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Abstract
Background: Multimorbidity, the co-existence of two or more chronic conditions in an individual, is present
in most patients over 65 years. Primary health care (PHC) is uniquely positioned to provide the holistic
and continual care recommended for this group of patients, including support for self-management. The
aim of this study was to explore professionals’, patients’, and family caregivers’ perspectives on how PHC
professionals should support self-management in patients with multimorbidity. This study also includes
experiences of using telemedicine to support self-management.
Methods: A mixed qualitative method was used to explore regular self-management support and
telemedicine as a tool to support self-management. A total of 42 participants (20 physicians, 3 registered
nurses, 12 patients, and 7 family caregivers) were interviewed using focus group interviews (PHC
professionals), pair interviews (patients and family caregivers), and individual interviews (registered
nurses, patients, and family caregivers). The study was performed in urban areas in central Sweden and
rural areas in southern Sweden between April 2018 and October 2019. Data were analyzed using content
analysis.
Results: The main theme that emerged was “Standing on common ground enables individualized
support.” To achieve such support, professionals needed to understand their own views on who bears the
primary responsibility for patients’ self-management, as well as patients’ self-management abilities,
needs, and perspectives. Personal continuity and trustful relationships facilitated this understanding. The
findings also indicated that professionals should be accessible for patients with multimorbidity, function
as knowledge translators (help patients understand their symptoms and how the symptoms correlated
with diseases), and coordinate between levels of care. Telemedicine supported continual monitoring and
facilitated patient access to PHC professionals.
Conclusion: Through personal continuity and patient-centered consultations, professionals could
collaborate with patients to individualize self-management support. For some patients, this means that
PHC professionals are in control and monitor symptoms. For others, PHC professionals play a less
controlling role, empowering patients’ self-management. Development and improvement of eHealth tools
for patients with multimorbidity should focus on improving the ability to set mutual goals, strengthening
patients’ inner motivation, and including multiple caregivers to enhance information-sharing and care
coordination.

Background
Multimorbidity is most commonly defined as the co-existence of two or more chronic conditions in an
individual (1). It is present in the majority of patients older than 65 years, increases with age (2), and is
associated with decreased quality of life, functional decline, and increased health care use (3). In Sweden,
people with multimorbidity account for 50% of total health care costs (4).
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Although multimorbidity is becoming increasingly common, health care is still largely organized to
manage single diseases (5-7). In Sweden, recent and proposed changes in legislation have emphasized
that primary health care (PHC) needs to take the lead in coordinating care for people with multimorbidity
(8, 9). PHC is uniquely positioned in health care to provide the holistic and coordinated care
recommended for this group of patients (3, 7, 10).
PHCin Sweden includes all care that does not require the resources of specialist health care or hospitals
(11). Thus, PHC involves PHC centers, rehabilitation and home health care, and a range of professionals,
including physicians (mostly general practitioners [GPs]), registered nurses (RNs), assistant nurses,
psychotherapists, physiotherapists, occupational therapists, social workers, and other allied health
professionals. Structurally, the different units can belong to the region or the municipality, or they can be
privately owned and operated under a contract.
Most of the time, patients with multimorbidity are expected to perform daily care activities and
managecomplex regimens on their own or with the support of family caregivers (FCs) (4). It is therefore
important for PHC to have strategies to support patients’ self-management, defined as “an individual’s
ability to manage the symptoms, treatment, physical and psychosocial consequences and lifestyle
changes inherent in living with a chronic condition” (12).
Living with multimorbidity often implies a range of challenges. Symptoms of pain, fatigue, and
depression are common barriers to self-management (13, 14), and age-related changes in many people
with multimorbidity may impair the functional ability necessary for proper self-management (15). Chronic
conditions also change over time, and patients need to change their priorities as different conditions
dominate (16). They also need to cope with a fragmented health care system and often with confusing
and contradictory information from different health care professionals (13, 14). Polypharmacy and an
overwhelming treatment and self-management burden can result if physicians follow individual
guidelines for each long-term condition experienced by a patient with multimorbidity(6, 15, 17).
Both professionals and patients experience patients’ engagement in self-management as a balance
between the triangle of patients’ resources, patients’ motivation, and shared responsibility between
professionals and patients (18). To succeed, self-management support should be aligned with patients’
abilities, strengths, and value systems, and respond to changes in their clinical conditions (16, 17, 19, 20).
Patient–professional relationships and communication are central to self-management support, which
should be characterized by shared goals and shared understanding (21, 22).
There is still a lack of evidence that self-management interventions improve clinical outcomes and quality
of life for patients with multimorbidity(23, 24). However, interventions that target particular risk factors
common to comorbid conditions or generic functional difficulties experienced by patients seem
promising, as does a multidisciplinary team approach to self-management support (23). Research on
socioeconomically deprived populations indicates that longer consultation times may promote costeffective self-management support, at least in such populations (25).
Page 3/23

By addressing the holistic needs of patients with multimorbidity, eHealth (i.e. information and
communication technologies used to facilitate health promotion and care)has the potential to help
promote patient-centered care, and thus, self-management (26, 27). However, both patients and
professionals have been reluctant to adopt eHealth tools (28-31). Research shows that eHealth
interventions are a cost-effective way to support self-management of single diseases (32), but evidence
about multimorbidity is lacking.
Thus, more evidence is needed about the best ways for PHC to provide self-management support for
people with multimorbidity. Whereas most studies on self-management support have focused on either
patients’ or professionals’ experiences, this study covers the experiences of professionals, patients, and
FCs. In this study, the professionals include physicians and RNs, the largest groups of professionals in
PHC. The study also includes experiences of using telemedicine (i.e. remote clinical services) to support
self-management.
The aim of this study was thus to explore professionals’, patients’, and family caregivers’ perspectives on
how PHC professionals should support self-management in patients with multimorbidity.

Methods

Design
Because the study included two sets of data, we deemed a qualitative mixed methods design
appropriate(33). Focus group and in-depth interviews with professionals and patients in central Sweden
comprised the core data. Complementary data came from in-depth interviews with RNs, patients, and FCs
from a rural region in southern Sweden that uses telemedicine to support patients with chronic heart
failure. These data were included to obtain maximum contextual variation and to provide information
about telemedicine as a tool to support self-management (34).

Setting and Sample
The study was carried out between April 2018 and October 2019 in urban areas in central Sweden, and in
a rural area in southern Sweden (Figure 1). Whereas two of the urban areas are locatedin suburbs of
Stockholm that are close to university hospitals, the third is located in a municipality with a population of
around 60,000 that has its own hospital. The rural area in southern Sweden has around 10,000
inhabitants and is situated 40 km from the nearest hospital.
A total of 42 participants, including 20 physicians (14 women), 3 RNs (all women), 12 patients (6 women)
and 7 FCs (all women), were interviewed in the study (Tables 1A and 1B).
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Health care professionals
All physicians and one RN were recruited from three PHC centers in the urban areas in central Sweden.
Two RNs were recruited from a PHC center in the rural area of southern Sweden. One was a coordinator
for the telemedicine program, and the other worked in the municipality’s home care unit. We chose PHC
centers that had earlier shown an interest in participating in research and that had a stable staff situation.
Fifteen of the physicians were GPs, and the remaining five were physicians-in-training. The physicians’
mean age was 45 years, and the GPs had worked in their profession for a mean of 13 years. The RNs
were a mean of 51 years and had worked in their profession for a mean of 15 years.
Patients from the urban areas
Three patients came from urban areas in central Sweden (patients 1-3, Table 1). They had been
hospitalized for chronic heart failure or chronic obstructive pulmonary disease (COPD), had been part of
the control group in an RCT study (35), and had agreed to participate in a qualitative evaluation of their
care. To be included in this study, they had to have at least one additional chronic disease in a different
organ system. People with cognitive impairment were excluded from the study.
Patients and family caregivers from the rural area
Nine patients (patients 4-12, Table 1), and seven FCs were recruited from the PHC center in southern
Sweden. Patients were involved in the telemedicine program, which included registration of health
parameters such as blood pressure and weight and the opportunity for regular video meetings with one of
the RNs at the PHC center. The inclusion and exclusion criteria were the same as for the patients in urban
areas. All the FCs except one (a daughter) lived with the patient.
The mean age of all participating patients was 80 years. The most frequent diseases were chronic heart
failure, COPD, arthritis, and diabetes.

Data collection
The PHC centers were recruited by JF, who provided the participating professionals with oral and written
information about the study. Patients from urban areas were informed about the study via telephone by
JF. Patients and FCs from rural areas were invited by one of the two RNs who coordinated the
telemedicine program; the RN gave them oral information about the study.
Data were collected sequentially (Figure 1). The research group developed an initial interview guide for
the focus group interviews with professionals. Questions were open-ended and about how professionals
perceived their role in supporting self-management for patients with multimorbidity. The research group
also developed a patient interview guide with open-ended questions about what support the patients
wished for from PHC. Between the interviews, the researchers wrote and discussed memos to develop
appropriate new questions that were added to the interview guide for the following interviews. For
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instance, early interviews made it clear that patients and professionals interpreted the term “selfmanagement” differently. The following interviews therefore started with an open-ended question about
what self-management meant to the participants.
Focus groups with professionalswere led by two of three researchers (JF, MF, or ME). One moderated the
discussion and the other ensured that all topics were covered. The focus groups consisted of nine, six,
and five professionals. Participants were asked to keep in mind patients with multimorbidity,whose
diseases, including mental disorders, had a major impact on their everyday lives. They were also asked to
think of diseases and treatments that were complex for patients and professionals to evaluate because
of polypharmacy or overlapping symptoms (e.g. shortness of breath in COPD and chronic heart failure).
In-depth interviews with patients and FCs were performed by JF and two research assistants. Five of the
interviews were with a patient and his or her FC; that is, two people were interviewed at the same time.
The two final RN interviews were performed via telephone by JF.
Focus group interviews lasted for 40 to 65 minutes, and individual interviews lasted for 20 to 45 minutes.
All were audiotaped and transcribed verbatim.
Analysis
We used an inductive approach to content analysis(36). After each interview, the transcript was read
several times and analyzed for manifest and latent content. Then the text about the topic of the study
was divided into meaning units that were condensed. After all interviews, the condensed meaning units
were abstracted and labeled with a code. Next, the research group met to compare and organize the
condensed meaning units into categories and subcategories (36, 37). The categories and subcategories
were then presented to and discussed with two groups of researchers not involved in the study. Two final
interviews were then conducted to check whether any new data emerged; these were the telephone
interviews with the two RNs from southern Sweden. These interviews did not result in any new categories.
A main theme emerged from the categories.

Results
The main theme was “Standing on common ground enables individualized support.” This theme was
supported by four categories: 1)Individualized support and patient-professional relationships, 2)
Professionals as knowledge translators to help patients learn self-management skills, 3) Managing and
coordinating multimorbidity in a system focused on single diseases, and 4) Shifting roles and differing
views of responsibility for self-management. Categories and subcategories are presented in Table 2, and
key words in the subcategories are italicized in the text.

Individualized support and patient-professional relationships
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Patients and professionals said that health care should be individualizedby taking the patients’ agendas
into account and considering their knowledge about and capacity for self-management. Although
patients had been invited for follow-up PHC visits about their chronic conditions, they were not always
interested in talking about them, but rather could prefer to discuss symptoms or other concerns, such as a
new skin lesion or hip pain. Professionals emphasized the importance of answering patients’ questions
before bringing up their own agenda for the visits. They noted that if they did not answer patients’
questions, the patients sought care at other places or trusted what they read in newspapers or what
neighbors said more than health care guidelines. Several of the patients brought up examples of feeling
disappointed when their questions were not answered. One said, “I’m worried about my leg that becomes
numb. Instead of investigating it, they gave me a walker and transportation service, but that doesn’t solve
the problem” (Patient 1).
Professionals and patients brought up the importance of patients’ individual goals. When discussing
goal-setting, physicians and RNs mostly thought of clinical goals such as blood pressure and blood
sugar. Patients, on the other hand, talked about symptom relief and health goals related to things they
appreciated in their everyday lives, such as working in the garden or being with their grandchildren. One
patient was clear about not wanting preventive drugs, only those that gave symptom relief: “My goal is
not to become 100, but to have pain relief, nothing else” (Patient 2).
Participants said that a trustful relationship facilitated self-management support. Patients and FCs
appreciated to encounter professionals they knew and trusted. Even though a new professional could
have read the information in the medical record, they preferred to see someone they had known for a long
time. They thought that this person knew them, which meant they did not have to repeat their medical
history and that the person cared about them. PHC physicians thought they had a better opportunity than
hospital physicians to see their patients as individuals because they had known the patients for a longer
time and were familiar with their family situations. This was something that RNs also mentioned as
important. “Through home visits, I can get another picture of the person and the FC. It’s a whole image
that you can’t achieve by reading the medical record” (RN 1).
Several things could negatively influence patient-professional relationships, such as a lack of trust in the
professional’s competence. A couple of patients brought up not trusting their PHC physician’s
competence in treating heart disease. Difficulty understanding the physician also influenced patient trust.
Physicians, patients, and FCs, talked about support that went beyond informationand disease
management. Physicians mentioned that patients often wanted to contact them because of anxiety,
stress, or loneliness, not primarily because of disease. Patients brought up loneliness as something
frightening, and one patient had continued to participate in the telemedicine program not for health
reasons, but because she wanted the social contact.

Professionals as knowledge translators to help patients learn selfmanagement skills
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Physicians and patients reported that knowledge and understanding of their diseases, symptoms, and

treatments were important for both self-management abilities and reducing anxiety. They thought that
PHC had an important role to play as knowledge translator. Physicians saw it as their role to help patients
understand their symptoms and how these symptoms correlated with their diseases. This was especially
important when patients had several diseases that could cause the same symptoms (for example, COPD
and chronic heart failure can both cause shortness of breath). “Patients know their symptoms, but why
they have these symptoms and these problems and how they’re correlated with their disease, it’s our role
to try to explain it to the patients” (Focus group 2).
Patients gave examples of how they had learned to act in response to different symptoms, e.g. increase
their dose of medicine to decrease swelling in their feet. Patients also talked about when to initiate
contact with the PHC center. For example, one patient would call her doctor if increasing the dose did not
sufficiently decrease swelling. Patients brought up lack of knowledge and lack of ability using
technologyas barriers to self-management. Sometimes health problems(e.g., hearing impairment) made it
hard for patients to understand new information; in these cases physicians needed the support of FCs.
Patients also gave examples of how knowledge and understanding could reduce anxiety. It was more
frightening to experience symptoms that they could not interpret than to experience those that they
understood. Some diseases, such as myocardial infarction, were more frightening than the chronic pain
they had lived with for a long time, and those that were threatening made them more prone to make
lifestyle changes.
Whereas patients talked about professionals’ pedagogical failings, professionals focused on their
pedagogical strengths. Examples of pedagogical failings that patients mentioned included not answering
patients’ questions and not explaining why different health parameters were to be checked (e.g. why
patients needed to monitor their oxygen saturation). One patient who smoked also said that she was
often met with admonitions that did not make her more likely to quit. As examples of pedagogical
strengths, professionals noted the pedagogical tools they used in their consultations with patients.
Physicians used analogies and pictures to explain concepts and sometimes printed out patients’
medicine lists and wrote clarifying information on them. To confirm that patients had understood them,
physicians and RNs used questions that required the patients to summarize what the professional had
said.
Physicians, patients, and FCs also talked about self-monitoring of health parameters. Patients sometimes
initiated this monitoring on their own and sometimes at the request of professionals. Such monitoring
could help patients better understand their diseases and thus facilitate self-management. For instance,
patients felt they understood their blood pressure and blood sugar by measuring them, and in some
cases, they learned how to respond to the results of the measures by changing medication regimens
themselves. “Recording my weight has become like a compass. It helps me to adjust my medication”
(Patient 10).
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Managing and coordinating multimorbidity in a
systemfocused on single diseases
This category deals with problems related to a health care system that the professionals and patients
both saw as focused on single diseases. This meant that PHC played an important role in coordinating
care in a fragmented system. Fragmentation of care forced patients with multimorbidity to visit different
specialists every year for their diseases. Physicians reported that younger patients could have the energy
to come to many visits, but older patients often appreciated being able to consult the same physician
about all of their health problems. “It becomes an involuntary full-time job for the patients; it’s their 40hour week” (Focus group 3).
Care coordination could be a bothersome issue for patients with multimorbidity. Physicians, patients, and
FCs all gave examples of such problems. Patients mentioned that they did not know whether their PHC
physician and hospital specialist communicated or not, and they did not even know if the different
professionals at the PHC communicated with each other. Home care patients and FCs who registered
health parameters in the telemedicine program could only share this information with the PHC center, not
with the nurses who provided in-home care. This was because the home care nurses were employed by
the municipality, whereas the PHC center belonged to the region. Physicians not only thought that
specialized care was fragmented, but also experienced fragmentation at their PHC centers, where RNs
have become increasingly specialized in different areas, such as diabetes or COPD. One said, “Our RNs
have become more and more specialized, while we as physicians are the only ones left who have the
general picture” (Focus group 3).
According to physicians, existing electronic medical records were a technical barrier to coordinated care,
as were health apps, both of which they described as disease-oriented.
On the other hand, there were examples of better care coordination. The RNs talked about their role as
coordinators of different caregivers for patients with multimorbidity. FCs, home care providers, care
managers, and allied health professionals often played a crucial role for patients with multimorbidity, and
the RNs saw themselves as being the person who pulled it all together. Patients also gave examples of
coordinated care. One FC appreciated that the cardiologist made visits to the PHC center: “They’re an
incredible team, together with all of you who take care of my husband” (FC 1).
Most physicians also saw it as their role to coordinate care and keep medication to a reasonable level for
their older patients with multimorbidity. Some regarded themselves as their patients’ advocate in dealings
with other specialists. One physician said: “I’m the patient’s gladiator against the system” (Focus group
1).

Accessibility to health care and time for patients with multimorbiditywas also important for supporting
self-management. Physicians wished for more time with these patients so that they could clinically
evaluate the patients’ complex health problems. Physicians explained that patients with multimorbidity
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were crowded out because of increased access to PHC visits for people with all sorts of health problems,
even problems earlier regarded as manageable at home. This was the result of changes in regional health
care policy and led to long waiting times that made some patients with multimorbidity accumulate health
concerns they wanted to bring up. One physician said, “It’s hard to solve everything at one visit, it just
becomes messy” (Focus group 2).
Patients also brought up the importance of easy accessibility to PHC. When one patient first started to
participate in the telemedicine program for chronic heart failure, he worried that he would lose this
accessibility. “From the beginning, I didn’t think I could meet with doctors or nurses,” he said. When asked
about what self-management meant to him, he replied, “It’s when the doctors don’t have the time for us
anymore” (Patient 5).

Shifting roles and differing views of responsibility for selfmanagement
This category describes the shifting roles that PHC professionals took to support patients’ selfmanagement, as well as differing views of who is responsible for self-management.
A professional’s role in supporting self-management could shift by patient. Some patients with
multimorbidity coordinated and managed their care independently, whereas others needed more support.
Views of responsibility for self-management also differed, not just among professionals, but also among
patients and FCs. Some preferred the professional to take a more controlling role; others emphasized the
need for the professional to let go of control and to empower patients.
Professionals, patients, and FCs could believe that when professionals were in control, patients adhered
to treatment better and felt safer and less anxious. One physician who believed it was important for her to
maintain control said that she had to schedule regular checkups for patients to prevent their health from
deteriorating. Otherwise, she thought they would not follow her advice. “I assume no one does what I say,”
she stated (Focus group 2). Personal continuity could help physicians feel in control because it was
easier to see changes in the clinical status of patients they had met before. Patients appreciated it when
professionals had control of patient-related information, both through familiarity with a patient’s medical
history and through ongoing monitoring. Several patients in the telemedicine program felt secure knowing
that someone was keeping track of their health parameters and that the nurse would contact them if there
was a change. This knowledge even prevented some from going to the emergency department. “I feel very
secure,” said one patient. “Before, when I got chest pain or was anxious, I considered calling the
ambulance. Now I don’t need to anymore” (Patient 8).
FCs could also play an important part in helping professionals see changes in the patients’ conditions: “I
notice changes in my husband’s condition by being there every day,” said one person (FC1).
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Some professionals regarded it as their role to motivate patients to take more responsibility for selfmanagement. They favored patient empowerment to help patients take more responsibility for selfmanagement, and believed that with the right knowledge, patients could manage their diseases better.
The professionals were more likely to hand responsibility over to patients after having made sure the
patients had such knowledge. “We want them to at least have the knowledge to make them live in
symbiosis with their diseases in some way, and not let the disease become a monster that someone else
takes care of” (Focus group 1).
Professionals also described how patients who managed their diseases more independently gave the
professionals valuable time to see other patients in need. For most patients and FCs in the telemedicine
program, recording the information felt meaningful and became an important daily routine. For others,
this shift in responsibility felt challenging at times, and some patients were so sick that their FC had to
record the information on their behalf.
Professionals also brought up personal continuity as an important tool to motivate patients in the long
term. One said, “If you want to achieve a goal, it’s much easier to follow up your patient on a regular basis
than to say, ‘See you in half a year’” (Focus group 1).
Professionals could find it challenging to motivate patients to take more responsibility, but it was easier
with patients who already had a degree of motivation than those who did not. Physicians promoted group
activities for patients and collaborated with RNs at the PHC center to talk about lifestyle changes with the
patients. They also thought eHealth tools could play a role in this motivational work but could find it
challenging to motivate patients to continue using these tools. “It’s not as fun to brush your teeth with an
old toothbrush as with a new one” (Focus group 1).
Whereas some patients preferred professionals to take a lot of responsibility for managing the patients’
diseases and coordinating their care, others preferred to maintain overall control. They contacted the PHC
center when they felt they needed to, and some would also independently change their medication
regimens in agreement with their GP. “Then I increase my cortisone dosage myself, with the knowledge of
my physician,” said one patient (Patient 2).

Discussion
This qualitative study explored the perspectives of PHC professionals, patients, and FCs about how
professionals should best support self-management in people with multimorbidity. Professionals,
patients, and FCs thought it was important for the professionals to be accessible and support patient selfmanagement. This was enabled by personal continuity, which facilitated trustful relationships. According
to participants, PHC professionals should also function as knowledge translators and should coordinate
between levels of care. Two perspectives on responsibility emerged. Professionals, patients, and FCs
could consider professionals responsible for managing patients’ diseases or could think that
professionals should support patients in taking the lead in self-management. Latent in the findings was
the desire for individual support for self-management, and the overall theme that emerged was that
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standing on common ground enables such support. In other words, to support patients’ self-management,
the professionals must first understand their own perspectives on who is primarily responsible for selfmanagement. They must also understand patients’ and FCs’ preferences, needs, and perspectives on selfmanagement and seek common ground with them on the support they need and on the distribution of
responsibility.
Professionals’, patients’, and FCs’ wishes for mutual agreement enabled by trustful relationships and
personal continuity are congruent with recommendations on patient-centered care (PCC) for people with
multimorbidity(24). PCC “(a) explores the patients’ main reason for the visit, concerns, and need for
information; (b) seeks an integrated understanding of the patients’ world—that is, their whole person,
emotional needs, and life issues; (c) finds common ground on what the problem is and mutually agrees
on management; (d) enhances prevention and health promotion; and (e) enhances the continuing
relationship between the patient and the doctor” (38).The continuing relationship, i.e. the personal
continuity emerged as important to several aspects of support. It facilitated trustful relationships and
familiarity with patients’ health histories. Professionals also viewed personal continuity as a tool to detect
deterioration in patients’ conditions and motivate patients to make and maintain lifestyle changes. For
patients with multimorbidity, personal continuity can also help coordinate and bring order to the chaos
that can result from the single-disease orientation of the health care system (3). Observational studies
show that personal continuity in PHC is associated with greater care satisfaction and better adherence to
medical and health-promotion advice, less frequent hospital visits, and even decreased mortality (39, 40).
Participants expressed a need for individualized support. Professionals wanted longer consultations to
properly clinically evaluate and support patients whose symptoms and treatments were complex. This
finding is in line with UK recommendations for patients with complex multimorbidity and can help
improve quality of life for patients in deprived areas (3, 7, 25). In our study, professionals and FCs brought
up the importance of teams, especially in supporting patients with complex needs. This agrees with
expert recommendations for treating complex multimorbidity(3, 7). Professionals also suggested that
patients with less complex needs whose diseases are under control could have shorter or less frequent
visits, leaving more time for those with greater needs. Nurses or assistant nurses could follow-up patients
whose diseases are under control.
In Sweden, medical students and resident physicians becoming GPs are trained in person-centered
consultation. They practice eliciting patients’ ideas, concerns, and expectations early in consultations
(41). Nevertheless, patients in our study experienced shortcomings in patient-centeredness; an example
was neglecting to listen to patients’ concerns. Patients and professionals also had different views of
goals. Whereas professionals generally had clinical goals, patients wished for better quality of life. This
result is in line with those of an analysis of Swedish National Patient Survey data from the mid-2000s
that showed deficiencies in involving PHC patients in planning their care(42). A model for shared decision
making, such as the “Ariadne principle,” might help close the gap between professionals’ clinical goals
and patients’ individual goals (43). In practice, this could mean asking patients at the beginning of the
consultation about what is bothering them the most and what they would like to focus on. Similarly, a
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Cochrane report on managing chronic conditions brings up the importance of personalized care planning.
The authors define this as a “collaborative process used in chronic conditionmanagement in which
patients and clinicians identify and discuss problems caused by orrelated to the patient’s condition, and
develop a plan for tackling these. In essence it is aconversation, or series of conversations, in which they
jointly agree goals and actions formanaging the patient’s condition” (44).
In our study, we found differing perspectives on responsibility. Some patients and professionals preferred
PHC to take the overall responsibility for patient self-management, whereas others preferred letting
patients take more responsibility. This finding is in line with those of a recently published study that
concludes that patients with multimorbidity vary in their needs and preferences about being in charge of
their care (45). Our findings reflect an ongoing paradigm shift in chronic illness management. In the
traditional view, professionals are experts and patients have little to bring to the table. In the newer
paradigm of collaborative care, patients and physicians work in partnership (46). Patients are the experts
on their own lives, and physicians are the experts on diseases. However, we and others (47) have found
that physicians can struggle with sharing or letting go of control. We also found that some patients
struggle with taking control.Reasons could include lack of knowledge and functional and/or
psychological impairment. For these patients, FCs played a particularly important role, supporting them
during PHC center visits and surveilling their condition at home. We also found that a telemedicine
program could promote care access and surveillance for these patients. Trust in surveillance could be a
double-edged sword. Patients reported feeling less need to go to the emergency room in response to
symptoms, which is positive if the condition does not require emergency care (e.g. anxiety). However, it is
negative if the patient disregards signs of an emergency, believing that the PHC center would tell them if
they needed hospital care.
In collaborative care, professionals aim to inform patients and support their inner motivation in order to
empower them and facilitate self-management(46). We found examples of achieving these goals in our
study. For example, patients who understood their symptoms could manage their diseases better. Selfmonitoring sometimes facilitated learning, especially when supported by interpretations from the
professional.It also became an important routine for many patients that they incorporated into their daily
lives.

Strengths And Weaknesses
Participant selection had both strengths and limitations. In the interviews with professionals, we asked
them to think of patients whose diseases and treatments had a major impact on their everyday lives and
were complex for the professionals and patients to manage. We also made an effort to recruit patients
with complex needs by inviting those who had recently been hospitalized or who PHC professionals
thought needed self-monitoring and continual contact with the PHC center. However, some patients in the
telemedicine program did not have diseases that were complex to manage but participated in the
program for other reasons (e.g. increased sense of security). Additionally, our study excluded some of the
frailest older adults, such as those with cognitive impairment and dementia.
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The inclusion of professionals, patients, and FCs from both urban and rural areas increased data
variation. Using a mixed qualitative design gave us the opportunity to gather data on telemedicine as a
tool for supporting self-management. Such data are of particular relevance, since many people with
multimorbidity have been reluctant to use eHealth (28, 29). The Covid-19 pandemic has highlighted the
value of functional strategies for telemedicine.
The authors come from different disciplines (family medicine, nursing, social work, and health care
research). This brought a multidisciplinary perspective to the research and helped ensure triangulation. JF
and GN were able to call on their experience as clinically active GPs. ME and MF, on the other hand, were
experienced in home health care delivery and in interviewing patients and professionals about care
transitions. GN’s and ME’s academic experience of the organization of care delivery enriched the
discussion section. Credibility was increased through peer-debriefing with two groups of researchers, one
in health care implementation sciences, and one in multimorbidity.

Implications for health care
The findings of this study imply a need for ongoing training in patient-centered communication and
shared decision-making. It should also be a priority to develop guidelines for managing multimorbidity
that focus on personal continuity, individualized consultation length, and multidisciplinary care.
Development and improvement of eHealth tools for patients with multimorbidity should focus on tailoring
the tools to the needs of both clinicians and patients. The tools should not only help control disease but
also empower patients. In practical terms, this means improving the ability to set mutual goals,
strengthen patients’ inner motivation, and include multiple caregivers to enhance information-sharing and
care coordination.

Conclusion
In this study, we found that PHC played an important role in supporting self-management for patients
with multimorbidity. Through personal continuity and patient-centered consultations, professionals could
collaborate with patients to individualize this support. For some patients, this means that PHC
professionals are in control and monitor symptoms. For others, PHC professionals play a less controlling
role, empowering patients’ self-management. Customized support requires a personal care plan that is
revised as patients’ circumstances change. This plan should take into account clinical goals, patients’
abilities and knowledge, support from other caregivers, and above all, patients’ own goals, which often
focus on improving quality of life.
Because it supports continual monitoring and easy access to PHC, telemedicine is a potential tool for
supporting self-management, especially for patients with multimorbidity who are at risk of rapid somatic
deterioration. It might also be useful for patients who want extra support, such as those who feel anxious
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or alone. We also found that self-monitoring helped some patients learn to understand their diseases and
symptoms better and became an important part of their daily routine.

List Of Abbreviations
COPD, chronic obstructive pulmonary disease; FC, family caregivers; GP, general practitioner; PHC, primary
health care; PCC, patient centered care; RN, registered nurse
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Table 1:
Demographics of patients and health care professionals
Table 1A: Demographics of patients

Patient

Age

Gender

Civil state

1

69

Woman

Single

2

82

Woman

Widow

3

71

Man

Common-law husband

4

86

Woman

Widow

5

78

Man

Married

6

91

Woman

Widow

7

64

Man

Married

8

96

Woman

Widow

9

71

Man

Married

10

86

Man

Married

11

87

Man

Married

12

85

Woman

Common-law wife

Table 1B: Demographics of health care professionals

Phycisian

Age

Gender

Working years as professionals

1

48

Woman

4

2

40

Man

0

3

37

Woman

Resident physican

4

55

Woman

4

5

65

Woman

28

6

55

Woman

15

7

30

Man

Resident physican
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8

38

Woman

4

9

62

Woman

24

10

37

Man

2

11

61

Woman

24

12

43

Woman

Resident physican

13

64

Woman

14

14

36

Man

0

15

36

Woman

0

16

38

Man

0

17

27

Woman

Medical doctor

18

43

Woman

10

19

36

Man

Intern

20

55

Woman

10

Registred nurse
1

60

Woman

19

2

56

Woman

20

3

37

Woman

6
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Table 2:
Categories andsubcategories
Categories

Subcategories

Individualized support and patientprofessional relationships

Individualized care considers the patient’s agenda and
self-management ability
Trustful relationships enable self-management
support
Support for self-management is more than
information

Professionals as knowledge translators to
help patients learn self-management skills

Knowledge affects self-management abilities and
decreases anxiety
Pedagogical strengths and weaknesses among health
care professionals
Self-monitoring enables self-management

Managing multimorbidityand coordinating
care in a system focused on single diseases

PHC’s role in coordinating care in a fragmented
system
Accessibility to health care and time for patients with
multimorbidity enhances self-management support

Shifting roles and differing views of
responsibility for self-management

When PHC professionals are in control, it increases
adherence and patient safety and reduces anxiety
Empowering patients enables a shift in responsibility
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Figure 1
The (mixed methods) collection and analysis process
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