 3
White 16
Age

31-40 1
41-50 3
51-60 3
61-70 4
Older than 70 5

Education
High school graduate 2
Some college 7
College graduate 5
Post-college 2

Annual income
< $15,000 7
$15,001-$30,000 3
$30,001-$45,000 2
$45,001-$60,000 3
No answer 1

Health insurance
None 4
Medicare 8
Medicaid 1
Managed care 2
No answer 1

Table 2. Disease Characteristics of Participants 
(n = 16)*

Characteristic Number of participants†

Medical condition†

Osteoarthritis 12

Hypertension 11

Chronic bronchitis, emphysema, asthma 7

Diabetes 5

Other musculoskeletal diagnosis 4

Other psychiatric diagnosis 4

Vision problem 4

Coronary artery disease 3

Migraine 3

Obesity 2

Gastroesophageal reflux 2

Congestive heart failure 1

Depression, ever 14

Current treatment 6

No current treatment 8

Overall health status

Excellent 0

Very good 1

Good 7

Fair 7

Poor 1

* Mean number of conditions, 4.3 (range, 3-7). Median number of conditions, 4.0.
† Each of the following diagnoses was reported by one subject: arrhythmia,

stroke, chronic sinusitis, varicose veins, neuropathy, alcoholism, incontinence.
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medications and the complexity of the medication
schedule. 

Eight subjects cited a single dominant condition as
an impediment to the care of other conditions. One
participant explained that “…loss of vision is worse
than COPD or arthritis,” whereas another mentioned
“I’d rather the arthritis than the asthma.” Dominant dis-
eases listed as interfering with self-management of
comorbid conditions included vision troubles, diabetes,
depression and asthma. There was no pattern to these
dominant conditions. For example, chronic obstructive
pulmonary disease was listed as the “… most trouble-
some …” and “… the easiest to ignore. …”

Qualitative Comparative Analysis revealed that all
potential barriers to self-care were mentioned in some
combination by subjects with both better and worse
perceived health status. In other words, for this study
population, these elements of the domain of barriers to
self-care do not appear to be disproportionately influ-
enced by either better or worse perceived health status.

Finally, all of these elements have the potential to
interfere with the self-management process and there-
fore may be considered potential barriers to self-care. 

DISCUSSION

The need to care for a growing population of patients
with comorbid chronic diseases mandates that we
develop new, multidimensional models that incorpo-
rate the patient’s perspective in managing his or her
care. Recent articles on chronic care emphasize the
importance of self-care: Wagner et al identified self-
care as a major component of chronic disease manage-
ment and specifically mentioned the need to identify
barriers to reaching self-care goals, and Glasgow
described identifying barriers as part of successful self-
management programs.20,21 Since we cannot successful-
ly design self-care interventions for persons with
comorbid chronic diseases until we assess their needs,
we chose to investigate barriers to self-care in persons
with more than 1 chronic disease. Our study popula-
tion reported a range of barriers to self-care and asso-
ciated adaptations to these barriers that reflect both
the nature of chronic disease and the management of
multiple morbidities. Furthermore, these barriers to
self-care are relevant for persons across a range of per-
ceived health strata and may interact with various

components of the self-man-
agement process.

In previous qualitative stud-
ies on barriers to self-care that
have focused on single diseases,
respondents reported multiple
barriers to self-care, including
concerns about knowledge
deficits, physical and financial
access to care, adverse effects of
medications, negative emotions,
personal struggles and difficul-
ties with lifestyle changes.9-13

Since these barriers to self-care
have been reported in multiple
scenarios, they do not appear
to be specific to the conditions
studied. However, their relative
importance may vary for differ-
ent diseases and comorbidities.

Where comorbidity was
mentioned in previous studies,
it was also seen as a barrier to
self-care, but not investigated in
detail. In one study on pain
management in the elderly, the
presence of additional medical
conditions was specifically
mentioned as a barrier in the
self-management of chronic
pain11; and an investigation into

Table 3. Potential Barriers to Self-care From Free-Listing Interviews

Number of 
participants 

Potential barrier to self-care citing category* Examples (quotations)

Compound effects of conditions 14 Can’t exercise for diabetes due to the
breathing.

Physical limitations/adaptations to 14 Hard to get around and do what I  
limitations caused by conditions used to.

Compound effects of medications 9 Medication for one affects another  
(therapeutic and side effects) health problem.

Schedule and coordination of 9 Hard to keep on top of needing 
medications different medications at

different times.

Total burden of medications 6 I don’t like taking all this medicine.

Side effects of medications 5 Medicine for blood pressure makes 
me feel bad.

Lack of knowledge about conditions 8 I didn’t know you could treat diabetes.

Financial constraints 8 Need to pay for medicines … 
financial issues.

Low self-efficacy or sense of loss 8 Feel like I’m falling apart. This has 
of control been a bad year.

Burden of the dominant effect of 8 Loss of vision is worse than COPD or 
a single condition arthritis.

Emotional impact of diseases 7 List of problems makes me worry 
about health.

Inadequate communication with 7 Not everybody is the same and 
providers needs the same treatment.

Need for or use of social support 7 It’s a team effort between the two of 
us [husband and wife].

Logistical issues 3 Have to go to the doctor more.

Need for understanding conditions. 3 Society, parents, teachers need to try
to understand chronic 

COPD = Chronic obstructive pulmonary disease.

*Mean number of barriers to self-care mentioned by respondents, 7.7 (range, 5-11).
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barriers to self-care in persons with congestive heart
failure reported comorbidities as interfering with self-
management of heart failure.13

Our study question allowed respondents to elabo-
rate on issues that result from attempting to self-man-
age coexisting medical conditions. In addition to men-
tioning barriers to self-care previously reported by per-
sons with single chronic conditions, they reported that
compound effects of conditions, multiple medication
issues and the burden of caring for a single dominant
condition commonly interfered with effective self-care.
Compound effects of conditions often centered on
physical limitations or complex recommendations for
lifestyle changes. This barrier to self-care may interfere
with the self-management task of engaging in activities
that promote physical and psychological health.8 In
these reports, patients who had the confidence to tack-
le disease-specific recommendations were often
stymied by the competing demands of seemingly
incompatible self-management tasks. Although only a
few respondents implied a direct connection between
medication concerns and their medication adherence,
significant declines in adherence have been associated
with increases in complexity or number of medica-
tions.22,23 Some participants reported an overwhelming
effect of one single disease as specifically interfering
with the self-care of comorbid conditions. This situa-
tion could certainly have a negative effect on partici-
pants’ ability to manage the impact of illness on physi-
cal, psychological and social functioning.8

The fact that respondents mentioned, on average,
more than 7 barriers to self-care highlights the syner-
gistic nature of coping with chronic disease self-man-
agement. Just as providers report competing demands
in caring for patients with multiple medical illness-
es,24,25 patients attempting to manage multiple condi-
tions perceive their own competing demands from self-
care for their comorbidities. “Dual task theory,” which
proposes that individuals perform tasks first in which
they have the greatest emotional investment, has been
offered as an explanation for physicians’ behavior in
triaging acute symptoms and illness at the expense of
chronic care7; our study suggests that this theory could
easily be applied to patients as well. Individuals may
perform self-care tasks for conditions in which they
have an emotional investment at the expense of others.
If providers are unaware of the burden of suggested
treatments, the barriers patients face in implementing
them, and the priorities patients place on management
of their health conditions, their overall health may
either fail to improve or even decline as a result of
therapeutic efforts.

Our investigation was limited by the recruitment
process. In our efforts to enroll subjects who were

aware of their medical diagnoses, we relied on recruit-
ment through passive advertising in primary care
offices. This undoubtedly attracted a group of partici-
pants who were aware of some of the management
issues surrounding their diagnoses and were willing to
discuss them. In addition, our study population is
demographically limited—specifically by racial/ethnic
group and somewhat by gender. Barriers to self-care for
persons who have different demographic characteris-
tics, are less knowledgeable about their medical condi-
tions, are cared for primarily by specialists, and/or are
not receiving regular medical care may differ. Finally,
we did not assess marital status and other aspects of the
respondents’ living situations. Level of social support
will affect perceived barriers to self-care as well. Incor-
porating the information we have gathered into a more
quantitative investigation with a larger, more diverse
study population would address these concerns. 

A majority of our respondents (14/16) reported
either a past or current diagnosis of depression, and 
6 were currently under treatment. This lifetime preva-
lence is much higher than the estimated 42% lifetime
history of psychiatric illness in persons with chronic
medical illness.26 However depressive symptoms may
increase with increasing numbers of comorbidities.27

The prevalence of depression in our study population
may also reflect the recruitment process in that patients
with depression may be more likely to identify them-
selves as having multiple medical conditions or feel
inclined to discuss the associated burdens of self-care.
As increased severity of depression has been associated
with decreases in certain aspects of self-care and with
increased severity of chronic illness,28,29 the high preva-
lence of depression in this group may have resulted in
increased reports of perceived barriers to self-care.

This initial definition of the domain of barriers to
self-care for persons with comorbidities is a first step in
exploring the interactive process of self-care of multi-
ple medical conditions. If further quantitative investi-
gations confirm our suggestion that some barriers to
self-care are specifically relevant to persons with
comorbid chronic disease, the implications are signifi-
cant. Disease management strategies that are currently
based on a single disease models29,30 or chronic disease
in general3 might be altered to incorporate assessments
of comorbidity and associated barriers to self-care.
Providers’ and patients’ perceptions of ‘competing
demands’ attributable to multiple diagnoses might be
alleviated by a reorganized model that emphasizes col-
laborative management of physical and emotional well
being. Patient and provider recognition of self-care
barriers and prioritization of self-care tasks might give
patients tools to address specific issues of symptom
and medication management. Any interventions that
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ultimately improve the health of persons with comor-
bid chronic illness have the potential to reduce indi-
vidual disability, improve individual quality of life, and
affect the organization of care.

To read commentaries or to post a response to this article, see the online
version at http://www.annfammed.org/cgi/full/1/1/15.
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