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Abstract 

Introduction: The rising prevalence of multimorbidity poses a significant challenge to healthcare systems. 
However, medical education predominantly emphasizes single-disease frameworks, offering limited guidance 
on how learners can navigate the complexities of managing co-existing health conditions. Given the high inci-
dence of multimorbidity in family medicine, this study aimed to explore the experiences of family medicine 
residents in managing multimorbidity, with the goal of informing curriculum development. 

Methods: We conducted a qualitative study comprising four focus groups (mean duration 47 minutes) with a 
convenience sample of 28 family medicine residents learning in urban and rural settings. Data were analyzed 
inductively using reflexive thematic analysis. We drew on generalism and adaptive expertise as sensitizing 
theoretical lenses to support thematic development and our final interpretation. 

Results: Participants described a shift from their undergraduate focus on "getting the list" of diagnoses toward 
a more nuanced, patient-centred approach to multimorbidity, which they characterized as "bespoke to the pa-
tient." Throughout residency, learners reported increased confidence conducting more flexible consultations—
incorporating social determinants of health, the unique patient’s context, realizing and navigating how 
healthcare structures impact, and sometimes impede, patient care. Balancing competing priorities became a key 
feature of their evolving practice, supported by exposure to diverse patient populations, meaningful preceptor 
relationships, and varied clinical environments. Residents increasingly identified their role coordinating the 
patient’s care team, leveraging a generalist perspective to organize care and address complexity. 

Conclusions: Family medicine residents described learning to manage multimorbidity as a developmental pro-
cess of acquiring generalist adaptive expertise, supported through working in a variety of learning environ-
ments. Encouraging preceptors to explicitly share strategies—such as managing limited time and navigating 
health system constraints—may further enhance resident education in caring for patients with multimorbidity.
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Sur mesure pour le patient : une étude qualitative sur 
l’apprentissage de la prise en charge de la multimorbidité en 
médecine de famille  

Résumé 

Introduction : La prévalence croissante de la multimorbidité pose un défi important pour les systèmes de 
santé. Cependant, la formation médicale met principalement l'accent sur les cadres thérapeutiques axés sur une 
seule maladie, offrant ainsi peu d'indications aux apprenants sur la manière de gérer la complexité des patho-
logies coexistantes. Compte tenu de la forte incidence de la multimorbidité en médecine familiale, cette étude 
visait à explorer les expériences des résidents en médecine familiale dans la gestion de la multimorbidité, dans 
le but d'éclairer l'élaboration des programmes d'études.  

Méthodes : Nous avons mené une étude qualitative comprenant quatre groupes de discussion (durée moyenne 
de 47 minutes) auprès d’un échantillon de convenance de 28 résidents en médecine familiale en formation dans 
des milieux urbains et ruraux. Les données ont été analysées de manière inductive à l'aide d'une analyse thé-
matique réflexive. Nous nous sommes appuyés sur le généralisme et l'expertise adaptative comme cadres théo-
riques sensibilisateurs afin de soutenir le développement thématique et notre interprétation finale.  

Résultats : Les participants ont décrit un changement d’approche entre le premier cycle et la résidence. Ils sont 
passés d’une approche centrée sur le fait de « compléter la liste » des diagnostics vers une approche plus nuan-
cée et centrée sur le patient pour la prise en charge de la multimorbidité, qu’ils ont qualifié d’une approche de 
« sur mesure pour le patient ». Tout au long de leur résidence, les apprenants ont rapporté une confiance accrue 
dans la conduite de consultations plus flexibles, intégrant les déterminants sociaux de la santé, le contexte 
unique du patient, en prenant conscience et en comprenant comment les structures de soins de santé influen-
cent, et parfois entravent, les soins aux patients. L'équilibre entre des priorités concurrentes est devenu une 
caractéristique clé de l’évolution de leur pratique, soutenue par l'exposition à des populations de patients di-
versifiés, des relations significatives avec les précepteurs et des environnements cliniques variés. Les résidents 
ont progressivement identifié leur rôle de coordination de l'équipe de soins du patient, en mobilisant une pers-
pective généraliste pour organiser les soins et gérer la complexité.  

Conclusions : Les résidents en médecine familiale ont décrit l'apprentissage de la prise en charge de la multi-
morbidité comme un processus de développement visant à acquérir une expertise généraliste adaptative, sou-
tenu par le travail dans divers environnements d'apprentissage. Encourager les précepteurs à partager explici-
-ement leurs stratégies, telles que la gestion du temps limité et la gestion des contraintes du système de santé, 
pourrait améliorer encore la formation des résidents dans la prise en charge des patients atteints de multimor-
bidité. 
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Introduction 

Lore Multimorbidity, the presence of two or more 
chronic diseases,1 poses significant challenges for 
health systems.2 In Canada, 22% of people aged 35 
and older are affected, with prevalence projected to 
increase.3 Although commonly associated with ag-
ing, multimorbidity is increasingly observed in 
younger populations, who often face the dual de-
mands of managing chronic illness and maintaining 
employment.4 Individuals with multiple chronic 
conditions are more likely to experience social dis-
advantages and healthcare inequities.4,5 For in-
stance, Singer et al. found that individuals in the 
lowest income bracket had 47% higher odds of basic 
multimorbidity.5 Further, patients with multiple ill-
nesses face a heightened risk of premature mortal-
ity, frequent hospital admissions, prolonged hospi-
-al stays, and reduced quality of life, often accompa-
-ied by higher rates of depression and fragmented 
care.6 

Despite the substantial personal and economic costs 
of multimorbidity, healthcare systems and medical 
education have been slow to adapt to its complex-
ity.7 Most clinical guidelines and healthcare delivery 
models remain focused on single disease manage-
ment,8–10 a trend mirrored in undergraduate and 
postgraduate medical curricula.7 For example, alt-
hough guidelines recommend beta-blockers for 
managing heart failure, if a patient also has poorly 
controlled asthma and glaucoma, physicians need to 
balance the risk/benefits of beta-blockers, which 
may not be explicitly addressed using a single dis-
ease management algorithm.  

Generalist care is increasingly advocated as a model 
to meet the complex needs of patients with multi-
morbidity. Generalism emphasizes a holistic, per-
son-centred approach, grounded in longitudinal 
doctor-patient relationships.11 Reeve and Dowrick 
(2013) define generalism as ‘expertise in whole per-
son medicine’, characterized by a focus on the per-
son rather than the disease, continuity over episodic 
care, and the integration of biomedical and bio-
graphical perspectives.11 This model supports 
shared decision-making by aligning clinical deci-
sions with patient’s values and life contexts.7,9,12 
Thus, in the example above, using a generalist ap-
proach, a physician would discuss the pros and cons 

of beta-blockers with the patient, informed by their 
personal knowledge of the individual’s context and 
their healthcare preferences. This could result in 
juggling medication, which resorts to second-line 
recommendations, but balances the co-existence of 
multiple diseases.  

Medical education has largely overlooked the spe-
cific learning needs required to manage multimor-
bidity effectively.7,13 At our medical school, we ob-
-erved that students often felt overwhelmed when 
managing patients with multiple chronic illnesses. 
Following the implementation of targeted clerk-
ship-level teaching on multimorbidity,14 we sought 
to further support learners as they transitioned into 
residency. Therefore, this study aimed to examine 
how family medicine residents embrace generalist 
concepts to manage patients with multimorbidity, 
with the goal of informing curriculum design.  

Methods 

Study design & team 

Given the exploratory nature of our research ques-
tion, we conducted a qualitative study. Research 
team members were physician-preceptors, compris-
ing a rural family physician (KP), an urban family 
physician working in an academic teaching clinic 
(MK), and an emergency medicine physician who is 
an Associate Dean for Distributed Longitudinal Ru-
ral Initiatives (AJ). All have experience conducting 
qualitative research. We adopted a constructivist 
perspective, recognizing that meaning is con-
structed through dialogue between the researcher 
and the researched.15 In this study, this constructiv-
ist approach meant reflecting on our personal expe-
rience as generalist practitioners, with experience 
caring for patients with multimorbidity.  We also 
drew on our experiences teaching both undergrad-
uates and residents’ approaches to managing multi-
morbidity in different clinical settings.14  

Theoretical orientation 

The concept of adaptive expertise has been pro-
posed as a relevant theoretical framework for gen-
eralist practice. Adaptive expertise is the capacity to 
apply knowledge efficiently in familiar situations, 
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while also flexibly adapting to novel or complex 
challenges.16–18 In the context of generalism, this in-
volves navigating uncertainty and complexity to co-
construct meaning with patients.16,17 Theories of 
adaptive expertise emphasize two complementary 
aspects of expert practice – efficiency and innova-
tion. In day-to-day practice, experts use their 
knowledge to solve known/routine problems. How-
ever, they can innovate to create new solutions 
when faced with something different or unexpected. 
Experts are thought to be optimally adaptive when, 
in their practice, they balance efficiency and inno-
vation appropriately.19 In this study, we drew on 
adaptive expertise as a ‘sensitizing concept’20 to 
help us probe our data during our analysis. 

Setting 

This study was set in a 2-year family medicine resi-
dency program that spans urban and rural training 
in Western Canada (n = 185 residents). All residents 
in the program were eligible to participate. Infor-
mation about the study was posted in two monthly 
resident newsletters and emailed to all residents. In-
terested participants contacted MK or KP for further 
information and were invited to a focus group in 
person or on Zoom, thus our final sample was one 
of convenience. An incentive of a $20 coffee card 
was offered to urban participants in recognition of 
their time. Rural participants had lunch offered in 
recognition of their time. 

Data collection 

We developed a semi-structured interview guide to 
explore residents’ experiences caring for patients 
with multiple conditions, drawing from our per-
sonal experience as generalist clinicians and precep-
tors. (Appendix A. Interview guide). We chose focus 
groups as they are a good way to stimulate rich dis-
cussion, clarify pre-conceived ideas and understand 
met and unmet needs, while affording flexibility to 
delve into topics as they arise.21 Three in-person fo-
cus groups were conducted over lunchtime (n = 4, 6, 
12), and a fourth focus group was held on Zoom (six 
participants), at the end of a working day to accom-
modate resident schedules (total n = 28). Data were 
collected between November 2022 and March 2023 
and continued until the team felt no new infor-
mation was being received.22 Focus groups were fa-

cilitated by MK and KP and were known to some of 
the residents as preceptors in the program. Focus 
groups lasted 45-52 minutes and were transcribed 
verbatim by a professional transcription service. 
MK and KP also documented field notes immedi-
ately after each focus group. 

Data analysis 

We analyzed the data using reflexive thematic anal-
ysis,23 with adaptive learning theory16 as a sensitiz-
ing concept to deepen our understanding of resi-
-ents’ learning. We initially read the transcripts in-
-ividually, jotting memos and reflective notes in the 
margins. We then met to discuss preliminary ideas 
and generate preliminary codes inductively. MK 
and KP then coded two transcripts, remaining open 
to the possibility of new codes. We next met as a 
team to review our codes and generate initial 
themes, discussing and reflecting on examples of 
“efficiency” and “innovation” from adaptive exper-
tise to explore resident experiences, drawing also 
our personal experiences as preceptors. We noted 
how residents felt their management skills became 
more flexible and how they adapted to working in 
different contexts with different preceptor expecta-
tions. To support our reflexivity, in particular to 
overcome anchoring (relying on first identified 
piece of information) and confirmation (tendency to 
confirm our current beliefs) we periodically used re-
flexivity questions, as outlined by Crabtree & Mil-
ler,24 for example we probed each other’s experi-
-nce as preceptors from urban and rural settings, 
and working within different payment models. We 
maintained an audit trail consisting of memos, team 
meeting notes and iterative versions of our coding 
and thematic development. To check the trustwor-
thiness of our interpretation, we presented our find-
ings at two conferences, attended by preceptors and 
residents who concurred that our interpretation 
aligned with their experiences. We also triangulated 
our findings with survey data collected after two 
faculty development workshops on teaching multi-
morbidity to residents.  

Ethics 

This Calgary Health Research Ethics Board (#22-
416) approved this study.  
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Results 

1. Participants 

Twenty-eight participants took part in four focus 
groups (Table 1).  

Table 1. Participant demographics 
Participants  N % 
Gender   
Men 16 57% 
Women 12 43% 
Residency Training Year   
Year 1 10 36% 
Year 2 18 64% 
Location of Undergraduate Medical 
Education 

  

Canada 28 100% 
Province of Alberta 16 57% 
Other province or territory 8 29% 
No answer 4 14% 
Professional experience prior to medicine   
Yes* 13 46% 
No 15 54% 

*Prior professional careers included: nursing (2), working with people with disa-
bilities (2), physician assistant (1), chiropractor (1), paramedic (1), public health 
(1), optometrist (1), firefighter (1), geologist (1), biomedical engineer (1), and a 
PR instructor (1). 

2. Qualitative themes 

We developed three themes to encapsulate partici-
pants’ experiences learning to manage multimor-
bidity in family medicine residency. Learning to 
manage multimorbidity was 1) bespoke to the pa-
tient 2) required flexible consulting and 3) involved 
juggling multiple, sometimes competing, demands. 
Cumulatively, participants integrated these skills to 
identify managing multimorbidity as a form of gen-
eralist expertise. 

Theme 1: Learning multimorbidity is “Bespoke 
to the patient.” Participants described how their 
approach to multimorbidity evolved between un-
dergraduate to postgraduate training. Early on, they 
focused heavily on “gathering the list”—eliciting all 
of a patient’s health issues and trying to address 
everything in a single visit. This often left them un-
sure of what to prioritize: 

I didn't know what was a pertinent positive or neg-
ative because I didn't understand exactly how every 
single condition would present. 

In contrast, during residency, participants devel-
oped a broader perspective “seeing the bigger pic-
ture,” to consider patients within the context of 
their lives. This shift supported a more holistic pa-
tient-centered approach, incorporating factors such 
as “home life, finances, and frustrations.” which one 
participant described as “learning how to have con-
versations with patients to get down to the true”: 

I think going back to the foundation of what is im-
portant to this patient, what are their values and 
goals, what is their functional impact, what do they 
really care about and just sort of digging through 
sort of the layers that might be there. 

Theme 2: Building acumen through flexible 
consulting. Providing personalized care required 
residents to adopt more flexible consulting styles. 
As one resident noted: 

There is a lot more grey that I’m starting to see as a 
resident than I once thought. 

It's part of the acumen that we kind of build…. I 
think as you go through, you become a bit more flex-
ible and able to adjust and adapt, depending on, you 
know, what the patient is coming in with. 

To support this adaptability, participants described 
several strategies such as pre-charting (reviewing 
the patient file ahead of time) and collaboratively 
prioritizing the agenda during consultations. Recog-
nizing that not all issues could be addressed in one 
visit, residents learned to cluster concerns or plan 
follow-ups: 

The nice thing about family med is that we see our 
patients again and again and figure out what needs 
to be done today and what can be done later 

Despite these strategies, participants acknowledged 
the challenges of managing uncertainty – particu-
larly around polypharmacy and conflicting guide-
lines. 
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Practice guidelines can be at odds with each other 
when you’re trying to figure out which one I should 
actually be following.  

Theme 3: Juggling complex demands. In addition 
to adapting their consulting style, residents devel-
oped greater awareness of the systemic and logisti-
cal aspects of caring for patients with multimorbid-
-ty. For example: 

It’s a rabbit hole – like, ‘I came in for a cough” then 
all of a sudden you’re like, “Oh, I think you have 
GERD, and you need a sleep study and you have hy-
pertension and you have not seen anyone in five 
years’ 

Participants recognized that their status as learners 
gave them more time to spend with patients: 

Preceptors often tell me, ‘No, it doesn't matter how 
long you take. I just want you to use this as a learn-
ing opportunity.’ 

However, they also expressed concern about future 
practice, where time pressures and efficiency would 
become more central. This was a particular chal-
lenge for residents working in rural communities, 
where patient workloads were high and resources 
were scarce.  However, residents in urban academic 
clinics also contemplated the challenges of manag-
ing patients with multimorbidity during time-con-
strained consultations as they anticipated working 
in a fee-for-service community clinic: 

Preceptors can give you all the time in the world to 
see a patient, but that kind of works against learn-
ing how to be efficient  

Participants also highlighted barriers to care, in-
cluding financial limitations and system-level con-
straints like provider shortages: 

Patients with a lot of comorbidities… accessing 
physiotherapy or anything else when they don't 
have coverage is like very difficult…. Because maybe 
they’d really benefit from physiotherapy for their 
condition, but they don't have the ability to access 
that. 

I think the structure of the clinics as well, having 
interdisciplinary team, being able to have alterna-
tive payment models….allows you to provide more 
complex care. 

Exposure to a variety of clinical contexts and super-
visory styles helped participants reflect on and re-
fine their own approaches. Regular feedback and 
continuity with patients further facilitated skill de-
velopment: 

Putting it together and learning how to address mul-
tiple issues, considering how they interact with each 
other, or, how one treatment or issue might affect 
the other. I think that was something I had to learn 
more going through rotations and like, or feedback 
from the preceptors…Through that, you learn 
through the process of seeing multiple patients. 

Ultimately, participants expressed their developing 
role as one that embraced core concepts of general-
ism.25  

I think family medicine is unique... We can look at 
not just the medical stuff, but also their mental 
health. And the social stuff, too…coordination of 
care, getting involved, [with] allied health. I think 
we're really the only specialty that can do things 
across the different lifespans across… all body sys-
tems for undifferentiated patients. 

Discussion 

In this study, we explored how family medicine res-
idents learn to manage multimorbidity. Our find-
ings show how residents develop this capacity by 
tacitly drawing on principles of generalism25 and 
holistic patient care, which align with the develop-
ment of adaptive expertise.16,17  

To more explicitly demonstrate our interpretation, 
we relate our findings to a key concept of adaptive 
expertise, “preparation for future learning” (PFL).16 
PFL is the “ability to learn new information, make 
effective use of resources, and invent new proce-
dures to support learning and problem-solving in 
practice.” To promote PFL, education should em-
phasize a) understanding b) struggle and risk-taking 
c) support meaningful variation.16 
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As novice clinicians, participants initially ap-
proached patients with multimorbidity by gathering 
exhaustive histories, aiming to “not miss anything.” 
This approach reflected a performance-oriented 
mindset, where residents defaulted to comprehen-
sive data collection without clear strategies for pri-
oritization or integrating patient perspectives. Over 
time, however, residents experienced a notable shift 
in their approach: they began to move beyond as-
sembling lists of conditions and medications and to-
wards understanding how multimorbidity shaped 
patients’ lives. This transition reflected a growing 
appreciation for the lived experiences of patients, 
including how illness intersected with work, family, 
and financial constraints. 

In response, residents increasingly tailored care to 
the unique context of each patient—adapting con-
sultation strategies and management plans in be-
spoke ways. These adaptive shifts mirror findings 
by Kawamura et al.,26 who observed that pediatric 
residents’ communication skills evolved as they 
came to better understand families' perspectives. 
Such shifts prompted residents to experiment with 
new communication strategies, much like our par-
ticipants’ adoption of flexible, patient-centered con-
sultation styles in response to deeper contextual un-
-erstanding.  

This process was not without uncertainty. Residents 
described discomfort around deviating from guide-
lines, adjusting medications, and making decisions 
within time-limited consultations—challenges com-
pounded by real-world factors such as patient finan-
cial constraints, systemic service shortages, and 
continuity-of-care limitations. These experiences, 
though challenging, were crucial opportunities for 
productive struggle and reflective practice, fostering 
adaptive expertise. 

Importantly, residents identified patients them-
selves as their most valuable learning resource—val-
uing longitudinal exposure to a wide variety of pa-
-ients in diverse contexts. This experiential learning 
was further supported by preceptor feedback and a 
progressive increase in clinical autonomy—such as 
transitioning from debriefing after every patient to 
debriefing after a full clinical session. 

Our findings have implications for how to support 
family medicine residents in managing multimor-
bidity. (see Table 2) First, they underscore the need 
to shift educational emphasis from checklist-based, 
algorithm-driven care towards fostering generalist 
skills-centred on “understanding the patient”—a 
sentiment echoed in Peabody’s timeless reminder 
that “the secret of caring for the patient is in caring 
for the patient.”30 Residents did not struggle with 
this orientation, but rather valued opportunities to 
build relationships with patients, particularly 
through continuity in clinic and supportive dia-
logue with preceptors. In the future, particularly in 
the context of competency by design, managing pa-
tients with multimorbidity could be mapped more 
consistently in postgraduate training, for example, 
evaluating complexity scores for a resident patient 
panel.  

Our data also highlight the importance of scaffold-
ing learning31 by creating safe spaces for residents 
to experience and reflect on clinical uncertainty. 
These “grey areas” of medicine—navigated through 
real-world decision-making and longitudinal fol-
low-up—enabled residents to see the outcomes of 
their care and adapt accordingly. In the longer term, 
it could be that managing multimorbidity as a type 
of adaptive expertise is something that continues to 
evolve beyond residency. The discourse for our par-
ticipants is still somewhat centred around discover-
ing multimorbidity and then dealing with it, rather 
than understanding a patient’s multimorbidity as 
part of a long-term relationship. This skill may ac-
tually be fully acquired beyond the residency as the 
resident becomes an independent physician and as-
sumes the long-term care of patients, this could be 
explored in future research with residents as they 
transition into independent practice.  

Limitations 

This study has several limitations. While we had in-
tended to purposively sample residents across vary-
ing levels of training (e.g., PGY1 vs. PGY2) and un-
-ergraduate backgrounds, logistical constraints—
including residents’ clinical schedules—made it dif-
ficult to coordinate focus groups. As a result, the 
sample comprised self-selected participants, intro-
ducing potential selection bias. It is possible that 
those who volunteered had different learning expe-



 23 

riences or a greater interest in multimorbidity than 
their peers. Whilst we attempted to examine for var-
iation across the data e.g. by year of training, our 
data did not show any specific pattern, which may 
reflect the self-selected nature of our sample as 
learners interested in multimorbidity. Alternatively, 
it may mean that learning to manage patients with 
multimorbidity is a more individualized experience 
than one based on stage of training. Further, all our 

participants experienced their undergraduate train-
ing in Canada, and it is possible that international 
graduates may have different experiences and 
learning needs. This could be a focus of research in 
the future.  

 

 
Table 2. Preparing family medicine residents for future learning, suggestions for scaffolding management strategies support-
ing patients with multimorbidity 
Component of Preparation for future learning Teaching point 

Moving from performance to understanding 

Support learners to move from ‘reporter’ (as in ‘getting the list’) to ‘interpreter’ 
by encouraging learners to summarize, and prioritize – what needs to be 
addressed today, what can be addressed later    
Clarifying exactly why the patient has attended over a ‘presenting complaint’ e.g. 
seeking reassurance, having a family member with a similar problem 
Promoting empathic perspective taking by drawing out social determinants of 
health that undermine logarithmic approaches to care  
‘Knowling the system and context’: acknowledge and explore health system 
constraints and how navigating them is an explicit skill key to patient-centered 
care 

Supporting risk-taking 

Proactively discuss uncertainty as a concept in clinical practice (in contrast to 
always having a single best answer). Discuss as a preceptor, how you manage 
uncertainty.  Discuss emotional impact of uncertainty.27   
Encourage learners to commit to a plan e.g. chose a drug treatment (including 
2nd line options) or prioritizing investigations (essential/nice to have) – and 
discuss when plans seem at odds with guidelines.  
Re-enforce the doctor-patient relationship as a space where risk-taking can (and 
does) occur.   
Share examples of when things didn’t work and what happened – normalize 
mistake making. 
Promote shared decision making with patients where uncertainty is weighed up 
and a joint decision made. 
Acknowledge time constraints but compliment with continuity of care and follow 
up for safety netting and relationship building e.g. scheduling phone calls, using 
EMR to schedule reminders, follow up visits. 
Establish resident panels that include patients with multiple health concerns.28 
Acknowledging an allied health team member may have better skills to help the 
patient than you and orchestrating the clinical team to support the patient 
Identifying clinical courage in the clinical encounter.29  

Opportunities for meaningful variation and 
progressive problem solving 

This is, to a certain extent a feature of working in full scope family medicine but 
can be further enhanced by providing residents with opportunities to work in 
different contexts (e.g. urban, rural) with a variety of preceptors. 

We did not collect demographic information such as 
age, ethnicity, or participants’ own experiences 
with chronic illness, which could have provided ad-
ditional context for interpreting the data. Further-
more, the focus groups were conducted by faculty 

members, which may have influenced participants’ 
willingness to speak freely, particularly in offering 
critical perspectives. Although the interviewers had 
no role in participants’ evaluations, the potential for 
response bias remains. 
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We also acknowledge that, as researchers with a 
background in and appreciation for generalist prac-
tice, our interpretations may have been influenced 
by our professional orientation. To mitigate this, we 
engaged in reflexive practices throughout the ana-
lytic process, continually challenging our assump-
tions and interpretations. 

Lastly, while residents often described their role as 
‘quarterbacking’ patient care, we were struck by the 
relatively limited discussion of the broader primary 
care team. This absence may reflect the structure of 
our interview guide and suggests an important area 
for future research—particularly how interprofes-
sional collaboration contributes to managing multi-
morbidity in family medicine settings. An additional 
opportunity for research would be to interview pa-
tients’ experiences of residential care, as this may 
provide valuable feedback and suggestions for how 
to improve resident training.  

 

Conclusion 

Managing multimorbidity is growing challenge in 
family medicine. Effective care of patients with mul-
timorbidity requires physicians to integrate skills 
across many domains including medical expert, 
communicator, and manager. The process of learn-
ing to care for patients experiencing multimorbidity 
appears to follow a continuous learning pattern 
with progressive integration of skills and increasing 
competence over time. Residents recognize the need 
for bespoke approaches to patients with multimor-
bidity, managing competing priorities, and individ-
ualizing treatment approaches based on patient val-
-es and preferences. 

This study highlights the residency learning process 
around multimorbidity, emphasizing that direct ex-
perience with patients with multimorbidity, and the 
flexibility to try and refine different approaches are 
key learning strategies.  
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