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What do we already know?
Multimorbidity 1.0

What are we less certain about?
Multimorbidity 2.0



|) It is the most common chronic condition
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Introduction: Multimorbidity is a major concern in primary care. Nevertheless, evidence of prevalence and patterns of
multimorbidity, and their determinants, are scarce. The aim of this study is to systematically review studies of e
prevalence, patterns and determinants of multimorbidity in primary care.
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for providing high-quality and evidence-based care. The purpose of this paper was 1o review the literature
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Methods: A systematic literature search was conducted in l‘uhMed EMBASE, PsyeINFO, and CINAHL,
from January 1, 1988 to August 16, 2011. Two reviewers independently assessed eligibility of studies on
pre-established inclusion criteria as well as methodological quality umng standardized checklists.

identified by i databases (Mediine, Embase, PsycINFO, Global Health, Web of
Science and Cochrane Library). The term ‘multimorbidity" and its various spellings were used, alongside ‘prevalence' or
“epidemiology’. Quality assessment employed the Newcastle-Ottawa scale. Overall and stratified analyses according to
multimorbidity operational definitions, HICS/LMICS status, gender and age were performed. A random-effects model for
meta-analysis was used.
Results: Seventeen articles were included. Only one small study describes multimorbidity of a wide range of Results: Seventy community-based studies (conducted in 18 HICs and 31 LMICs) were included in the final sample.
i B, i Sample sizes ranged from 264 to 162,464, The overall pooled prevalence of multimorbidity was 33.1% (95% confidence
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prevalence being 37.9% (95% Cl: 32.5-43.4%) and 29.7% (26.4-33.0%), respectively. Heterogeneity across studies was
high for both overall and stratified analyses (f2 > 99%). A sensitivity analysis showed that none of the reviewed studies
skewed the overall pooled estimates.
Conclusion: A large proportion of the global population, especially those aged 65-+, is affected by multimorbidity. To
i d effective di and s i i

is rather rule than exception. All other studies show prevalence rates of comorbid physical and mental illnesses
(range, 0.5%-64.7%), roughly in
LTC residents with mental-physical multimorbidity were younger then other LTC residents and i are
behaviors. Care needs of these residents were not described.

gniti 2 , and pr
Condlusions: Although exact figures are lacking, mental-physical multimorbidity is common in LTG residents
Given the specific characteristics of the pertaining residents, more knowledge of their specific care needs is
sential. The first step now should be-to perform research on symptoms and betavior, which sccm more
informative than di ic labels as well as

operationalisation of multimorbidity is needed.

jords
ymptom: Multimorbidity, prevalence, HICs, LMICs
Received 7 March 2019; accepted: 30 July 2019
Introduction

The world’s population is aging. Ten-year

projections suggest that the annual net increase of
the number of people over the age of 65 years will be

rising prevalence of multimorbidity in the upcoming
years and probably also to an increased need for
long-term care (LTC) (Schram et al., 2008; Singh,
2010a).

Multimorbidity is defined as the simultaneous

Introduction

As the world"s populations arc ageing rapidly, multimor-
bidity is becoming a major concern in public health.
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about 23 million (Kinsella and He, 2009). Because
the prevalence of many health problems increases
with age, this demographic trend will also lead to a
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occurrence of several medical conditions in the
same person (van den Akker ez al., 1996). Reported
prevalence rates of multimorbidity vary widely
across studies, from around 20% to 30% in the
general population to 55% to 98% when only older
persons were included (Marengoni ez al., 2011).
The prevalence of multimorbidity in the elderly
population is much higher than the prevalence of
the most common diseases of the elderly such as
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According to a recent report by the Academy of Medical
Science,' in most high-income countries (HICs), multimor-
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bidity dered the norm, not th . Multimor-
bidity also appears to be increasingly prevalent in low- and
‘middle-income countries (LMICs)." Patients experiencing
multiple chronic conditions often have poorer health
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2) It is related to negative health outcomes
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National Institute of Health and Care Excellence (NICE)

clinical guidelines.

DESIGN

dlaheyes gmd eline and all of those in the two other

guidelines were between the recommended drug and

m ronic kidney disease. More potentially serious
identified

the three index
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i drug-disease and
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drug-drug interactions for drugs recommended by NICE
clinical guidelines for type 2 diabetes, heart failure,
and depression in relation to 11 other common
conditions and drugs recommended by NICE
guidelines for those conditions.

SETTING

NICE clinical guidelines for type 2 diabetes, heart
failure, and depression.

MAIN OUTCOME MEASURES

it by
forthe 11 other conditions: 133 drug-drug interactions
for drugs recommended n the type 2 diabetes
guideline, 89 for depression, and 111 for heart failure.
Few of these drug-disease o drug-drug interactions
were highlighted in the guidelines for the three index
conditions.

CONCLUSIONS

Drug-disease interactions were relatively uncommon
with the exception of interactions when a patient also
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To estimate th E blockers, and statins were associated with reduced
recommended drugs and death in older adults with monality for indicated conditions. For example, the
multiple chranic conditions. adjusted hazard ratio for  blockers was 0.59 (95%

DESIGN confidence interval 0.48 to 0.72) for people with atrial
Population based cohort study. fibrillation and 0.68 (0.57 to 0.81) for those with heart
SELTIE failure. The adjusted hazard ratios for cardiovascular

drugs were similar o thase with common
combinations of four coexisting conditions, with
trends toward variable effects for [ blockers. None of

Medicare Current Beneficiary Survey cohort, a
nationally representative sample of Americans aged &5

Years oo clopidogrel, metformin, or SSRIs/SNRIs was
PARTICIPANTS. assn(laied w‘th reduced mortality. Warfarin was
8578 older. reduced risk of death among those

ditions (atrial fibrillation,
chronic kidney disease, depression, diabetes, heart
failure, d
thremboembolic disease), followed through 2011,

with atrial fibrillation (adjusted hazard ratio 0.69,
95% confidence interval 0.56 to 0.85) and

disease (0.44, 0.30 10 0.62).
Attenuation i the association with reduced risk of
EXPOSURES death was inund with warfarin in participants with
Drugs included B blockers, eal of coexisting conditions.

has chronic kid

Open Access

BM) Open Potential workload in applying clinical
practice guidelines for patients with
chronic conditions and multimorbidity:

To cite: Buttel du Vaure C,
Ravaud P, Baron G, et al
Potential workioad in
‘applying clinical practice
‘guidelines for patients with
ehronic conditions and
muliimorbiciy: a systematic
analysis. BIJ Open 2016.6:
010118, doic10.1136/
bmjopen-2015-010119

> Prepublication nmwy and
‘additional materia

avaitable. To view nlm visit
the journal (nttp/dxdoi org

i
Ther|
patie

Manl

WH,
Fort]

chro|
Pote|
will

previ
Gui

drug|
epid

Gui
Ada

recol

thebs)

o B

Prevalence, Expenditures, and Complications
of Multiple Chronic Conditions in the Elderly

Jennifer L. Wolff, MHS; Barbara Starficld, MD, MPH; Gerard Anderson, PhD

Backgreund: The prevalence, health care expendi-
tures, and hospitalization experiences are important con-
siderations among elderly populations with multiple
chronic conditions.

Methods: A cross-sectional analysis was conducted on
a nationally random sample of 1217103 Medicare fee-
for-service beneficiaries aged 65 and older living in the
United States and enrolled in both Medicare Part A and
Medicare Part B during 1999. Multiple logistic regres-
sion was used to analyze the influence of age, sex, and
number of types of chronic conditions on the risk of in-

ventable complications increased with the number of
chronic conditions. For example, Medicare beneficiaries
with 4 or more chronic conditions were 99 times more
likely than a beneficiary without any chronic conditions
to have an admission for an ambulatory care sensitive con-
dition (95% confidence interval,86-113). Per capita Medi-
care expenditures increased with the number of types of
chronic conditions from $211 among beneliciaries with-
outa 10$13073 among with
“ or more types of chronic conditions,

Conelusions: The nsk of an avoidable inpatient admis-

curring inpatient

sionorap in an inpatient setting
sitive conditions and increases y with the number of chronic con-
ditions. all f care,

complications among aged Medicare beneficiaries

Results: In 1999, 82% of aged Medicare beneficiaries had
1 or more chronic conditions, and 65% had multiple
chronic conditions. Inpatient admissions for ambulatory
care sensitive conditions and hospitalizations with pre-

conl reince avoidable hospitalizstionrates, espectaly o
individuals with multiple chronic conditions.

Arch Intern Med. 2002;162:2269-2276

REVIOUS STUDIES have shown
that as much as 45% of the
general population and 88%
of the population aged 65
years and older have L

efforts have been developed in an attempt
to prevent progression of specific chronic
conditions and to improve ongoing dis-
ease management.** However, with rare ex-
ceptions, nearly all of these initiatives have

From the Department of Health
Policy and Management, The
Johns Hoplins University
Bloomberg School of Public
Health, Baltimore, Md.

chronic condition or more and that more
than 75% percent of all US health care ex-
penditures are related to the treatment of
chronic conditions.! The prevalence of
chronic conditions continues to increase,
and by 2020 an estimated 157 million
Americans (nearly 50% of the popula-
tion) are projected to have atleast 1 chronic
condition.” Therefore, it is not surprising
that considerable attention has been di-
rected toward designing treatment proto-
cols to prevent or inhibit the progression
of specific chronic conditions such as dia-
betes, asthmia, or stroke. Sophisticated phar-
macological therapies, discase manage-
ment programs, and patient education

focused ona single chronic condition. Rela-
tively few initiatives address the reality that
50% of all individuals with chronic condi-
tions have multiple chronic conditions.! In
2000, an estimated 57 million Americans
had multiple chronic conditions, and the
number is projected to increase to 81 mil-
lion by 20207

Individuals with multiple chronic
conditions have clinical needs that may dif-
ferentiate them from persons witha single
chronic condition. Evidence indicates that
chronic conditions cluster, and that per-
sons with 1 chronic condition are more
likely to have other conditions.* More-
over, persons with multiple chronic con-

(REPRINTED) ARCH INTERN MED/VOL 162, NOV 11, 2002
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Original article

Care coordination of multimorbidity: a scoping study

Anne Doessing', Viola Burau®?

'VIA University College, School of Contimeing Fducation, Centre for Leadership and Organisation Development (CLOU),
Aarhus, Denmarks *CFK — Public Health and Quality Iprovement — Centre for Research and Development in Social and
Health Services, Aarhues, Dersmark:*Department of Political Science and Gouvernment, University of Aarhus, Aavhus, Denmark

Abstract

Background: A key challenge in healtheare systems worldwide is the large number of patients who suffer from
multimorbidity; despite this, mest systems are organized within a single-discase framework. Objective: The
present study addresses two issues: the and 3
multimorbidity: and the factors that promote or inhibit care coordination at the levels of provider organizations
and bealtheare profesionsls. Design: The analyis is bised on a scopivg study. which cormbines a syscmati

h with a qualitative thematic The search was conducted in November 2013 and included
the PubMed, CINAHL, and Web of Science databases, as well as the Cochranc Library, websites of relevant
organizations and a hand-scarch of reference lists, The analysis included studies with a wide range of designs,
from industrialized countrics, in English, German and the Scandinavian languages, which focused on both

of care for patients with

and ion of integrated carc. Results: The analysis included 47 of the 226
entified studies. The central theme emerging was complexity. This related to both specific medical conditions
of paticats with (ease and the of care delivery at the levels of provider

and healthcare

(care

coordination, one approach is to reduce complexity and the other is to cmbrace complexity. Either way, futurc

rescarch must take a more explicit stance on complexity and also gain a better undersanding of the role of
aa for the of new eare

In terms of how to approach carc

Journal of Comorbidity 2015;5:15-28

Keywords: multimorbidity, care coordination, integrated care, chronic disease, disease management, complexity

Introduction on the continuity of care. It ereates siloes across sectors

Despite the extent and impact of multimorbidity, most
healthcare systems are organized within a single-discasc
framework, which docs not reficct the problems and
needs assaciated with multimorbidity [1-4]. The needs
of paticnts with multimorbidity arc not just the sum of
the ncedsn relation to individaal discases [5], and, there-
fore, the single-discasc arganization has a negative effect

Correspondence: Anne Doessing, Campus Aarhus N, Hedeager
2 8200 Aarhus N, Denmark.

where paticnts with multimorbidity are connected to
several clinical pathways that are not coordinated with
cach other. As a consequence, patients may be confuscd
about who is responsible for particular aspeets of ser-
vice delivery, and intcrrelated problems may not be dealt
with quickly enough or may be duplicated by different
providers.

Patients with multimorbidity are more vulnerable to
organizational fragmentation [2], which arises when
providers restrict their responsibility for carc delivery to
the patient when present, ignoring overall coordination
across time and/or sectors. More specifically, fragmen-

tation s described as the breakdown in communication
and collaboration in providing services to an individual:
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ABSTRACT

Objectives: To describe the potential workioad for
patients with multimorbidity when applying existing

clinical practice guidelines.

guidelines for chronic conditions and simulation

modelling approach.

Data sources: National Guideline Clearinghouse index

of US clinical practice guidefines.

Study selection: We identified the most recent
guidelines for adults with 1 of 6 prevalent chronic
conditions in primary care (ie hypertension, diabetes,
coronary heart disease (CHD), chronic obstructive

Debate & Analysis

visits, focusing on the six prevalent chronic con-

ditions in primary care.

= The data are based on a systematic assessment
of guidelings and a literature: review.
= Time estimations are probably underestimated
because we were not able 1o find estimates for
health-related activities such as time

specific

2345

= This is the first study assessing the potential
workioad for patients with multimorbidity in

ch

Tackling multimorbidity in primary care:

is relational continuity the missing ingredient?

INTRODUCTION
The GP registration system in the NHS
encourages a relationship between a primary
care team and a local population over time.
Historically, the small size of practice teams
and the stabilty of communities created
very strong personal continuity. However, as
general practices have become increasingly
larger and as people move around and
commute more, the likelihood of a strong
personal relationship between doctor and
patient has been offset against factors such
as appointment availabilty, lead clinicians
being rasponsible for specific condtions,
and patients” choices and priofities, Good
and lasting therapeutic  relationships
flourish when organisations offer suficient
opportunities for a patient to see the same
chinician when requested? However, there
is a need for more evidence about how
prioritising relational continuity improves.
overall care oulcomes, especilly in patients
in whom a combination of socioeconomic
disadvantage and complex comorbidities
prevent offective engagement with health
and social services

DEFINING RELATIONAL CONTINUITY OF
CARE

The term ‘continuity of care’ refers to a
complex and multifaceted concept that
has been difficult to define.? Three types of
continuity of care are generally accepted:
1) informational continuity, which describes
the sharing of patient information between
professionals and service providers; 2]
managernent continuity, which describs
a timely and complementary delivery of
services from different providers; and 3]
relational continuity, which describes an
ongoing therapeutic relationship between a
patient and one or more providers. Relational
continuityis associated with improved patient
satisfaction, care coordination, and selected
patient oulcomes It implies. a sense of
afflztion and mutual commitrment between
patient and clinician. This affliation improves
reciprocal trust and responsbiliy, and
reduces the “collusion of anonymity,
a succession of clinicians deals only with
the most immediately pressing problem
Relational continuity is therefore not only
seeing the same clinician over time (known
as longitudinal continuity] but also includes
a dimension of “Irust’ and “confidence’ in the
clinician [known as interpersonal continuity]®
A recent King's Fund report has outlined

192) British Journalof Genersl Practice, February 7019

the benefits of relational continuty of care
This includes enhanced mutual loyally and
aninereased sense of trust between patients
and clinicians, which also increases patients’
readiness to believe in and accept medical
advice, as well as adhere to long-term
prevenive reatments. Relational continuty
i5 also associated with patients’ willingness
to pay more for heallh care in order to
see their chosen clinician. It increases early
diagnosis rate for selected chronic conditions,
especially for diabetes. Evidence also shows
a reduction in healthcare: cosis, with fewer
prescriptions, laboralory investigations,
emergency department attendance, and
unpianned hospial admissions * Although
caution suggests that relational continuity
may sometimes lead to problems, such as
loyal' patients tolerating inappropriate and
detrimental waits for their chosen clinician,
itis largely een a6 a good thing ** Indeed,

policy attention and intervention success than
access. This suggests that aforementioned
benefits of relational continuity are currently
not fully hamessed by the health system,
teading to poorer care outcomes, particularly
for complex patients and those with
multimorbidity." Improving continutty today
therefore seems a pressing need

‘THE PROBLEM: MIXED MULTIMORBIDITY
AND ITS LINKS WITH DEPRIVATION

Caring for patients with two or more long-
term condifions [multimorbidity s becorning
reasingly common. Managing this in a
system built around single disease specialties
s a major challenge facing the NHS. More:
than 154 milion people in Engiand ve with
a long-term condition, accounting for about
0% of total national healihcare spending.
Disease-related disability amplifies. this.
economic impacl, particularly for younger

when careis

patients. 4% of these

patients wil often choose to altend an

emergency department instead of their usual
GP.

these relational
continuity is actually declining in the UK.
It is suggested thal this is the fact of more
policies. prioritising access, usually to the
detriment of continuiy, general practices
merging info larger 'super practices’,
making it harder to maintain continuous
personal contact with the same clinician,
and the increasing move of the primary
care worklorce towards Seasonal and part
time workc? Work pressures are also listed,
encouraging practices to adopl models of
care such as exclusive friage systerns, which
@y improve access bul affect conlinuiy
adversely. Although access and continuity
are not necessarily incompatible, especially
if both are seen equally important,'” in
recent years continuity has received less

Despite benefits,

patients also suffer from a mental health
problem, raising their indiidual care cost by
at least &5%. Resuling disabilty is greatest
for those suffering from both mental health
and physical health issues. [mixed mental
and physical health multimorbidity or ‘mixed
multmorbiiyl, especially when they are
economically deprived ™

Current gwvernment strategies ta tackle
multimorbidity are difficult o implement
in this group, as they are hard to engage,
and there are currently no direct incentives.
1o increase relational continuity at practice
tevel. For example, a recent policy aimed at
assigning a named GP for all patients aged
75 or older in England, in order to improve
relational continuily and care oulcomes, was
not successful.* Similarly, and as primary
care teams expand, clinicians other than
GPs [such as practice nurses or community
‘matrons} areincreasingly taking similar roles.
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Health Outcomes and Quality of Life
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i now a major public health and medical challenge, associated with subopti-
mal health outcomes and rising health-care expenses. Despite this problem’s
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Articles

Management of multimorbidity using a patient-centred
care model: a pragmatic cluster-randomised trial of the
3D approach

Chris Salisbury, Mei-See Man, Peter Bower, Bruce Guthrie, Kat herine Chaplin, Daisy M Gaunt, Sara Brookes, Bridie Fitzpatrick, Caroline Gordner,
Sandra Hallinghurst, Victoria Lee, John MeLeod, Cindy Mann, Keith R Moffat, Stewart WM ercer

Summary
Background The management of people with multiple chronic conditions chall health-care systems designed
around single conditi There is international o that care for multimorbidity should be patient-centred,

focus on quality of life, and promote self management towards agreed goals. However, there is little evidence about
the effectiveness of this approach. Our hypothesis was that the patient-centred, so-called 3D approach (based on
dimensions of health, dep , and drugs) for patients with multimorbidity would improve their health-related
quality of life, which is the ultimate aim of the 3D intervention.

Methods We did this pragmatic cluster-randomised trial in general practices in England and Scotland. Practices were
randomly allocated to continue usual care (17 practices) or to provide 6-monthly comprehensive 3D reviews,
incorporating patient-centred strategies that reflected international consensus on best care (16 practices). Randomisation
was computer-generated, stratified by area, and minimised by practice deprivation and list size. Adults with three or
maore chronic conditions were recruited. The primary outcome was quality of life (assessed with EQ-5D-51) after
15 months’ follow-up. Participants were not masked to group assignment, but analysis of outcomes was blinded. We
analysed the primary outcome in the intention-to-treat population, with missing data being multiply imputed. This
trial is registered as an International Standard Randomised Controlled Trial, number ISRCTN06180958.

Findings Between May 20, 2015, and Dec 31, 2015, we recruited 1546 patients from 33 practices and randomly assigned
them to receive the intervention (n=797) or usual care (n=749). In our intention-to-treat analysis, there was no
difference between trial groups in the primary outcome of quality of life (adjusted difference in mean EQ-5D-5L0-00,
959 CI1-0.02 to 0.02; p=0.93). 78 patients died, and the deaths were not considered as related to the intervention.

Interpretation To our knowledge, this trial is the largest i
bidity. The 3D intervention did not improve patients’ quality of life.

n of multi

Funding National Institute for Health Research.

of the inter 1 c about optimal

Copyright @ 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0

license.

Introduction

There is increasing awareness of the impertance of multi-
morbidity, defined as patients living with two or more
chronic health conditions. One in four people in the UK
and the USA have multimorbidity, increasing to at least
two-thirds of those older than 65 years.” Multimorbidity
is associated with reduced quality of life, impaired
functional status, worse physical and mental health, and
increased mortality.’ The increasing prevalence of multi-
morbidity, driven by the ageing population, represents a
major challenge to all health-care systems because these
patients are heavy users of services. In the USA, people
with multimorbidity account for mere than two-thirds of
total health spending.’

Efforts to improve the care of patients with chronic
diseases have focused on developing guidelines to
implement standardised care for each disease. However,
this approach can have disadvantages for patients with

www.thelancetcom Vol 392 July 7, 2018

multimorbidity.' Recommendations based on disease-
specific guidelines can be inappropriate for patients with
co-existing conditions.” If each condition is considered in
isolation, patients can be prescribed numerous drugs and
lifestyle changes, and are expected to attend frequent
health-care appointments. Therefore, treatment itself can
represent an excessive burden for patients with
multimorbidity, alongside their burden of illness:
Furthermore, segmentation of care by disease means that
health care for these patients is often fragmented and
poorly coordinated. Older adults describe wanting one
professional to take continuing responsibility for their
overall care, and to consider their personal situation and
preferences when advising about treatment decisions *
Recognising these problems, organisations in England
the USA.¥ Europe,® and internationally’ have published
guidance about improving the management of patients
with multimorbidity, and the US Department of Health
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...the 2+ cut-off poorly captures the

heterogeneity in older adults’ health status...

0 diseases 100%

90%

1 disease 80%

70%

2 diseases 60%

= 2+ di
+ diseases

. 40%
3 diseases

30%

4 diseases 20%
5 diseases

6 diseases 10%
+7 diseases

0%

60-66 72-78 81-87

Age (years)

Calderodn-Larranaga, ] Gerontol A Biol Sci Med Sci (2016)
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What do we already know?
Multimorbidity 1.0

What are we less certain about?
Multimorbidity 2.0



Multimorbidity 2.0

How should the burden of multimorbidity
be operationalized to make it a meaningful
concept both from the research and clinical

perspectives!
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Swedish National Study on Aging and Care —  §§
Kungsholmen SNACK

https://www.snac-k.se/




How should multimorbidity be operationalized?

Data-driven identification of multimorbidity patterns
* Diseases are NOT distributed randomly

* Diseases CLUSTER

* The global burden of morbidity is HIGHER that the simple sum of
isolated diseases

ART' C LE W) Check for updates

Twelve-year clinical trajectories of multimorbidity
in a population of older adults

Davide L. Vetrano® "28%  Albert Roso-Llorach® 348, Sergio Fernandez3#, Marina Guisado-Clavero3#,

Concepcion Violan3*, Graziano Onder®, Laura Fratiglioni"®, Amaia Calderén-Larrafiaga"® &

Alessandra Marengoni'’-®



Trajectories of multimorbidity patterns
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Trajectories of multimorbidity patterns
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Trajectories of multimorbidity patterns
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Trajectories of multimorbidity patterns
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How should multimorbidity be operationalized?

Speed of multimorbidity accumulation

* Underlying mechanism: progressive loss of resilience and homeostatic
multisystem dysregulation

* Proxy for the speed of biological aging
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Association with life-long risk factors

A) Father’s occupation during childhood
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B) Early adulthood education
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Association with depression severity
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Association with sleep disturbances
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Number of chronic diseases
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Serum biomarkers:
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How should multimorbidity be operationalized?

Interplay with function/frailty

Biological factors
Care-related factors
Psychosocial factors

Multimorbidity Cognitive function

Life span

Multimorbidity and functional impairment: bidirectional interplay, synergistic effects and
common pathways

Calderdn-Larranaga A,Vetrano DL et al. JIM (2019)
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Out of 10 frail individuals 7 are multimorbid

T

rbid individuals <2 are frail

e

Vetrano DL et al. Adapted from | Geront Med Sci (2018)



NICE guideline (summary)

BMJ 2016;354:14843 doi: 10.1136/bmj.i4843 {Published 21 Septembar 2016} Page1ofb

PRACTICE

s Mark
GUIDELINES

Clinical assessment and management of
multimorbidity: summary of NICE guidance

Caroline Farmer senior research fellow’, Elisabetta Fenu heaith economics lead’, Norma O Flynn
chief operating officer’, Bruce Guthrie professor of primary care medicine®

*Maticnal Guidseline Cenire, Royal College of Physiciars, Londan NW1 4LE, UK; *Population Health Sciences Division, University of Dundes, Dundas
DD2 4BF, UK

Box 2: Identifying people for an approach to care that takes account of multimorbidity

+ |n primary and community care settings consider assessi nﬁw adults with multimorbidity using one of the following:
— An informal assessment of gait speed (such as time taken 10 answer the door or to walk from the waiting room}

— >elf reported health status (that is, “How would you rate your health status on a scale from 0 to 107" with scores of <6 indicating
frailty)

— A formal assessment of gait speed, with =5 seconds to walk 4 metres indicating frailty
— The PRISMA-T guestionnaire, with scores of =3 indicating frailty
— [Based on low fo high quality evidence from diagnostic accuracy studies and GDG consensus)



Conclusions

* In older people, considering multimorbidity as a yes/no
phenomenon has low discriminative power

* Clinical trajectories of older adults with
multimorbidity are complex and dynamic, but can be
assessed

* Exploring patterns and speed of disease accumulation
are promising models to study the dynamics of aging

* Functional status (i.e. frailty) might help to detect
people with multimorbidity at increased risk of poor
health outcomes, especially among the oldest old
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