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Abstract
Objective. to explore views and attitudes among general practitioners (gPs) and researchers in the field of general practice 
towards problems and challenges related to treatment of patients with multimorbidity. Setting. a workshop entitled Patients 
with multimorbidity in general practice held during the Nordic Congress of general Practice in tampere, finland, 2013. 
Subjects. a total of 180 gPs and researchers. Design. Data for this summary report originate from audio-recorded, tran-
scribed verbatim plenary discussions as well as 76 short questionnaires answered by attendees during the workshop. the 
data were analysed using framework analysis. Results. (i) Complex care pathways and clinical guidelines developed for 
single diseases were identified as very challenging when handling patients with multimorbidity; (ii) insufficient cooperation 
between the professionals involved in the care of multimorbid patients underlined the gPs’ impression of a fragmented 
health care system; (iii) gPs found it challenging to establish a good dialogue and prioritize problems with patients within 
the timeframe of a normal consultation; (iv) the future role of the gP was discussed in relation to diminishing health 
inequality, and current payment systems were criticized for not matching the treatment patterns of patients with multimor-
bidity. Conclusion. the participants supported the development of a future research strategy to improve the treatment of 
patients with multimorbidity. four main areas were identified, which need to be investigated further to improve care for 
this steadily growing patient group.
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[4]. general practitioners (gPs) report a heavier 
workload burden and greater time consumption, 
especially when somatic and psychological chronic 
conditions are combined [5]. the prevalence of 
multimorbidity varies between 3.5% and 98.5% in 
primary care depending on the definition of mul-
timorbidity [1].

Introduction

the number of people living with multiple chronic 
diseases, multimorbidity, is high and rising, also in 
the Nordic countries [1–3]. Patients with multi-
morbidity often need frequent general practice 
consultations, complex and structured care, as well 
as coordination between health and social sectors 
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Solutions to multiple problems in complex situ-
ations profit from a generalist approach to care [6,7]. 
although care of patients with multimorbidity has 
been a fundamental task in general practice for many 
years, more research is needed to facilitate and guide 
the quality development.

at the Nordic Congress of general Practice in 
tampere in 2013, we organized a workshop with this 
specific focus. by bringing together general practitio-
ners and researchers from the Nordic countries, our 
aim was to explore the participants’ views and atti-
tudes toward problems and challenges related to 
treatment of patients with multimorbidity in general 
practice.

Material and methods

the workshop was open to all congress participants 
and was organized in collaboration between Nordic 
general practice research institutions. In total 180 
people attended, of whom the majority were gPs.

the overall focus of the workshop derived from 
both clinical experience and literature review, and 
was expressed in the key question: “What do you 
experience as the most important/pressing problems 
and challenges in relation to the treatment of patients 
with multimorbidity?” to address this question we 
divided the workshop into two sections. the first sec-
tion focused on clinical perspective, epidemiology, 
and economy, while the second section concentrated 
on organization, coordination, and the consultation. 
to establish optimal conditions for an ongoing  
discussion of the main question, each section con-
sisted of short oral presentations, then silent indi-
vidual reflection, followed by plenary discussion. the 
intention of our workshop structure was to provide 

listeners with inspirational inputs to stimulate their 
own thoughts on the subject, thereby ensuring that 
the plenary discussions were based on actual experi-
ences from the audience’s everyday life in general 
practice. Preliminary conclusions from the plenary 
discussions were simultaneously captured and sum-
marized through laptop and screen by a rapporteur.

all participants were invited to complete short, 
open-ended questionnaires with their reflections and 
thoughts on the themes of the workshop in relation 
to the key question (see web appendix). Of the 180 
participants, 76 (42%) filled in the questionnaire and 
69 of them provided information on their profes-
sional background. Of these, 62 (90%) were gPs or 
gP trainees. the material for our analysis consisted 
of the short questionnaires, recorded and transcribed 
plenary discussions, and notes, which were taken by 
two rapporteurs during the discussions (figure 1).

We applied framework analysis (fa) to analyse the 
material. fa has five stages: familiarization; identifica-
tion of thematic framework; indexing; charting, and 
finally mapping and interpretation [8,9]. We read the 
transcripts of recordings of the plenary discussions 
repeatedly to familiarize ourselves with the data and 
also the answers to the open-ended questionnaire. 
recurrent themes and a thematic framework were 
identified based on the headings of the workshop and 
on emerging themes. finally, we indexed our data and 
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figure 1. the data collection embedded in the workshop.
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charted them into four themes in accordance with the 
framework. We carried out further analysis of each 
theme to cover the range and association of phenom-
ena. fa was originally developed as a pragmatic 
approach for applied policy research [10]. It is recom-
mended to use fa when the data collection is more 
structured than in most qualitative research and when 
the objectives of the investigation are set in advance 
and shaped by specific information needs, as in  
our study [8]. In fa the analytic categories can be 
used deductively as well as developed inductively.  
We included themes of the presentations at the work-
shops as analytic categories because participants’ 
answers were reflections on the presentations.

Results

the following four themes emerged as particularly 
important or challenging in relation to the treatment 
of patients with multimorbidity. the themes are listed 
in no particular order (figure 2).

A. Complex care and clinical guidelines

I see it as a problem in my daily life that, um, 
the multimorbidity patient, um, fits into a lot of 
guidelines. and sometimes they could work 
together, but other times, what is good for one 

of the gold standards is bad for the other. and 
I need a tool for, together with the patient, to 
prioritize which [disease] is the most important. 
(gP, Denmark)

gPs found it challenging to oversee several types of 
medicines and treatments, as well as their side effects 
and interactions, when treating patients with multi-
morbidity. Clinical guidelines often focus on single 
diseases and lead to polypharmacy, with potential 
risks of adverse drug events and compliance problems. 
the participants pointed out that the established 
practice of excluding patients with multimorbidity 
from medical trials produces a genuine lack of clinical 
evidence concerning the treatment and management 
of the multimorbid patient.

B. Insufficient cooperation and fragmented health care

… if the heart disease doctor says that’s really 
important for you, um, and the other doctor 
from another disease [specialty] says, well, that’s 
important and there’s no, um, connection, [then] 
they’re not going in the same direction, then the 
patient comes to me with all the frustrations…. 
(gP, Denmark)

both inter- and cross-sectorial collaboration was 
described as problematic by the participants, leading 
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figure 2. Overview of the participants’ contributions to answering to the key question: “What do you experience as the most important/
pressing problems and challenges in relation to the treatment of patients with multimorbidity?”.
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to a greater workload for the gP. Inefficient or absent 
communication were identified as an obstacle to pro-
viding the best possible support for patients across 
specialties and sectors as well as causing unnecessary 
repetition of examinations and tests. the reasons 
given for this unsatisfactory situation varied but 
included practical hindrances, such as incompatible 
It systems between care agencies, or the logistical 
challenges of working at different locations. Partici-
pants also addressed issues such as lack of acknowl-
edgement among the cooperating professionals, 
especially from the secondary care sector towards the 
primary care sector. Inter-professional disagreement 
on how to organize optimal management of patients 
with multimorbidity was raised as a complicating fac-
tor for collaboration. gPs suggested that, to some 
extent, general dissatisfaction with cross-sectoral col-
laboration was a result of the different sectors having 
different focus areas. Specialists were seen as col-
leagues focusing on one specific problem, whereas 
the gPs considered themselves to be more concerned 
with the whole patient and all of their problems.

C. Difficulties with dialogue and prioritization in the 
consultation

I [need to] get a better complete idea about the 
background, that is, what’s the priority of this 
old lady, what’s the priority of this man…. [If] I 
get a better idea [of the background] this will 
solve many problems. (gP, finland)

gPs experienced prioritizing between the different 
coexisting diseases as a problematic part of the con-
sultation, especially when the patient suffered from 
both somatic and mental disorders. While patient 
involvement was anticipated and recognized as 
important, it was described as difficult to assess and 
implement in practice. gPs recognized that psycho-
social factors, previous experiences, and the patients’ 
expectations affected the patients’ prioritizations and 
needs. In situations where these conditions were 
unknown, gPs found it very difficult to ascertain 
which direction to follow, and with what final goal 
they should prioritize among the different diseases. 
the lack of time was emphasized as a significant 
issue affecting how the gP approached both priori-
tization of disease and patient involvement.

D. Role of the general practitioner and unadapted  
payment systems

If multimorbidity is a socioeconomic and life-
style condition how can doctors [then] influence 

the community? how can we increase education 
in our community? how can we influence better 
conditions for young children and families? (gP, 
Iceland)

If it is accepted that multimorbidity is strongly influ-
enced by the socioeconomic conditions and lifestyle 
of the patient, gPs debated how much they actually 
could and should do. there was scepticism in discus-
sions concerning what the most important tasks of 
the gP are. the gP’s role as gatekeeper to the rest 
of the health care system was questioned by partici-
pants with reference to the lack of existing knowledge 
concerning the optimal care pathway for multimor-
bid patients. this complicated referral decisions. 
finally, there was an apparent clash between how an 
average consultation with a multimorbid patient pro-
ceeds, and the way the payment system is structured 
in some of the countries represented. Due to the 
multiplicity of health challenges, multimorbid 
patients often present several problems at a time, 
which makes them fit very poorly within a consulta-
tion format, where a fixed amount of time is allocated 
to address one specific problem.

Discussion

Participants from all Nordic countries recognized 
problems concerning the treatment of patients with 
multimorbidity and they described the management 
of these patients as demanding. Prioritizing care, 
while dealing with clinical uncertainty, medical com-
plexity, and inappropriate guidelines during a short 
consultation, was highlighted as very problematic. 
Particular risks were identified as the unintended 
side effects of polypharmacy, and a very complicated 
dialogue-based assessment and agreement of treat-
ment goals with the patient. furthermore, lack of 
communication and mutual appreciation between 
health and social sectors was emphasized as a central 
issue causing sub-optimal collaboration between 
professional parties.

Some of our results concur with the findings of 
previous research. Studies have shown that gPs 
experience a heavier workload and greater time 
pressures when treating multimorbid patients [5,11]. 
Working with multimorbidity, especially in deprived 
areas, can be exhausting and gPs have experienced 
it as “soul destroying” [12]. Similarly, the feelings 
of gPs in our study, that they lacked competence 
and experienced difficulties in meeting patients’ 
needs, are factors which have also been reported 
previously [11]. Some researchers have highlighted 
patient complexity and polypharmacy as important 
reasons for gPs’ increased workload [13]. In  
line with discussions regarding the importance of 
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knowing the patient’s background, ongoing research 
projects are working on a more comprehensive  
definition of multimorbidity, which includes bio-
psychosocial factors [14].

however, three themes emerged during the ple-
nary discussions in tampere that, to our knowledge, 
have not previously been reported. the first new 
theme was whether or not it is a relevant task for 
gPs to proactively address inequities in health. 
Patients from socioeconomically deprived areas 
develop multimorbidity a decade before people in 
affluent areas [15], and the risk of developing mul-
timorbidity in later life is affected by deprivation in 
childhood or even before conception [16]. these 
factors make the question of health inequality more 
wide-ranging than something that can be solved 
solely in primary care.

the second theme related to what the gP can 
and should do for patients with multimorbidity. this 
theme addressed how gPs should cope with feelings 
of insufficiency and of not being able to do enough 
for patients in the light of existing resources.

the third theme addressed the gP’s role as gate-
keeper to the rest of the health care system. this was 
questioned by participants with reference to the 
existing knowledge gaps and lack of overview when 
it comes to optimal care pathways for multimorbid 
patients. gPs expressed their feelings of uncertainty 
concerning how to make the best referrals (17).

Some key issues in the published discourse on 
multimorbidity were not generally highlighted at our 
workshop. Problems with discontinuing medication 
have previously been raised as an important issue 
[18]. this theme was not pinpointed in the discus-
sion or questionnaires. another question that is com-
mon in current literature deals with what we want to 
achieve with treatment. Measures of multimorbidity 
increasingly include a focus on how disorders are 
experienced by patients, rather than the diagnosed 
number of diseases [19]. quality of life and treat-
ment of symptoms then become the main aim, rather 
than causal treatment [20]. this shift of focus was 
not addressed by the participants in our study.

Our workshop’s overarching question specifically 
addressed problems and challenges, as opposed to, 
for example, strengths and solutions. this way of 
phrasing the question might have influenced the atti-
tudes of participants toward the subject in a more 
negative direction than would otherwise have been 
the case. also, the themes of the short oral presenta-
tions might have affected the directions of the  
succeeding plenum discussions. furthermore, our 
participants represent a group of engaged and 
research-orientated gPs. this might not be repre-
sentative of all gPs, which may have affected the 
results. however, the Nordic Congress included 

many clinically active gPs, thus embedding the 
results in everyday clinical practice.

Conclusion

findings from the workshop point at four areas that 
were experienced as especially problematic and 
challenging for gPs when treating patients with 
multimorbidity. these were: medical complexity; 
insufficient cooperation; difficult prioritization and 
patient dialogue; and doubts regarding the gP’s 
role (see figure 2).

the participants moreover felt that their efforts 
to provide high-quality care to this group of patients 
were insufficient. this reflects a need for greater 
sharing of the tasks of managing multimorbidity with 
others, e.g. geriatricians, and signals a new focus on 
where we can cooperate with the educational and 
social systems to diminish inequities in health. Our 
study highlights a need for better education and 
communication skills as a prerequisite for gPs to 
handle multimorbidity. 
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