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Background
Multimorbidity, the presence of multiple chronic conditions in a single individual*, is both common and increasingly the
norm in general practice patients.1,2 It is estimated that approximately 50% of patients visiting general practice have
two or more chronic conditions.3,4 The prevalence of multimorbidity increases with age and as Australia’s population
ages, this figure is expected to grow.1,5 However, multimorbidity is not restricted to the older population, with many
younger patients requiring long-term management of multiple conditions.2,6 It is a significant problem across all
age groups, placing strain across the healthcare system, and its prevalence is increasing at a faster rate in socially
disadvantaged populations.7
Individuals with multimorbidity face substantial challenges relating to the affordability of and access to ongoing care,
as well as fragmentation of care, medication adherence and conflicting management advice.1,8,9 In patients with a
number of chronic conditions, treatment and management of one disease can often contribute to poorer outcomes of
a co-existing disease.10 Multimorbidity is associated with reduced quality of life, problems related to polypharmacy and
increased risk of hospitalisation. These issues add to the burden of illness for patients with multimorbidity.7, 11
Health systems underpinned by strong primary care lead to better outcomes, lower costs and improved population
health.12 General practice is the cornerstone of the Australian health system, and is best placed to manage these
patients, providing a central point of care as well as integrating care between multiple health and social practitioners,
caregivers and the wider system.5,9,13
The RACGP is committed to supporting general practitioners (GPs) and their teams in taking a lead role in managing
patients with multimorbidity by advocating for changes to the health system and by supporting them in their clinical
practice.

1. General practice as the main coordinators of care
Patients with multimorbidity frequently transition between healthcare providers in the primary, secondary and tertiary
care settings, leading to fragmented and poorly coordinated care.8,14 General practice is best placed to provide
person-centred, continuous and coordinated care to patients with multimorbidity.15-17 Government support of this
‘medical home’ model is needed if the benefits of improved integration and communication between service providers,
caregivers, individuals and the wider health system are to be achieved.13
GPs and their teams need adequate time to provide comprehensive, holistic and coordinated care for patients with
multimorbidity.16,18-19 Determining treatment priorities and providing care that optimises function and quality of life
requires longer consultations and additional time coordinating care outside the regular consultation. This is a major
issue not currently acknowledged and supported through the present health funding models.13,15,18

RACGP position
1.1. T
 o best manage multimorbidity, the RACGP believes government recognition and support for GP-led
person-centred models of care that integrate and coordinate care to improve patient outcomes and quality of
life, is needed.
1.2. T
 his should be supported by a government-funded model of care that improves access to multidisciplinary care
and reflects the level of service complexity and comprehensiveness required for patients with multimorbidity.

*Multimorbidity is generally accepted as the presence of two or more diseases with some level of complexity or disability; however, the definition varies widely
throughout the literature. In consultation with members and key stakeholders, the RACGP will develop a definition that is relevant and appropriate for Australian
general gractice.

2. Priority setting and clinical competence
A shift away from the single disease paradigm that dominates much of clinical care is urgently required. The
complexity of multimorbidity means that a single disease approach to management, perpetuated by disease specific
guidelines, is inadequate and may be harmful.8,14 Clinicians need to be increasingly aware of complex interactions
between diseases and conditions, address treatment burden and make decisions based on patient preference,
available evidence, clinical expertise and experience.10,20,21
GPs need to become adept at working with patients to assess disease burden and impact, as well as prioritising
treatment and management options.18,22 GPs will need more relevant training and skills to be able to support decision
making for these complex patients.13

RACGP position
2.1 T
 he RACGP believes that educational and training organisations must work to equip GPs with the relevant skills
to better assess and manage patients with multimorbidity.

3. Guidelines and information to support decision making
To support decision making, GPs need access to evidence-based clinical information at the point of care that is
tailored to the needs of patients with multimorbidity. GPs need guidelines, tools and patient resources to assist them
to better assess and manage patients with multimorbidity.15,20 Specifically, GPs need information to assist in the
development of comprehensive care plans that consider the impact of treatment burden, reduce adverse outcomes
related to polypharmacy and disease/treatment interactions and promote medication adherence.8,22,23 Additionally,
GPs need patient information resources to facilitate shared decision making, navigate local service networks and
encourage better self-management.17,19,21,22

RACGP position
3.1 G
 uideline developers must recognise that single disease guidelines need to better address the assessment and
management of patients with multimorbidity.
3.2 T
 o support the provision of information, we believe government investment in the development of tools,
processes, information and services relevant to care of patients with multimorbidity is required.
3.3 T
 his includes government support for the development of consumer information for the management and
support of patients with multimorbidity.
3.4 T
 he RACGP believes Medicare Locals (Primary Health Networks†) have an important role to play in facilitating GP
access to information about appropriate local services.

Looking forward
The RACGP is committed to supporting all GPs and will work towards a sustainable and effective approach to
managing multimorbidity, as outlined in this position statement. For queries or more information, contact the RACGP
Quality Care team at qualitycare@racgp.org.au

In May 2014, the Government announced the replacement of Medicare Locals with Primary Health Networks from 1 July 2015 www.budget.gov.au/2014-15/
content/bp2/html/bp2_expense-14.htm
†
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