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Abstract
Background Care coordination has been identified as one of five focuses of HealthierSG. Family medicine residents 
are expected to collaborate with other healthcare professionals for complex patients by the end of residency. 
However, many residents felt that it was challenging to coordinate care effectively among healthcare stakeholders. 
However, to date, no qualitative studies have explored these challenges. Therefore, this study aimed to understand 
the challenges encountered by family medicine residents when coordinating care for complex patients.

Methods This was a qualitative descriptive study in which semi structured in-depth interviews were conducted 
and guided by a topic guide. Total population sampling of 15 third-year family medicine residents in the National 
Healthcare Group Polyclinics was performed. The interviews were performed over Zoom and were transcribed. 
Thematic analysis was subsequently performed to analyse the transcripts. Coding was performed iteratively by two 
independent researchers. Disagreements were adjudicated by a third coder. A coding framework was agreed upon. 
Potential themes were then independently developed based on the coding framework.

Results Six themes emerged from the data, namely, interprofessional communications, accessibility, personal 
knowledge, time constraints, patient factors and caregiver dissent.

Conclusion Challenges faced by family medicine residents are multifaceted. While a few are systemic and pertain 
to the broader healthcare framework, others, such as issues of unfamiliarity with institutional workflows, community 
resources, and confidentiality, pertain to the microcosm of residency itself. These are reversible areas for improvement. 
These challenges can be addressed during planning of residency curricula to better equip family medicine residents 
with coordinating care for complex patients in the future.
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Background
The Agency for Integrated Care of Singapore defines 
complex patients as those fulfilling at least two of the 
following three health domains: complex medical issues 
(three or more chronic conditions or advanced disease), 
functional impairment (requiring assistance in one or 
more activities of daily living or cognitive impairment) or 
psychosocial impairment (caregiver issues, family issues, 
financial issues, social isolation or psychological issues) 
[1]. As Singapore experienced rapid aging, the prevalence 
of chronic conditions has increased. Interaction between 
chronic conditions adds to the complexity of manage-
ment. In addition, the complexity of chronic disease, cou-
pled with psychosocial issues, reduces individuals’ ability 
to seek help and self-manage care while simultaneously 
rendering care delivery more complex [2, 3].

Among the many strategies available for enhancing care 
delivery for complex patients, care coordination has been 
identified by the World Health Organisation (WHO) as a 
global priority for reorienting health services to the needs 
of complex patients [4]. Care coordination has become 
increasingly necessary as patients become more chroni-
cally ill, and our healthcare system has become more 
complex and fragmented [5]. When performed correctly, 
care coordination reduces hospital admissions; improves 
the quality of chronic disease management, patient satis-
faction, and provides better access to specialty care [6]. 
The need for greater collaboration and coordination of 
care has also gained greater recognition in Singapore as 
mobilising community partnerships and constructing an 
integrated health and social ecosystem have been identi-
fied as key focuses of the HealthierSG initiative. Health-
ier SG is a multi-year initiative by Singapore’s Ministry of 
Health to shift the focus from reactively caring for those 
who are sick, to proactively preventing individuals from 
falling sick. This requires a systems effort to integrate 
care and support community partnerships, as well as a 
paradigm shift for the population to reshape their behav-
iors and lifestyles [7].

Despite the growing emphasis on care coordination, 
current research performed among family physicians in 
Singapore has revealed key areas of deficiency, such as 
inadequate knowledge of care prioritisation, patient char-
acteristics such as cognitive or memory problems, poor 
social support, and low levels of motivation, hampering 
efficient care coordination between healthcare profes-
sionals for complex patients [8]. To date, no similar stud-
ies have been conducted on family medicine residents, 
who are expected to be proficient in this aspect after the 
completion of a three-year family medicine residency 
programme [9]. The ability to standardise the teaching 
of care coordination is also made even more challenging 
due to marked heterogeneity in the residency curriculum 
between institutions.

In National Healthcare Group Polyclinics (NHGP), 
family medicine residents are exposed to the breadth of 
family medicine through chronic disease care in the poly-
clinic interspersed with rotations to hospital outpatient 
clinics. At the end of residency, the Accreditation Coun-
cil for Graduate Medical Education (ACGME) requires 
residents to perform effective coordination of patient-
centered care during patient consultations with nurses, 
allied health, across different disciplines and specialties 
and to advocate for safe and effective transitions of care 
within and across healthcare delivery systems, including 
outpatient settings [10].

Effective care coordination can be understood from 
the conceptual framework laid out by the WHO which 
categorises care coordination into three major aspects, 
namely, sequential coordination, parallel coordination 
and indirect influences on provider relations [4, 11]. 
Sequential care coordination entails coordinating cross-
sectoral transfers of care between tertiary and primary 
care. Parallel coordination of care encompasses co-work-
ing within multidisciplinary healthcare teams located in 
a common setting. Indirect influences on provider rela-
tions refer to any intervention to encourage both internal 
and external coordination [11].

We aim to uncover the additional challenges, both 
known and unknown, that residents face in aspects of 
care coordination. Understanding these challenges would 
allow educators to facilitate this domain during residency 
training, so that they could be better prepared to coordi-
nate care for complex patients when they become family 
physicians.

Methods
Study participants
Total population sampling was carried out to recruit all 
15 third-year family medicine residents from NHGP who 
had experience with the care of at least three complex 
patients in the area of care coordination. We excluded 
first- and second-year family medicine residents as the 
majority of their time are spent at providing care in the 
hospital setting.

Eligible participants were identified by a name list 
provided by the residency administrators and consent 
was sought by residency administrators for the research 
team to contact the participants. Subsequently, we con-
tacted all third-year family medicine residents in NHGP 
by telephone, provided information on the research, con-
firmed their eligibility and scheduled a timing for con-
sent taking. Participation in the research was voluntary. 
The study team was not involved in any direct supervi-
sory role or part of the core teaching faculty to ensure 
that participation was voluntary. Adequate time was 
given for participants to consider their decision to par-
ticipate in the study. The interviews were then conducted 
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on separate occasions after consent was obtained. Ethi-
cal approval was obtained from the National Healthcare 
Group Domain Specific Review Board (Ref: 2020/01377).

Setting
NHGP forms the primary healthcare arm of the National 
Healthcare Group (NHG). It operates eight polyclinics 
that serve a significant proportion of the population in 
the central and northern parts of Singapore. NHGP pro-
vides a comprehensive range of health services for the 
family, including treatment for acute medical conditions, 
management of chronic diseases, women & child health 
services, and dental care. The focus of NHGP’s care is on 
health promotion and disease prevention, early and accu-
rate diagnosis, and disease management through physi-
cian-led team-based care.

NHG family medicine residents run resident care con-
tinuity (RCC) clinics once a week at their base polyclin-
ics. There are 15 third-year family medicine residents. 
Some of these RCC clinics are embedded within a team 
consisting of a care manager and a care coordinator. In 
addition to the health services described above, family 
medicine residents also review patients discharged from 
inpatient settings and specialist outpatient clinics. Family 
medicine residents can then take over their care and con-
tinue community follow-up longitudinally.

Data collection
Data were collected from January 2021 to January 2022 
through individual in-depth interviews performed via 
video conferencing over Zoom® in view of pandemic 
restrictions [12].

Socioeconomic demographic information, includ-
ing age, sex, ethnicity as well as school of under-
graduate medical degree, post graduate postings and 
number of post graduate medical degrees were sought 
before the start of the interview. This was followed by a 

semi structured interview conducted by the principal 
investigator.

An interview guide was designed with reference to the 
conceptual framework laid out by the WHO on effec-
tive care coordination, existing literature and discus-
sion among the research team members. A sample of 
the main interview questions is provided in Table 1. The 
interview guide consisted of questions on participants’ 
background and understanding of care coordination, 
followed by questions about the perceived challenges of 
care coordination for complex patients. The interviews 
proceeded in a way consistent with natural conversation 
and questions were not necessarily covered in the stated 
order. The participants were given the opportunity to 
discuss freely based on the questions asked. Probes and 
follow-up questions were used throughout the interview 
to clarify and to facilitate discussion. The interview ques-
tions were narrowed and modified over the course of the 
study using an iterative process based on the content of 
previous interviews.

The interviews were digitally audio-recorded and tran-
scribed verbatim. The transcripts were then verified by 
the principal investigator via audio recordings. Relevant 
fieldnotes, observations and reflexive diaries were also 
recorded during and after the interviews.

Data analysis
A qualitative descriptive research methodology was cho-
sen to explore the perspectives on challenges that resi-
dents face with regard to care coordination for complex 
patients. This methodology allows investigators to remain 
close to the data to obtain an accurate and detailed rep-
resentation of the residents’ experiences and perceptions 
[13].

Using qualitative thematic analysis [14], the research 
team (MTMH, GYTS, LES) coded a sample of transcripts 
independently, before meeting to discuss and agree on 
a coding framework that was then applied to all tran-
scripts. The qualitative findings are reported using the 
Consolidated Criteria for Reporting Qualitative Research 
(COREC) [15].

Results
Participant characteristics
All 15 third-year residents from NHGP provided consent 
for the interviews. There were 11 female participants. The 
mean age of the 15 participants was 30 years (range from 
29 to 32 years). Most participants obtained their under-
graduate degree from Yong Loo Lin School of Medicine, 
Singapore, with two who obtained their degree from 
the University of Malaya and one from King’s College 
London. Two participants had postgraduate diplomas 
in Family Medicine (GDFM) [16]. Six participants had 
prior experience working in a polyclinic setting before 

Table 1 Interview guide
Interview questions
What was your background before entering residency?
What do you understand about complex patients?
What do you understand about care coordination?
How was your practice structured?
Which groups of healthcare professionals have you worked with in 
coordinating care with complex patients?
Could you share with us your experience at coordinating care for 
complex patients?
What are these challenges that prevent you from effectively coordinat-
ing care for complex patients?
Interviewers might ask questions pertaining to issues with sequential 
coordination, parallel coordination or indirect influences affecting care 
coordination.
What are the most important points that you would like to highlight 
regarding care coordination for complex patients?
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residency, while three participants did not have any prior 
experience working in other postings as medical officers 
before residency.

Six overarching challenges faced by residents in coor-
dinating care for complex patients in primary care were 
shared.

Challenges with interprofessional communications
Paucity of handovers
Residents reported that handover notes between health-
care professionals might be absent or that they may not 
contain important details on areas to follow up on. This 
results in the omission of essential information, which 
affects subsequent consultations.

Sometimes when I look through my colleague’s hando-
ver notes, I do not find anything about discussion; you 
know, referring to specialists and all. Therefore that part 
I feel is very challenging because, I do not know what to 
tell the patient. (Resident 3)

We may discuss or have the patients share things 
that are more than what we handover, because we only 
handover a summary, rather than the details. Therefore, 
important details might sometimes be lost along the way. 
(Resident 4)

Overreliance on physical memos
Another reason behind poor interprofessional commu-
nications stems from overreliance on physical memos. 
Sometimes, patients forget to bring these memos for 
their appointments. Residents also lamented that memos 
that are too long would lead to information fatigue, while 
those that are too short lack clarity on areas for primary 
care to follow up on.

 In addition, there are scenarios in which the patient 
forgets to bring the memo. (Resident 1)

 When we see post discharge complex patients, we 
get a memo that is like a copy of the discharge sum-
mary; it is not very specific. Therefore, we must take time 
to read through and decipher the issues that need to be 
addressed in the polyclinic. (Resident 3)

 However, sometimes, certain unresolved matters 
in the hospital are not mentioned in the memo, so we 
are also not sure whether we should follow up on those 
issues. (Resident 11)

Challenges with accessibility to care
Absence of a common platform for accessing information
Residents highlighted that the absence of a common plat-
form across the nation has affected their ability to access 
patients’ clinical progress notes from other institutions. 
This results in an overreliance on the patient to provide 
subjective information on their progress, which is often 
challenging in view of heterogeneity in patient health 
literacy.

 We can see some hospitals’ clinic notes, but we do 
not have access to other hospitals’ clinic notes as they 
do not function on the same platform as us. Therefore, 
it is quite challenging to truly know why the patient is 
here and exactly what you need to do, especially when 
the patient himself also has no idea what needs to be 
reviewed. (Resident 2)

 Despite having NEHR, we are still unable to see the 
clinical records of some hospitals, especially for their 
outpatient clinics. (Resident 4)

Conflicts arising from patient confidentiality
Confidentiality was mentioned by the participants as 
a stumbling block to care coordination in complex 
patients. Residents are uncertain regarding the limits of 
case discussion for fear of infringing the Personal Data 
Protection Act (PDPA) [17]. Because of the perceived 
issues surrounding the PDPA, they are unsure of what 
could or could not be shared.

 For referrals to the Emergency Department, I will 
check the NEHR on the same day to ensure that the 
patient has gone. However, for referrals to outpatient 
clinics, I cannot check the NEHR more than one day 
after the consult due to PDPA. Hence, I would not know 
whether the patient has gone. (Resident 13)

 We are not supposed to discuss with other residents 
or other doctors, who are not involved in the patients’ 
care because of PDPA. The problem lies if it is truly a 
complicated case, I would not know what can or cannot 
be shared; and whether I would be infringing on PDPA. 
(Resident 14)

Inaccessibility to partners
Care coordination is a challenge because specialists and 
community partners are not as accessible or responsive 
as participants would like them to be at this moment in 
time, when residents would like to discuss the care of 
complex patients with them. Logistical barriers and lack 
of responses from partners are some of the reasons cited 
by participants.

 If you have proper contact for certain complex issues 
or conditions, then I think it will be great. However, I do 
not have the channel to contact these specialists. (Resi-
dent 11)

 It is quite difficult to call a neurologist or even find a 
number because we do not have access to the directories 
of hospital doctors. (Resident 6)

 I tried calling or emailing the specialists, but I did 
not receive any reply. (Resident 8)

Challenges with knowledge deficiencies
Residents also cited personal knowledge deficiencies in 
identifying suitable community resources for organising 
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care. They also highlighted difficulties keeping pace with 
rapidly evolving institutional workflows.

 I am not sure of the community partners whom we 
can tap on to coordinate care, such as social services, and 
how we go about getting these. (Resident 11)

 My lack of knowledge stems more from the work-
flows of the institution to understand its process and how 
to seek help for these complex patients who need dif-
ferent clinical services to coordinate their care. Nobody 
taught me all this. (Resident 12)

Challenges with time constraints
Due to the lack of time in the polyclinic, participants 
feel challenged that they would usually have to priori-
tise the management of medical issues over social issues 
due to the lack of time. They would have to defer these 
social issues to the next appointment. Residents are also 
concerned that these important social issues may also 
not be addressed in the next appointment as the patient 
might be too medically complex. Residents lamented that 
because of a lack of time, it is difficult to perform any-
thing additional for the patient, such as coordinating care 
with community partners for better health outcomes.

 With the pressure of time, we would want to pri-
oritise medical issues over social issues. Sometimes, 
we are also not sure whether these social issues will be 
addressed in the next appointment because the patient is 
just too complex. (Resident 5)

 Because we are always very rushed, it is very difficult 
to do anything extra for the patient such as coordinating 
care with other parties, other than a typical consultation 
of history, physical examination and medical manage-
ment. (Resident 1)

Challenges with patients
Conflicts with respecting patient autonomy
Another major impediment to care coordination for 
complex patients is the patients themselves and their 
unwillingness to receive care. Residents sometimes 
feel that they are left with no choice but to respect the 
patients’ autonomy at the expense of optimal manage-
ment for their complex medical conditions.

 Sometimes we do have such patients where they 
have very fixed beliefs, and when you try to challenge 
them, they are also not keen to listen. (Resident 7)

 If failing all my advice, he is still not keen; I will have 
to respect his autonomy to decide against the referral, 
which might to his health detriment. (Resident 9)

Poor health literacy
Residents also described that a patient’s poor health lit-
eracy can greatly impact his or her ability to coordinate 
care. As complex patients have many medical conditions, 
they must have clear understanding of their medications 

and clinical management. Poor knowledge of their medi-
cal conditions can lead to a high rate of appointment 
defaults and affect residents’ ability to plan shared care 
with other members of the healthcare team, as patients 
do not turn up for their appointments in the first place.

 I think the classic examples will be those elderly with 
many conditions, yet they are unaware of their medical 
conditions. Sometimes, you know that if you let them out 
the door, they would still be lost, and they would con-
tinue to default all their subsequent appointments with 
the specialists or allied health. (Resident 8)

 Patient health literacy is an important obstacle to 
coordinating care. (Resident 9)

Challenges with caregivers
Caregivers with differing priorities
Participants cited caregivers with differing priorities as 
the most widely encountered and recurring reason that 
caregivers gave against better coordination with other 
healthcare professionals. They cited work exigencies and 
lack of suitable time to bring their relatives to polyclinics 
for consultations with other healthcare professionals.

 The most common thing is that they tell us that they 
are struggling with finances, but when you offer a referral 
to the medical social worker, they declined because they 
find that it is too inconvenient to make a separate trip 
down to the polyclinic to see him. (Resident 13)

 This is not because the patient does not need 
resources; rather, the problem is because the caregiver 
thinks that it is very troublesome. (Resident 14)

Multiple caregivers
Having multiple caregivers and spokespersons attending 
to the care of the patient would also impair care coordi-
nation between caregivers, patients and other healthcare 
professionals. Residents spoke about different caregivers 
having varying views on the care of their loved ones, and 
sometimes these views might conflict, leading to confu-
sion between patients and healthcare teams.

 If there are too many caregivers on board, this might 
pose an issue, especially if the patient is quite complex 
and a decision has to be made whether to engage the spe-
cialists or refer the patient to community resources. This 
prolongs the consultation. (Resident 9)

 The family is also slightly lost because different chil-
dren, who are in charge of different areas of the patient’s 
care, still have different opinions on his care. (Resident 5)

Discussion
In this study, the participants provided insights into 
the challenges they faced as family medicine residents 
towards care coordination for patients with complex 
needs. These challenges stem from many factors, includ-
ing interprofessional communication, accessibility, 
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personal knowledge, time constraints, patient factors and 
caregiver dissent. Nonetheless, all participants remained 
committed to the concept of collaboration between 
themselves and other healthcare professionalisms, 
despite these challenges. Residents also comprehend that 
their practice of medicine cannot be performed in silos. 
Coordination and collaboration with community and 
tertiary partners are necessary to ensure that complex 
patients do not fall through the cracks, but are well sup-
ported at every level of healthcare touchpoint.

However, the implementation and administration of 
care coordination with partners leave much to be desired. 
Family medicine residents highlighted important chal-
lenges associated with sequential coordination, such as 
inaccessibility to specialists and overreliance on physical 
memos for communication, with the unfortunate part of 
patients serving as deliverymen to deliver letters from 
one doctor to the nextOn the whole, communications 
with specialists seemed to be either one-way or delayed. 
Due to the paucity of cross-talk and exchange of ideas to 
develop a shared care plan for complex patients, family 
medicine residents feel isolated and unsupported. Care 
fragmentation has implications for both their learning 
about care collaboration and patient safety. Therefore, 
much can be done to align the paradigms of specialists in 
tertiary hospitals with those of primary care providers in 
the overall management of complex patients.

Within the institution, inadequate handovers between 
healthcare professionals and time constraints are some 
of the parallel challenges highlighted by residents that 
impede their efficiency at care coordination. While time 
constraints are a systemic concern, ensuring proper 
handovers within the institution can be inculcated to 
improve communication and collaboration.

As learners, the lack of knowledge on workflows and 
community resources are important indirect influences 
on internal and external coordination between health-
care professionals. While community resources are 
taught to residents, these are taught in a bolus manner. 
Perhaps, one could consider adopting spaced repetitions 
to encourage retention, as spacing out encounters with 
materials over time produce superior long-term learn-
ing, compared with repetitions that are massed together 
[18]. As such encounters are also more often caught than 
taught, educators could also use opportunities during 
patient encounters to teach residents how care could be 
collaborated with the community.

Although there is a paucity of studies focusing on the 
challenges faced by family medicine residents in coordi-
nating care for patients with complex needs, several stud-
ies have been performed within primary care settings; 
these findings resonate with our findings. Locally, a study 
examining the public primary care system using a public 
care model identified the overreliance of physical memos, 

absence of a common platform and inaccessibility of spe-
cialists to respond in a timely manner as the main chal-
lenges faced at care coordination [19]. Another study 
also described ineffective communication and handovers 
between staff, resulting in a lack of care coordination and 
threats to patient safety [20]. The ineffective communica-
tion between primary and secondary care was also sup-
ported by another study that found delayed replies in 
response letters and omission of important details such 
as current medications and changes to medications lists. 
This might further impede patient safety [21]. Finally, a 
systematic review of qualitative studies on family physi-
cians’ care for complex patients highlighted issues related 
to care prioritisation and patient characteristics, such 
as cognitive or memory problems, poor social support, 
and low levels of motivation hampering care coordina-
tion for complex patients [22]. Even though participants 
in the cited studies were primary care physicians and not 
residents, the corroboration of themes from other stud-
ies with our study reflects its pervasiveness among doc-
tors. These are therefore important areas to look into to 
enhance care coordination and transitions in our health-
care ecosystem.

Despite these similarities, this study contributes new 
perspectives on the challenges of residents face in care 
coordination in areas of self-recognition of workflow 
unfamiliarity and the double edged sword of confiden-
tiality. Some of the findings might differ from those of 
studies involving family physicians. First, there is a lack of 
knowledge on workflows. While residents are concerned 
about keeping up with changing workflows, family doc-
tors from other countries are worried about the feasibility 
of applying these guidelines in a patient-centered man-
ner, instead of a disease-specific manner [8]. This differ-
ence between these two groups may be attributed to the 
lack of constant presence in the primary care setting dur-
ing the early years of residency. The inherent concerns 
regarding workflows may also be related to their inability 
to regard patients as a whole and to prioritise their issues. 
Keeping abreast of workflows might be a coping mecha-
nism to ensure that patients are at least managed safely 
under their care. Therefore, not only should educators 
highlight important workflow updates to residents when 
they are out-rotated to tertiary hospitals, but there is also 
a need to train residents to treat patients as a whole so 
that residents can develop a rational approach for manag-
ing complex patients within their immediate context.

Secondly, there is an issue with confidentiality. Resi-
dents viewed confidentiality as a double-edged sword. 
While they understood the need to maintain patient 
confidentiality, they were torn by the extent of confiden-
tiality should they need to discuss with other members 
of healthcare teams due to their lack of knowledge. This 
is a new area that has not been explored in preexisting 
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research involving family medicine doctors. Perhaps this 
reflects the residents’ lack of experience dealing with 
such issues on confidentiality and the way to coordinate 
care within its boundaries.

In Singapore, family medicine residency is a three-year 
programme aimed at training doctors to become full-
fledge family physicians who are proficient at coordinat-
ing care in the community. The findings from this study 
revealed that the challenges that our residents faced were 
similar to those faced by family physicians in other coun-
tries. These findings show that such challenges transcend 
geographical locations and all aspects of medical care.

While some of these challenges, such as time con-
straints, are systemic issues, other aspects, such as 
documentation and handovers, personal knowledge defi-
ciencies, confidentiality and accessibility to partners, can 
be improved. This can be done through frequent updates 
on institutional workflows and community resources 
during residency meetings to residents. Residents could 
also run through mock case studies of complex patients 
to train themselves on areas of improvement in terms of 
handovers and documentation. Multidisciplinary team 
discussions with allied health professionals would also 
facilitate better understanding of the resources available 
and promote the exchange of ideas. Shared care plan 
discussion with patients’ involvement can provide them 
with an opportunity to express their healthcare decisions 
[23]. Furthermore, facilitating electronic integration and 
education of healthcare professionals to enhance integra-
tion of primary and secondary care of chronic diseases 
can facilitate better clinical outcomes24. Additionally, 
group discussions can be conducted to discuss com-
monly encountered issues of confidentiality to provide a 
better understanding among residents. Finally, common 
secured specialist-specific chat groups can be estab-
lished to enhance accessibility when specialist inputs are 
needed.

It is with this hope that these timely interventions, 
when implemented in a longitudinal manner over the 
three years of residency, can culminate in the develop-
ment of a family physician who is comfortable planning 
and coordinating care with relevant healthcare profes-
sionals within the community and tertiary setting.

Strengths and limitations
To our knowledge, this is the first qualitative study on the 
challenges perceived by residents on care coordination in 
complex patients. The use of total population sampling 
with full participation of all the residents in the institu-
tion and in-depth interviews painted a complete picture 
by harnessing the views of all residents in the institu-
tion. This provided a bird’s eye view to their challenges 
in terms of coordinating care with these complex patients 
to inform future residency education interventions. The 

trustworthiness of the study was enhanced by striv-
ing for credibility, dependability, transferability and 
confirmability.

This study has a few limitations. This study looked at 
residents within an institution itself and not across the 
whole of Singapore; hence, it may not be transferable to 
the rest of the family medicine residents in other insti-
tutions. Additionally, the investigator who conducted 
the interviews analysed the transcripts, which may have 
been influenced by personal experiences with residency. 
To mitigate this bias, we employed reflexivity and had 
another two investigators (GYTS and LES) who was not 
involved in residency to analyse the data independently.

Conclusion
The findings from this study identified both gaps in learn-
ing among residents and gaps in teaching residents with 
respect to understanding how to coordinate care, finding 
resources to better coordinate care and making sense of 
the boundaries of confidentiality where care coordination 
for complex patients is concerned. It is therefore vital to 
address these gaps early so that residents can be com-
fortable with collaborating with healthcare professionals 
from other institutions for their patients.
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